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Abstract
Background  Missed nursing care occurs globally, and the consequences are severe for the patients when 
fundamental care needs are not fulfilled, nor delivered in a person-centred way. This study aimed to investigate the 
occurrence and cause of missed nursing care, and the relationship between registered nurses’ and nursing assistants’ 
perceptions of missed nursing care, in a surgical care context.

Methods  A quantitative study was performed using the MISSCARE survey, measuring missed nursing care and 
associated reasons, in three surgical wards with registered nurses and nursing assistants as the participants (n = 118), 
during May-November in 2022. The MISSCARE survey also covers background data such as job satisfaction and 
intention to leave. The survey was distributed paper-based and the response rate was 88%.

Results  Aspects of nursing care rated to be missed the most were ‘attending interdisciplinary care conferences’, 
‘turning patient every 2 h’, ‘ambulation 3 times per day or as ordered’, and ‘mouth care’. Differences between 
registered nurse and nursing assistant ratings were detected for eight out of 24 items, where registered nurses 
rated more missed nursing care. The uppermost reasons for missed nursing care were ‘inadequate number of staff’ 
and ‘unexpected rise in patient volume and/or acuity on the unit’. Registered nurses and nursing assistants rated 
differently regarding six of 17 items. Almost every fourth staff member (24.6%, n = 29) had the intention to leave 
within a year in the present department.

Conclusions  The occurrence of missed nursing care is frequent in the surgical context, and in combination with 
a high number of staff members intending to leave their employment, poses a hazard to patient safety. Registered 
nurses, holding higher educational levels, reported more missed care compared with the nursing assistants. The main 
reason for missed nursing care was an inadequate number of staff. These findings support a warranted investment in 
nursing within the organisation. The results can be used to form strategies and interventions, to reduce nurse attrition 
and optimise competence utilisation, and to achieve safe person-centered fundamental care.
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Background
Missed nursing care (MNC) occurs globally and is 
defined as any aspect of required patient care that is 
omitted or delayed [1]. The consequences of MNC are 
severe for patients [2]; in addition, MNC has been related 
to nursing staff levels [3]. Due to an aging population 
and increased possibilities to treat diseases that previ-
ously had a rapidly fatal course, there are more people 
requiring care, and the health care system is facing 
major challenges in terms of the availability and quality 
of care. The World Health Organization estimates that 
13  million registered nurses (RNs) need to be recruited 
within the coming decade [4, 5]. At the same time, the 
turnover of RNs is high, due to high levels of burnout, 
work-related stress and dissatisfaction [6]. The shortage 
of RNs, together with other factors, e.g. high turnover, is 
forcing RNs to ration their caring responsibilities, lead-
ing to task-oriented, fragmented nursing care that results 
in deficiencies in care [7]. These circumstances are evi-
dent in the surgical care context, as the patients are often 
frail and elderly with multiple illnesses and complex care 
needs [8]. The European research programme RN4Cast 
showed a link between shortages of RNs and patients’ 
risk of injury and postoperative mortality [6]. Several 
studies confirm this result; where MNC is associated 
with inpatient mortality following common surgical pro-
cedures [2], MNC increases in association with the num-
ber of patients an RN is responsible for [9], and the risk of 
death increases when the nurse staffing level is low [10]. 
Besides the increased risk of mortality, patients’ well-
being and comfort are also negatively affected when fun-
damental care is not fulfilled; e.g. oral hygiene, skin care, 
pain management, and comforting [2, 8, 11]. In Sweden, 
as well as in many other countries, the nursing staff com-
prises different groups of nurses; RNs and nursing assis-
tants (NAs), with different educational levels and work 
tasks. RNs are registered health care professionals, most 
often with a university Bachelor’s degree, while the com-
petence needed for NAs is not regulated and work tasks 
can differ widely. Commonly, NAs perform patients’ fun-
damental care needs under the supervision of RNs [12].

