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ABSTRACT. 

BACKGOUND:     Exploration of missed or delayed nursing care has become increasingly 

prevalent in international nursing literature over the past ten years. Evidence demonstrates 

that missed nursing care, or care that is left undone or passed on to the following shift, is 

common and the factors that lead to missed care are complex and numerous. Critically, 

patients report poorer experiences of care in hospitals where more nursing care is left undone. 

Despite strong international evidence, there has been little research to explore missed nursing 

care in Australia, and no papers focusing specifically on missed nursing care on the cancer 

setting. The aims of this study were to (i) explore nurses’ perceptions of what care is missed 

in one haematology/oncology in-patient setting in Victoria, Australia, and (ii) to identify 

factors contributing to missed care.  

METHODS:    This study employed an exploratory mixed-methods approach that included 

an on-line survey of nurses’ views of missed care and factors leading to missed care, a 

description of the environment of care during the data collection period, and focus groups to 

explore, in depth, factors nurses believe result in missed care. 

RESULTS:     Survey data were collected from 17 of 50 eligible nurses (34%) working on a 

haematology/oncology ward over a three week period in September, 2015. During the data 

collection period, 103 patients were cared for on the ward. The most common areas of missed 

care reported were: talking to patients (n=15, 88.2%), developing and updating nursing care 

plans (n=13, 76.5%), and educating patients and family (n=11, 64.7%). Data from the focus 

groups indicated acute awareness of missed care and multiple factors leading to missed care 

were identified. These included staff skill mix, organisation of nursing work, and non-nursing 
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duties that detracted from time with patients. During the focus groups, nurses described 

considerable discomfort at being unable to provide emotional care they wanted to deliver to 

patients and their families. They also talked about the inability to take care of themselves. 

CONCLUSION:     This preliminary, exploratory study offers an insight into missed nursing 

care and its consequences on patients and nurses in one Australian cancer setting. Data reflect 

the findings of earlier international studies and indicated potentially modifiable factors for 

reduction of missed nursing care. Multi-site research is needed to further explore missed care 

in cancer settings to better understand and make recommendations for optimal environments 

of care, caring and staff wellbeing.  
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Chapter One: Introduction 

 

1.1 Background: The Concept of Missed Care 

Missed nursing care, for the purpose of this study, is defined as “any aspect of 

required patient care that is omitted (either in part or in whole) or delayed” (Kalisch, 

Landstrom, & Hinshaw, 2009, p1510).  

The concept of missed nursing care first began to appear in published journals in 2006 

when insights from a series of focus group interviews, conducted in the medical-surgical 

units of two American hospitals were reported (Kalisch, 2006). One hospital was a 210-

bed hospital in the southern region of the USA, the other a 458-bed regional medical 

centre in the northern region of the USA. Twenty five focus groups were convened, with 

173 participants of various nursing qualifications (Kalisch & Xie, 2014; Kalisch, 2006). 

Nine elements of care that was routinely missed, and seven reasons relating to why this 

care was missed were identified (Kalisch, 2006). Although the sample was small and 

cannot be assumed to be generalizable, this study formed the basis for the development of 

the internationally recognised MISSCARE survey (Kalisch & Williams, 2009) which has 

become the seminal tool in exploring missed care and used in several international studies 

described further below. 

1.1.1 An International Perspective 

Missed nursing care has unequivocally and repeatedly been associated with poorer 

patient outcomes, increased length of hospital stay, and a decrease in patient reported 

satisfaction with their hospital care experience (Kalisch et al, 2009; Frith et al, 2010; 

Kalisch, Tschannen, Lee & Friese, 2011c, Zhu et al, 2012).  
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The consequence of not being able to provide the quality of care that nurses believe their 

patients require has been shown to have a significant impact on nurses’ level of job 

satisfaction, intent to stay in their job, burnout, and the quality with which nurses rate 

their personal lives (Kalisch, Tschannen & Lee, 2011a; Neff, Cimiotti, Heusinger & 

Aiken, 2011; Russell, 2016). Missed nursing care has been shown to be influenced by 

many complex factors. Hospital resources, the working environment of the ward, nurse 

patient ratios, and the number of hours a nurse works per shift (Griffiths et al, 2014; 

Witkoski Stimpfel & Aiken, 2013; Kalisch et al, 2011a) have all been associated with 

missed nursing care. Perhaps nowhere had this been more devastatingly demonstrated 

than through the Public Inquiry into the allegations of poor nursing care in the Mid 

Staffordshire National Health Service Foundation Trust in England (Francis, 2013). The 

many examples of poor care provided to the commission, in particular with regard to 

patient dignity, cleanliness, continence care, pressure ulcers and accuracy of medication 

administration, were discussed and considered in the context of inadequate nurse training 

and professional development; inadequate staffing levels; inadequate skill mix, and high 

levels of staff illness. Interestingly the Inquiry noted that having one nurse look after 

more than 8 patients per shift was dangerous, reflecting a health environment where 

nurse-patient ratios are not mandated. Long standing ratios in place in Australia ensure a 

ratio of one nurse to a maximum of four patients.  With the introduction of The Safe 

Patient Care (Nurse to Patient Ratios) Act in 2015, the enforcement and compliance of 

ratios now falls under the jurisdiction of the Magistrates Court (not the fair Work 

Commission), emphasising the importance with which adequate nurse-patient ratios are 

regarded. In addition, the Mid-Staffordshire Inquiry noted the challenges of delivering 

quality care in an environment of fiscal and practical constraint, but emphasised that 
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cutting nursing numbers, cutting investment in their health, wellbeing, education and 

training were dangerous and ineffective solutions. And yet, these are commonplace 

occurrences in health systems the world over.  Since 2008 when the Global Financial 

Crisis hit across Europe and the USA, the European Federation of Nurses Associations 

and its 34 member associations have been observing its effects on nurses and nursing. In 

2012, they reported that:           

1. Over half of EFN members reported pay cuts, pay freeze and rising 

unemployment for nurses;  

2. Over a third of EFN members reported concerns about quality of care and patient 

safety;  

3. Over one fifth of EFN members reported downgrading of nursing and substitution 

of nurses with unskilled workers (EFN, 2012).   

It is within this context of international health care, and recognising after a 

comprehensive review of the literature that few Australian studies of missed nursing care 

and none from a haematology/oncology context have been published, that this study was 

developed and undertaken. 

1.2 Significance of the Study 

Cancer nurses play a critical role in the delivery of care to patients in oncology in-

patient settings.  Cancer nursing requires skill and attention to physical, emotional and 

spiritual aspects of care for patients (Aycock & Boyle, 2009) and includes knowledge and 

preparation to deliver complex, multimodality therapies and initiate timely management 

of their side-effects to ensure the best outcomes for patients. In preparation for this 

project, only two studies were found that specifically addressed nursing issues (staffing 

and missed nursing care) in oncology in-patient settings, namely Russell (2016) and 
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Friese, Kalisch & Lee, (2013). Neither of these was undertaken in Australia. As such an 

understanding of missed nursing care in inpatient oncology settings in Australia is 

limited. Given the projected growth in cancer incidence in an ageing population over the 

next 20 years, (150,000 new cases will be diagnosed in 2020, an increase of almost 40% 

from 2007 (Australian Institute of Health and Welfare [AIHW], 2012)), understanding 

optimal models of nursing care to maximise efficiency and efficacy of the cancer nursing 

workforce is a priority for the Australian healthcare system. This study sets out to 

contribute a beginning appreciation of missed nursing care in one in-patient 

haematology/oncology unit in Victoria, Australia, generating insight and potential to 

inform future multi-site studies. 

1.3 Research Questions 

1. What care is missed in an Australian in-patient haematology/oncology unit? 

2. Who is reporting missing care? 

3. Why are they reporting missing care? 

4. Are there similarities with international data? 

It is important to note the student researcher stepped into the study with a belief that care 

was being missed as a result of personal experience and feedback from nursing colleagues 

working on the ward where the study took place. 

1.4    Aims of the Study 

The aims of the study were to:  

1. Explore nurses’ perceptions of what care is missed in one haematology/oncology in-

patient setting in Victoria, Australia. 
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2. Identify factors contributing to missed care so that insights could be shared with the 

ward involved in the project and with management, to identify opportunities to 

address any system or process issues resulting in missed care.  