To describe the need for a holistic nursing approach 
and patients’ fundamental care needs, and in response 
to the increased MNC, the Fundamentals of Care frame-
work was developed [13, 14]. The conceptual framework 
includes three dimensions: establishing the relationship, 
the integration and fulfillment of a patient’s physical and 
psychosocial care needs, and the nurse-patient relation-
ship to recognise and manage these needs. The final 
dimension refers to the context of care. In the framework, 
the attention to the context of care (i.e. resources, organ-
isation, leadership, policy) is described as vital to ensure 
patient safety, and to understand the reasons behind fail-
ure in fundamental care delivery. The framework can be 

used by nursing leaders and staff as a tool in daily practice 
to identify patients’ individual care needs. Furthermore, 
the framework has been suggested for use in reinforcing 
nursing leadership and in discussions of what is needed 
at an organisational level to achieve fundamental person-
centered care [13].

This study is a part of the inCHARGE (Innovations to 
utilise nurses’ competence and achieve person-centred 
care– Fundamentals of Care goes into practice) pro-
gramme, an action research programme with a col-
laboration between the surgical department in Uppsala 
university hospital and a research group at Uppsala uni-
versity. inCHARGE was initiated by the research group 
at Uppsala University, including registered nurses with 
a Ph.D. degree, and is led by EJ. The programme has an 
interdisciplinary focus, integrating the perspectives of 
nursing science and medical humanities. The overall aim 
of the inCHARGE programme is to design innovations to 
retain RNs and to optimise nursing competence utilisa-
tion as a means to improve patient care.

This study aimed to investigate the occurrence and 
cause of MNC, and the relationship between registered 
nurses’ and nursing assistants’ perceptions of MNC, in a 
surgical care context.

Methods
Recruitment and setting
The study was approved by the Swedish Ethical Review 
Authority (DNR 2022-01557-01) and registered in a pub-
lic study register (Public360 DNR 2023-00042). Ethical 
principles were followed carefully using the provisions 
of the Declaration of Helsinki. The participants were 
informed verbally and in writing that participation in the 
study was voluntary, and that they could withdraw from 
the study without explanation or consequence. Written 
consent was collected from all participants.

The data collection was undertaken during May to 
November in 2022 at the surgical department of a uni-
versity hospital in Sweden, comprising three care units 
admitting patients due to vascular, endocrine, colorec-
tal, oesophageal/ventricle, or liver/bile/pancreatic ill-
ness, trauma or transplantation. Admission could be both 
acute and planned. Each care unit had a ward manager 
and two assistant ward managers responsible for nursing 
care and staffing. Patients were always cared for by one 
RN and one NA. The RNs and NAs worked day, evening 
or night shifts and cared for 5–12 patients, depending 
on the time of day and the number of patients requiring 
hospital care. Due to the department being short-staffed 
by about 20% of the number of RNs needed (in 2022), 
the patients were also cared for by agency RNs hired for 
shorter periods. Still, the care units had beds closed for 
admission due to a persistent shortage of RNs.
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There were 134 eligible staff members (RNs n = 70, NAs 
n = 64) (agency RNs excluded) who were invited to par-
ticipate in conjunction with staff meetings and the sur-
gical departments’ routine educational programme for 
all RNs and NAs. Informed consent was provided by 118 
staff members, and the response rate was 88%.

Data collection
The validated Swedish version of the MISSCARE sur-
vey [14, 15] was used to measure how often (MISSCARE 
part 1), and why (MISSCARE part 2) staff were not able 
to perform different nursing care measures. In part 1, the 
respondent replied to 24 different nursing measures (e.g. 
mouth care, patient education), and answers were given 
on a five-point Likert scale from ‘always carried out’ to 
‘never carried out’. In part 2 the respondent replied to 17 
possible reasons why the nursing care was not provided 
(e.g. inadequate staffing). Answers were given on a four-
point Likert scale from ‘significant cause’ to ‘not a cause’. 
The MISSCARE survey also covered background data 
such as job satisfaction and intention to leave. The survey 
was distributed paper-based.