1.5     Definition of terms 

Errors of Commission: One of two major types of error identified by the patient 

safety movement, an error of commission is a mistake such as marking the wrong body 

part for surgery, or giving an incorrect drug to a patient (Kalisch et al, 2009). 

Errors of Omission: This term, also defined by the patient safety commission as a 

major error, describes missing an aspect of nursing care such as not ambulating a patient, 

(Kalisch et al, 2009). It is suggested this type of error is more prevalent and potentially 

more serious, and it is the focus on errors of omission that lead to the concept of missed 

nursing care (Kalisch et al, 2009) 

Missed nursing care: ‘any aspect of required patient care that is omitted (either in 

part or in whole) or delayed’ (Kalisch et al, 2009, p1510). 

Rationed nursing care: ‘the withholding or failure to carry out necessary nursing 

tasks due to inadequate time, staffing level, and/or skill mix’ (Schubert et al, 2008, p228). 

The process of rationalising care is dependent on an individual nurse’s process of clinical 

decision making and judgement in conjunction with the resources available to allow care 

to be provided (Schubert, Glass, Clarke, Schaffert-Witvliet & De Geest, 2007). 

Delayed nursing care: delayed care is also defined as both missed nursing care or 

rationed nursing care however, it is the result of missing or rationing nursing care. The 

types of care delayed are dependent on the availability of resources to provide that care, 

and are described as ‘a set of nursing tasks or treatment measures that are accepted - by 

clinical consensus and the attending nurse – as important for a patient to achieve the 
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desired outcomes.’ (Schubert et al, 2007, p417).  The term is commonly used to describe 

care a nurse acknowledges is not done, and ‘handed over’ to the oncoming shift to 

complete. 

Nurse Pool: A nurse employed by the researcher’s hospital who is guaranteed a 

certain number of nursing shifts per week depending on their contract. These nurses are 

assigned to work on various wards in the hospital where there are shift vacancies. Their 

shift length is eight hours. 

Nurse Bank: A nurse employed by the researcher’s hospital who declares themselves 

available for a certain number of nursing shifts per week, but is not guaranteed to be 

given a shift. The pay structure is different to Pool nurses and these nurses work six hour 

shifts. They are also assigned to work on various wards in the hospital where there are 

shift vacancies. 
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Chapter Two: Literature Review  

2.1 Introduction 

This chapter presents an overview of literature published between 2010 and 2015 

focusing on reports of nursing care intended to be done during a shift but left undone, or 

nursing care that was handed over to the next shift when the intention was to have done it in 

the previous shift.  

2.2 The Literature 

The literature review is restricted to articles published in the last five years for two 

reasons: (1) this period has seen the greatest number of multi-country publications around 

missed or delayed nursing care, and (2) this is as per the subject requirements specified by the 

university. The first part of this chapter focuses on literature addressing the concept of missed 

or delayed nursing care.  The second part of this chapter focuses on variables identified as 

leading to missed care.  In the third part of the chapter, the effects of missed care, with a 

particular focus on the effects of missed care on nurses, are considered.  

     2.2.1 Eligibility 

Papers were included if they met the following criteria: 

1. Published in English 

2. The full text was available 

3. Published in a peer reviewed journal, and 

4. Published from 2010 – current.   
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2.2.2 Search strategy 

Eligible literature was identified from a search in the electronic databases CINAHL 

(EBSCO) and Medline (Table 1). In the initial search the key words ‘care not done’, ‘quality 

of care’ and ‘nurses’ were used. In order to refine the results to more specifically address the 

issues of interest, a second search was undertaken using various combinations of ‘care not 

done’, ‘missed care’ and ‘nurses’. This search produced several thousand (n=7909) 

potentially relevant articles. A third search was undertaken with the sole keyword ‘care left 

undone’. This search also produced several thousand (n=5956) potentially relevant articles. 

A table showing the search strategy and eligibility is shown below, Table 1. 

  

Table 1: Search strategy and eligibility. 

Search Terms                               Data Base 

 CINAHL (EBSCO) Medline (Ovid) 

Care not done 

Nurses 

Quality of care 

18, 189 9,874 

Missed nursing care 

Care not done 

Nurses 

41 7,868 

Care left undone 12 5, 944 

English 

Full text 

Peer reviewed 

Published 2010 – current 

 

 

4 

 

 

168 

Total number of abstracts 

refined for full paper selection 

and inclusion in the review 

 

172 
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One hundred and seventy two abstracts were analysed for relevance through 

keywords, title, and abstract. Nine articles were duplications. Of the remaining 163 abstracts 

reviewed, 10 full text papers met all of the eligibility criteria. These papers were retrieved 

and all were included in the literature review. A table presenting a summary of the 10 papers 

is presented below (Table 2). 
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Table 2. A summary of the 10 articles retrieved from the data base search.  

Study 

ID. 

Author and Year. 

Title. 

Sample. Method.  Key Findings. 

1. Bekker, Coetzee, Klopper & Ellis, 

2015 

Non-nursing tasks, nursing tasks 

left undone and job satisfaction in 

South African hospitals. 

1166 

Professional 

Nurses in 60 

medical & 

surgical units in 

55 private and 7 

public hospitals 

in South Africa 

Cross sectional 

quantitative survey – 

as part of the 

international 

RN4CAST 

programme. 

RN4CAST collected 

data from four 

sources: Nurse survey, 

patient survey, 

organisational profile 

(bed size, teaching 

status, technological 

specialty), and 

routinely collected 

hospital discharge 

data. Nurse surveys 

consisted of 118 

questions covering 

nursing work 

environment, burnout, 

1. Three main non-nursing tasks: clerical duties 

(answering phones), arranging discharge referrals & 

transport, non-nursing care/obtaining equipment & 

supplies. 

2.  Three tasks most often left undone: 

comforting/talking to patients, educating patients and 

family, and developing/updating nursing care plans. 

3. Job satisfaction correlated negatively with tasks left 

undone (Spearmen rank-order correlation coefficients 

(r=-O.28 - r=-0.39).  

 

Recommendations/Conclusions: 

Nurses completing non-nursing tasks indicated a role overlap. 

Although nurses in this study indicated that leaving care 

undone was more stressful than performing non-nursing tasks, 

clarification of nurse and support staff scope of practice was 

proposed to allow better use of resources, promote a better 

practice environment and increase nurses’ time to spend with 

their patients.  
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job satisfaction, nurse-

perceived quality of 

care, and nurse 

staffing levels 

(number and 

education). 

Demographic 

variables were also 

reported. 

2. Bruyneel et al, 2015. 

Organisation of hospital nursing, 

provision of nursing care, and 

patient experiences with care in 

Europe. 

11,549 patients, 

10, 733 nurses, 

217 hospitals, 8 

European 

countries. 

Analysis of the nurse 

survey data and 

patient survey data 

collected during 2009-

2010 as part of the 

international 

RN4CAST 

programme  

1. Patient care experience was better in hospitals with a 

more qualified nursing staff and a more favourable 

work environment where less clinical care was left 

undone.  

2. Clinical care was left undone less often in hospitals 

with better staffing (those who were more experienced 

and who worked less overtime) and with a more 

favourable work environment.   

3.  Clinical care left undone was a mediator of the 

relationship between patient and nurse satisfaction. 

 

Recommendations/Conclusions: 

Bachelor prepared nurses were more likely to demonstrate 

critical thinking skills in prioritising patient care however, 

work environments should be structured to allow nurses to 

spend more time with their patients and thus reduce care left 

undone. 
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3. Cho, Kim, Yeon, You & Lee, 2015 

Effects of increasing nurse staffing 

on missed nursing care. 

115 nurses 

working in 4 

units with a 

nurse patient 

ratio of 1:7 

(high staffing 

units) 117 

nurses on 9 units 

with a nurse 

patient ration of 

1:17 (low 

staffing units) in 

one hospital in 

Seoul, South 

Korea. 

 

MISSCARE Survey  

Part A: 24 questions 

asking nurses to 

identify how 

frequently 9 elements 

of nursing care are 

missed;  

Part B: 17 questions 

asking nurses’ 

perceptions of why 

care is missed. 

  

1. Working in a unit with high staffing levels was 

associated with 0.136 point decrease in missed nursing 

care (p=<0.02).  