Analytical strategies
All analysis was performed in SPSS version 28. All staff 
outcomes were analysed in three populations; one group 
containing data from all staff (RNs and NAs), one group 
containing data from RNs, and one group contain-
ing data from NAs. When a participant had more than 
50% missing values in a questionnaire listwise deletion 

was performed. All scores were processed according to 
instructions for the instrument, and the Mann-Whitney 
U-test was performed to identify differences between 
groups. A p-value of < 0.05 was considered significant.

In addition (and provided in Supplementary Tables 1 & 
2) data in the MISSCARE survey was analysed dichoto-
mously and ranked [15, 16] thus, in the first part of the 
questionnaire (missed nursing care measures) the alter-
natives ‘occasionally’, ‘frequently’ and ‘always’ were clas-
sified as MNC. In the second part (reasons for missed 
nursing care), the alternatives ‘significant’ and ‘moderate’ 
were classified as reasons for MNC.

Results
The vast majority of staff were women with permanent 
employment, and the mean age was 35 years (min-max: 
20–64 years). There was almost an equal distribuation 
between RNs (53.4%, n = 63) and NAs (44.9%, n = 53) 
(missing data; 1.7%, n = 2), and most RNs (86.0%, n = 55) 
had a Bachelor’s degree or a one-year Master’s degree in 
nursing science. See Table 1 for staff characteristics.

RNs’ and NAs’ aspects regarding work experience and 
satisfaction with the current work situation are presented 
in Table  2. More NAs (37.5%, n = 19) had work experi-
ence > 10 years in their role compared with RNs (10.9%, 
n = 7), and they had been employed at the current unit for 
the same amount of time. RNs (89.1%, n = 57) had more 
hours of overtime than NAs (68.7%, n = 35), but more 
NAs (15.7%, n = 8) had > 6 days/shifts absent in the past 
three months than RNs (1.6%, n = 1). More RNs (67.2%, 
n = 43) were satisfied or very satisfied with their current 
position than NAs (19%, n = 25). There was no difference 
in intention to leave, perceived adequacy of staffing, and 
satisfaction with profession or satisfaction of the team-
work between RNs and NAs. Almost every fourth staff 
member (24.6%, n = 29) had the intention to leave within 
a year. The majority of staff (68.7%) perceived that ade-
quate staffing was obtained 50% or less of the time, and 
80.1% were satisfied or very satisfied with the team work.

MISSCARE survey
Aspects of nursing care that were rated to be missed the 
most (ranks 1–3) were ‘attending interdisciplinary care 
conferences’, ‘turning patient every 2 h’, and ‘ambulation 
3 times per day or as ordered’. Differences between RN 
and NA ratings were detected for eight out of 24 items. 
The greatest differences were detected for ‘medications 
administered within 30 min before or after scheduled 
time’, ‘mouth care’, and ‘emotional support to patient 
and/or family’. For the first of the previously mentioned 
items, NAs ranked higher (rank 3) than RNs (rank 11), 
although many NAs did not answer that question, thus 
there were a lot of missing data. For all other items that 
were rated differently between RNs and NAs, RNs rated 

Table 1  Staff characteristics (RNs and NAs) in the three surgical 
care units (n = 118)
Characteristic n (%)*
Gender
  Female 106 (89.8)
  Male 9 (7.6)
Age
  20–30 years 56 (50.5)
  31–50 40 (36.0)
  51–75 15 (13.5)
Employment
  Permanent employment 117 (99.2)
  Hourly employee 1 (0.8)
Professional role
  Registered nurse 63 (53.4)
  Nurse assistant 53 (44.9)
Academic degree for RNs
  None 6 (9.4)
  Bachelor 51 (79.7)
  One-year Master 4 (6.3)
  Licenciate 1 (1.6)
  Doctor 1 (1.6)
* When numbers in a category do not add up to n or 100% there is missing data. 
Abbreviations: RNs. Registered Nurses; NAs. Nursing Assistants
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All RNs NAs
n (%) n (%) n (%)

Experience in the role
  < 6 months 10 (8.5) 9 (14.1) 1 (2.0)
  > 6 months– 2 years 16 (13.6) 9 (14.1) 7 (13.7)
  > 2 years– 5 years 40 (33.9) 23 (35.9) 16 (31.4)
  > 5 years– 10 years 20 (16.9) 12 (18.8) 8 (15.7)
  > 10 years 31 (26.3) 7 (10.9) 19 (37.5)
Experience at current unit
  < 6 months 12 (10.2) 9 (14.1) 3 (5.9)
  > 6 months– 2 years 23 (19.5) 12 (18.8) 10 (19.6)
  > 2 years– 5 years 43 (36.4) 22 (34.4) 18 (35.3)
  > 5 years– 10 years 23 (19.5) 11 (17.2) 11 (21.6)
  > 10 years 14 (11.9) 6 (9.4) 7 (13.7)
Hours of overtime in past 3 months
  None 22 (18.6) 3 (4.7) 16 (31.4)
  1–12 h 56 (47.5) 33 (51.6) 21 (41.2)
  More than 12 h 40 (33.9) 24 (37.5) 14 (27.5)
Days or shifts absent in past 3 months
  None 48 (40.7) 27 (42.2) 16 (31.4)
  1 day/shift 13 (11.0) 9 (14.1) 4 (7.8)
  2–3 days/shifts 29 (24.6) 14 (21.9) 15 (29.4)
  4–6 days/shifts 16 (13.6) 8 (12.5) 8 (15.7)
  > 6 days/shifts 11 (9.3) 1 (1.6) 8 (15.7)
Intention to leave
  < 6 months 16 (13.6) 11 (17.2) 3 (5.9)
  < 1 year 13 (11.0) 4 (6.3) 8 (15.7)
  Not < 1 years 88 (74.6) 45 (70.3) 39 (76.5)
Perceived adequacy of staffing
  100% of time 5 (4.2) 1 (1.6) 4 (7.8)
  75% of time 31 (26.3) 17 (26.6) 13 (25.5)
  50% of time 46 (39.0) 23 (35.9) 21 (41.2)
  25% of time 27 (22.9) 14 (21.9) 10 (19.6)
  0% of time 8 (6.8) 5 (7.8) 2 (3.9)
Patients in charge of at last shift
  0 patients 21 (17.8) 6 (9.4) 13 (25.5)
  4–6 patients 73 (61.8) 42 (65.6) 28 (54.9)
  7 or more patients 24 (20.2) 12 (18.8) 10 (19.6)
Satisfication with current position
  Very satisfied 20 (16.9) 13 (20.3) 5 (9.8)
  Satisfied 52 (44.1) 30 (46.9) 20 (9.2)
  Neutral 29 (24.6) 8 (12.5) 19 (37.3)
  Dissatisfied 13 (11.0) 7 (10.9) 5 (9.8)
  Very dissatisfied 1 (0.8) 1 (1.6) 0 (0)
Satisfication with profession
  Very satisfied 61 (51.7) 40 (63.5) 16 (31.4)
  Satisfied/neutral 53 (44.9) 19 (29.7) 34 (66.7)
  Dissatisfied 2 (1.7) 0 (0) 0 (0)
  Very dissatisfied 0 (0) 0 (0) 0 (0)
Satisfication with teamwork on current unit
  Very satisfied 28 (24.1) 15 (23.4) 11 (21.6)
  Satisfied 65 (56.0) 36 (56.3) 28 (54.9)
  Neutral 18 (15.5) 6 (9.4) 9 (17.6)

Table 2  Aspects of work experience and satisfaction with current work situation (the MISSCARE survey) and differences between 
registered nurses and nursing assistants
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higher– with therefore more missed nursing care– than 
NAs, e.g. ‘mouth care’, ‘emotional support to patient 
and/or family’, and ‘wound care’. MNC is ranked and 
presented for all staff, RNs and NAs in Table 3. Overall, 
there was no difference between RNs and NAs in rating 
MNC (p = 0.33). Dichotomised data analysis resulted in 
the same five items mostly missed and are presented in 
Supplementary Table 1.