2. Education level and length of work experience not 

significantly related to missed nursing care. 

 

 

Explanation: Low staffing units had a ratio of 1 nurse to 17 

patients as family members were expected to remain with 

patient and provide assistance with feeding & toileting. In the 

high staffing units ratio was 1 nurse to 7 patients, family only 

stayed with permission of doctor. 

 

Recommendations/Conclusions: 

A lower nurse patient ratio resulted in less overall missed care 

and reduced patient falls and pressure injuries, but the nursing 

tasks that involved time – such as providing emotional support 

– remained unmet. If these activities are to remain at the core 

of nursing care, hospitals need to employ adequate numbers of 

nursing staff. 

 

4. Jones, Hamilton & Murry, 2015. 

 

Unfinished nursing care, missed 

nursing care, & implicitly rationed 

care. 

42 Quantitative 

studies, 7 

Qualitative 

studies, 1 mixed 

methods study, 

4 scientific 

reviews 

Systematic literature 

review. 

Quantitative studies 

were cross sectional 

surveys (except 1).  

22 primary samples. 

1. Many samples in the papers critiqued were common or 

overlapping across papers. 

2. Main limitations in comparing the studies is the threat 

of common method/source bias due to the limitation of 

survey instruments available; a lack of transparency 

regarding the use of combined samples and secondary 

analysis; inconsistency in the reporting format. 
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Unfinished care 

measured with 14 self-

report instruments 

Findings: Tasks most frequently left undone by nurses were 

patient education, emotional care (of patients) and addressing 

patient psychological needs. Care left undone contributed to 

negative outcomes for nurses, patients, and organisations. 

 

Recommendations/Conclusions: Additional studies are 

required to evaluate the reproducibility of findings using 

multiple data sources as the available instruments and study 

designs rely on common sources for estimates of unfinished 

care.  

 

5. Ausserhofer et al 2014. 

 

Prevalence, patterns and predictors 

of nursing care left undone in 

European Hospitals: results from 

the multi-country cross-sectional 

RN4CAST study. 

33,568 nurses, 

488 hospitals in 

12 European 

countries. 

Cross sectional survey 

(2009-2010) as part of 

the international 

RN4CAST 

programme. 

1. Despite different health care systems, there were 

similar patterns of nursing care left undone: care 

related to the immediate patient needs was prioritised. 

2. In hospitals with more favourable work environments 

there were lower nurse patient ratios, fewer nurses 

carrying out non-nursing tasks, and lower levels of 

care left undone. 

3. Quality of work environment (nurse manager ability, 

leadership, good nurse-physician relationships) existed 

independently of peculiarities of a country’s national 

health care system (p=<0.0001). 

 

Recommendations/Conclusions: 

Missed nursing care was prevalent across all European 

countries and was associated with organisational factors. 

Nurses prioritised care based on patients’ immediate needs 

omitting time-consuming activities such as emotional support. 
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Although more research is required to determine the impact of 

missed nursing care on patient outcomes, satisfaction and re-

admission rates, and also to determine the impact of missed 

nursing care on nurse burnout and nurse turnover, improving 

the work environment in order to reduce the amount of time 

spent on non-nursing tasks has potential to reduce missed 

care. 

6. Ball, Murrells, Rafferty, Morrow & 

Griffiths, 2014 

 

Care left undone during nursing 

shifts 

2917 RNs in 

401 general 

med/surgical 

wards in 46 

acute National 

Health Service 

(NHS) hospitals 

in England. 

Cross sectional survey 

as part of the 

international 

RN4CAST 

programme. 

1. 2509 (86%) of RNs reported 1 or more care activities 

left undone. 

2. Number of patients per RN was significantly 

associated with missed care (p=<0.001) 

 

Recommendations/ Conclusions:  

There was a strong relationship between staffing levels and 

prevalence of missed care with better practice environments 

reporting less missed care. Further studies are required to 

assess the impact of missed care particularly in terms of 

patient outcomes. 

7. Griffiths et al, 2014 

 

Nurses’ shift length and overtime 

working in 12 European countries. 

The association with perceived 

quality of care and patient safety. 

31,627 Nurses 

in general 

med/surgical 

units in 488 

hospitals in 12 

European 

countries. 

Cross sectional 

quantitative survey 

(2009-2010) as part of 

the international 

RN4CAST 

programme. 

1. Differing shift lengths between and within countries. 

50% of nurses worked ≤8 hours, 15% worked ≥12 

hours.  

2. Nurses working ≥12 hours were more likely to report 

care left undone [RR 1.13, 95% CI 1.09-1.16] 

3. Nurses working overtime were more likely to report 

care left undone [RR 1.29, 95% CI 1.27-1.31]. 

 

Recommendations/Conclusions:  
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The move to increase shift lengths to 12 hours may seem a 

cost effective strategy, but may increase the episodes of 

missed nursing care by decreasing the efficiency and 

effectiveness of the workforce. Working overtime has a 

similar effect. 

8. Winters & Neville (2012) 

 

Registered nurse perspectives on 

delayed or missed nursing cares in 

a New Zealand hospital. 

5 nurses in acute 

medical and 

surgical areas in 

one New 

Zealand hospital 

Qualitative descriptive 

design. Audio 

recorded individual 

interviews.  

Three categories emerged: (1) types of care regularly delayed 

or missed, (2) reasons for regularly delaying or missing this 

care, and (3) moral distress – feelings of guilt or frustration 

felt by the nurse as a result of delaying or missing care. 

Most common issues: 

1. Physical care tasks (hygiene, mouth care, assistance 

with meals) were most often delegated to family or 

nursing assistants 

2. Perception that Nurse Managers out of touch with 

reality of clinical practice; affects perception of 

support and appreciation. 

3. Interruptions such as requests for assistance from other 

nurses, staff shortages, preceptoring junior staff, and 

insufficient supplies e.g. medicines impacted on 

nurses’ ability to provide timely care. 

Recommendations/Conclusions:  

Staffing levels, skill mix, availability of equipment and 

supplies, communication styles within an organisation impact 

the work environment, nurse morale and patient care. A better 

understanding of these issues will enable nurses and nurse 

leaders to explore and implement strategies for improvement. 

Further research is required into the concept of moral distress. 
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9. Zhu et al, 2012 

Do nurse staffing levels make a 

difference 

7802 nurses & 

5430 patients, 

600 med-

surgical wards 

in 181 hospitals 

in Mainland 

China 

4-stage sample design; 

China Nurse Survey, 

patient satisfaction 

measurement from the 

Hospital Consumer 

Assessment of Health 

Care Providers 

System 

Better nurse patient ratios were associated with:  

Fewer reports of missed care  

Better quality of care  

Greater in confidence in the patient’s ability to manage self-

care on discharge  

Fewer patient adverse events  and 

More patients reporting of care satisfaction.  

 

Recommendations/Conclusions:  

Greater confidence in the patients’ ability to manage self-care 

on discharge, fewer reports of patient adverse events. 

Increased numbers of patients reporting satisfaction with their 

care with lower patient nurse ratio.  

10. Kalisch, Tschannen, & Lee, 

2011(a) 

Does missed nursing care predict 

job satisfaction? 

 4074 nurses 

(3135 RNs & 

939 nursing 

assistants) who 

provide direct 

nursing care on 

110 units in 10 

hospitals in the 

American 

Midwest. 

Medical, 

Surgical, 

Rehabilitation, 

intermediate and 

intensive care 

units. 

MISSCARE Survey 

Part A: 24 questions 

asking nurses to 

identify how 

frequently 9 elements 

of nursing care were 

missed;   Part B: 17 

questions asking 

nurses’ perceptions of 

why care was missed. 

Only Part A was 

reported in this study. 

Aimed to determine whether missed care could predict job 

and occupation satisfaction. 