The uppermost reasons for MNC were ‘inadequate 
number of staff’ and ‘unexpected rise in patient volume 
and/or acuity on the unit’. RNs and NAs rated differently 
regarding six of 17 items, with the greatest difference 
regarding ‘heavy admission and discharge activity’, where 
RNs ranked this as a higher reason for MNC than NAs 
did. Smaller, but significant, differences were detected 
for ‘lack of back-up support from team members’, ‘inad-
equate hand-off from previous shift or sending unit’, ‘sup-
plies/equipment not available when needed’, ‘supplies/
equipment not functioning properly’, and ‘other depart-
ments did not provide the care needed’. Reasons for 
MNC are ranked and presented for all staff, RNs and NAs 
in Table 4. Dichotomised data analysis resulted in thame 
four items for the strongest reasons for MNC and are 
presented in Supplementary Table 2.

Discussion
Frequently missed nursing care was, according to both 
RNs and NAs, ‘attending interdisciplinary care confer-
ences’, ‘turning patient every 2  h’, ‘ambulation 3 times 
per day or as ordered’ and ‘mouth care’. The results indi-
cate that patient safety is lacking, not turning or ambu-
lating patients regularly increases the risk for multiple 
complications [17], and the lack of oral health care, also 
stated previously [11], has been associated with hospi-
tal-acquired infections and lacking nutritional status, 
impairing recovery and prolonging hospital stays [18]. 
These results are similar to previous global research [14, 
19–21]. In Iceland [22], the United States and South 
Korea [19], all of the above-mentioned items were mostly 
missed, although slightly less missed than our results, 
except for ‘mouth care’ in the United States, which was 
missed on the same level as in this study.

Reasons for MNC, according to both RNs and NAs, 
were ‘inadequate number of staff’, ‘unexpected rise in 
patient volume and/or acuity on the unit’ and ‘urgent 
patient situations’. These results are similar to research 

in another Swedish context [20, 21]. However, interna-
tionally, there are studies that report substantially fewer 
problems with a lack of resources [19, 22]. Interestingly, 
this problem differs between countries, and further anal-
ysis is acquired to understand the cause. However, the 
work environment needs to improve through authentic 
leadership to increase job satisfaction, decrease inten-
tion to leave, and thereby reduce reasons for MNC [23]. 
The greatest difference between RN and NA ratings was 
regarding ‘heavy admission and discharge activity’, where 
the workload most likely increases more for RNs than 
NAs due to the increased responsibilities of RNs in these 
situations.

MNC can be an indicator of a too high patient-nurse 
ratio, thus a too high workload and inadequate num-
ber of RNs. In this study, the majority of staff estimated 
that staffing was only adequate 50% or less of the time, 
and the nurse managers stated that the departments 
were short-staffed by 20% of the number of RNs needed. 
RNs’ perception of staffing adequacy greatly influenced 
their intention to leave [24]. A high patient-nurse ratio 
increases burnout, ethical stress and job dissatisfaction, 
which in turn leads to an increase in the intention to 
leave the workplace [25, 26]. In our cohort, as many as 
24.6% had the intention to leave within a year, which is in 
concordance with Rudman et al. (2014) [27] and Nymark 
et al. (2023) [20], indicating that today and for almost 
10 years the problem has remained unsolved. This is an 
alarmingly high number, and actions must be taken to 
retain nurses. The World Health Organization states that 
work satisfaction is one of the most important factors 
(together with work motivation) for resolving problems 
with recruiting and retaining staff in the healthcare sec-
tor (WHO, 2016). Sufficient numbers of RNs decreases 
readmission rates and mortality [6, 10]. An acceptable 
patient-nurse ratio may increase job satisfaction, and the 
intention to stay, but most importantly it will decrease 
MNC and increase patient safety.

When studying nursing care, there is a need to sepa-
rate RNs and NAs based on their different knowledge/
educational level and responsibilities, because they per-
ceive and report MNC differently in one-third of the 24 
items in the survey. The same pattern has been seen in 
previous studies [20, 22]. It is the RNs’ responsibility that 
fundamental care is performed, but some tasks are car-
ried out by NAs. Interestingly, our results show, similar 

All RNs NAs
n (%) n (%) n (%)

  Dissatisfied 4 (3.4) 1 (1.6) 3 (5.9)
  Very dissatisfied 0 (0) 0 (0) 0 (0)
NOTE: When numbers do not add up there are missing values.

Abbreviations: RNs. Registered Nurses; NAs. Nursing Assistants

Table 2  (continued) 
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to Nymark et al. (2023) and Bragadottir et al. (2018), that 
RNs rate the performance of preferably NA tasks (such 
as ‘patient bathing/skincare’, ‘wound care’, ‘monitoring 
intake/output’ and ‘mouth care’) higher than NAs rate 
them, thus more missed. A possible explanation for dif-
ferences in ratings of MNC can be a lack of communi-
cation within the nursing team. Communication within 
the care team is important for quality of care and patient 
safety, and for RNs to be able to lead the nursing care 
[28], and also affects RNs’ intention to leave their posi-
tion [24]. Our results show that 18.9% of staff were not 
satisfied (or neutral) with teamwork, thus improvements 
are warranted. Another reason may be that RNs have a 
solid education and may therefore have a more compre-
hensive perspective than NAs, and are able to thoroughly 
evaluate performed nursing care, and respond to abnor-
mal signs [29]. These results, together with the results 
from a study by Griffiths et al. (2019), who states that the 
hazard of death decreased linearly to the amount of RN 
staffing but increased with more NA staffing, indicate 
that RN shortages cannot be solved with an increased 
number of less-trained nursing staff. The context of care 
has to be considered when analysing MNC. In the organ-
isation, nurse managers are responsible for routines and 
culture, which are important to achieve good commu-
nication within the care team, and also to enable RNs to 
lead nursing care. Nurse managers also have to articulate 
the importance of RNs’ competence together with patient 
safety in policy discussions and decisions.

The reports of MNC within an organisation are a seri-
ous issue, and nursing leaders need to respond to and 
resolve the reasons behind the failure [30]. To decrease 
MNC and achieve an evidence-based nursing practice, 
theory-guided interventions are useful [31]. One innova-
tive ongoing effort to improve nursing care in the present 
department is the InCHARGE programme, which aims at 
finding solutions to MNC and improving person-centred 
fundamental care in the surgical setting. The programme 
is a joint university– university hospital collaboration, 
where nursing researchers, clinical nurses, nurse man-
agers and leaders collaborate to implement person-cen-
tered fundamental care guided by the Fundamentals of 
Care framework. Kitson et al. (2019) [30] state that fun-
damental care must hold value and be foundational to all 
caring activities within an organisation, and the delivery 
of such care needs to be seen as the minimum standard 
of care. In an implementation process, the Fundamen-
tals of Care framework can be used in reinforcing nurs-
ing leadership, and also in discussions about changes at 
the organisational level to achieve person-centred funda-
mental care [13].

A strength of this study is the high response rate of 88%. 
As the study requested anonymous returns and implied 
consent, it was not possible to identify staff who did not 

participate to explore reasons for not participating, nor 
to analyse the characteristics of non-respondents. A limi-
tation was that the study is performed in only one hos-
pital. Another strength is that the MISSCARE survey is 
a well-tested tool. However, the items regarding medica-
tion, which are specifically an RN’s responsibility, had in 
our study a lot of missing values for NAs, who might not 
know if those actions were performed or not, hence not 
answering the question.

Conclusions
The occurrence of missed nursing care is frequent in the 
surgical context, and in combination with a high number 
of staff members intending to leave their employment, 
poses a hazard to patient safety. Registered nurses, hold-
ing higher educational levels, reported more missed care 
compared with the nursing assistants. The main reason 
for MNC was an inadequate number of staff. These find-
ings support a warranted investment in nursing within 
the organisation. The results can be used to form strat-
egies and interventions, to reduce nurse attrition and 
optimize competence utilisation, to achieve safe person-
centred fundamental care.
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