1. Greater the perception of missed nursing care the 

greater the dissatisfaction with the job (p=<0.001) 

2. The greater the perception of staffing adequacy, the 

greater the association with job satisfaction 

(p=<0.001) 

3. The hospital the nurses worked at influenced their 

level of job satisfaction (p=<0.001) 

4. Less missed nursing care relates to greater satisfaction 

with occupation [OR= 0.57; 95% CI 0.41-0.80] 

5. The greater the perception of staffing inadequacy, the  

greater the dissatisfaction with occupation [OR 1.49; 

95% CI 1.35-1.64] 



 

17 
 

Recommendations/Conclusions:  

MISSCARE survey captured perceptions of missed care rather 

than observing the nursing process that lead to missed care 

however, adequate staffing is required for consistent levels of 

nursing care, and missed care may, in part, be explained by 

the relationship between staffing levels and patient outcomes. 
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Of the 10 papers included in the review, the majority (n=8) reported cross sectional 

surveys with five using the RN4CAST survey (Study ID 1, 2, 5, 6 & 7), two the MISSCARE 

survey (3 & 10), and one the China Nurse survey (9). One paper was a literature review (4), 

and one reported a qualitative descriptive study of semi-structures interviews with nurses (8). 

Of the cross sectional surveys papers, four considered missed care from the perspective of 

how nurse-patient ratios influenced missed care (3, 5, 6 & 9), two considered the patient 

perspective of quality of care in relation to ratios (2 & 9), and three papers considered the 

effects of missed care on nurses’ job satisfaction (1, 8 & 10). As well as nurse-patient ratios, 

one of these papers addressed work environment and rationed care (5), and two of these 

papers examined the effect of shift length and working overtime on the amount reported 

missed care (2 & 7). Five papers looked at the types of care that is most frequently missed (1, 

3, 4, 5 & 8), and one paper also addressed both the reasons care is missed or delayed, and 

addressed the concept of moral distress in nurses related to missed care (8).  

Following exploration of the 10 eligible papers included in the review, an additional 

23 articles were sourced from the reference lists of these papers that were relevant to a 

broader consideration of missed or delayed care. These additional 23 papers reported on the 

types of nursing care being missed, the reasons for missing the care, and the effects on the 

nurses in terms of burnout and intent to stay in the profession. 

Insights from the 10 papers included in the review and the additional 23 contextual 

papers are presented below according to key domains of relevance to the concept of missed 

care reported in the papers reviewed.   

2.3 The variables leading to missed care 

Three variables of relevance to missed care were apparent in the literature. Each is 

considered separately below. 
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2.3.1 Staffing Levels 

In a cross-sectional, on-line survey of 1600 Australian nurses, Blackman et al (2014) 

set out to examine whether missed care could be predicted and what the factors determining 

missed care were. Two hundred and eighty nine nurses responded (18%). Data from this 

small sample demonstrated that eight variables (availability of resources such as equipment 

and medications; workload predictability; workload intensity in terms of patient allocation, 

timing of the shift, intent to stay in the job, satisfaction with the current job, whether a 

metropolitan or rural setting, and communication issues) directly influenced missed care. In 

this study, the adequacy of nursing resources was found to be the strongest influence on why 

care was missed with a co-efficient of 0.61 (Blackman et al, 2014, p52). 

In a quantitative, retrospective medical case note review, the care received and 

outcomes of 35 000 patients from 11 subacute medical-surgical units in four hospitals in three 

states of USA (Frith et al, 2010), were explored. Data indicated the presence of more RNs in 

the skill mix during a defined shift equated to fewer adverse events (p<0.05). Based on 

concerns about the lack of consistency regarding measures used to identify how staffing 

levels contributed to patient outcomes, a cross-sectional, retrospective case note study was 

undertaken to examine the relationship between staffing levels in general nursing units and 

Intensive Care Units with patient outcomes. The study drew on data for 1.1 million adults 

discharged from 872 units (285 ICU and 587 non-ICU) from 54 hospitals across one USA 

state, (Blegen, Goode, Spetz, Vaughn & Park, 2011). Data referring to general units indicated 

that having more RNs per shift contributed to fewer deaths from treatable complications 

(p<0.001) and less infection due to the quality clinical care (p<0.05). Interestingly, data 

indicated the number of staff on a shift, irrespective of RN numbers, contributed to better 

patient outcomes (p<0.05) in terms of length of hospital stay (Blegen et al, 2011). 
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Conversely, in a cross sectional survey of 2917 RNs working in acute care hospitals 

in England, it was found that the amount of missed care by RNs was not related to the 

number of other health care workers on duty (p<0.05), but rather it was the ratio of patients 

per RN that determined the amount of missed care (p<0.01) (Ball et al, 2014). Similar 

findings were reported in South Korea, where one public hospital increased the nurse patient 

ratio to one nurse for seven patients in four of the hospital’s 13 general nursing units but left 

ratios unchanged on the remaining nine units as control wards. The MISSCARE survey was 

distributed to all nurses working across the 13 units. One hundred and fifteen nurses (94.3%) 

from the high-staffed wards responded, and 117 (88.6%) from the low-staffed wards. By 

increasing the nurse patient ratio there was significantly less missed care (p<0.02) on the 

intervention wards (Cho et al, 2015). Similar findings were reported from a cross sectional 

descriptive study undertaken in a variety of wards in ten acute care hospitals in the American 

Midwest (Kalisch et al, 2011a). A sample of 4288 nurses providing direct care completed the 

MISSCARE survey. Of these, 73.5% (n=3152) were RNs, and 46.7% (n= 2003) had a 

bachelor degree or higher. The hours per patient day (HPPD), (that is the number of 

productive hours worked by every healthcare worker providing direct care divided by patient 

days), were compared with the number of productive hours worked by an RN divided by 

patient days (RN HPPD). There was a negative correlation between the two variables HPPD 

[r=-0.32 p<0.01] and RN HPPD [r=-0.27 p<0.01] with levels of missed nursing care (Kalisch 

et al, 2011a). In another study, the MISSED CARE Survey for patients was used to gain 

insight into patients’ perceptions of missed care. Seven hundred and twenty nine inpatients 

were surveyed in two hospitals in the American Midwest (Dabney & Kalisch, 2015). The 

majority of patients were in medical units (57.6%), with the remainder in surgical 35% and 

rehabilitation 7.4% units. Amongst other variables, the patients were asked about the time it 

took to receive requested and standard care. A negative correlation was noted where the more 
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RNHPPD the more timely the care [r=-0.14, p=0.0002) and the higher the RNHPPD the 

greater the promptness in care delivery [r=-0.09, p=0.015] (Dabney & Kalisch, 2015). 

These findings compare with findings from an earlier study undertaken in China (Zhu 

et al, 2012). The Chinese Nurse Survey was conducted in 181 hospitals across all eight 

economic zones in mainland China. Of 10,221 surveys distributed, 7802 (76.3%) were 

available for use in the study due to a number of data completion issues. One third of 

participating nurses (n= 2371, 30.39%) reported that the quality of care they delivered was 

fair or poor. Three thousand four hundred and twelve nurses (43.73%) were concerned about 

their patients’ ability to manage at home post discharge. As part of the same study, the 

Hospital Consumer Assessment of Health Care Providers and Systems Survey was 

distributed to 6494 patients, with 5430 (n=5430, 84%) returned completed. Five thousand and 

sixteen patients (92%) stated they were satisfied with the time taken to answer call bells, but 

significantly fewer, based on the number who answered this question, (n=1771, 49%) were 

dissatisfied with the communication they received about medications. Nurse patient ratios 

reported in this study were calculated using a more complex formula where an example given 

is of a unit with 45 beds. Seventeen nurses work on the ward (seven on day shift, two on 

evening and two on night shift, one nurse working evening and early morning shift, and five 

off duty), thus the ratio is described as 0.38 (17/45), however, in practical terms, on a 

morning shift as nurse will have a patient load of 6.43, and on a night shift 18. Data across all 

hospitals show statistically more missed care (p=<0.05) for a nurse patient ratio of <0.4 with 

the amount of missed care decreasing as the ratio improves (Zhu et al, 2012).  

Evidence indicates that some health care systems have introduced 12 hour shifts for 

nurses in order to reduce both the number of shift handovers and the amount time shifts 

overlap as a way of decreasing health expenditure (Griffiths et al, 2014). Using information 

from a cross-sectional RN4CAST study (Sermeus et al, 2011), shift lengths were analysed to 
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explore any link with adverse quality and safety of care (Griffiths et al, 2014). Of the 31 627 

nurses from 488 hospitals over 12 countries, half (15,814, 50%) worked 8 hour shifts, but 

4,573 (15%) worked 12 hours or more. When compared to the nurses working eight hour 

shifts, the nurses working 12 or more hours were more likely to report poor or fair quality of 

care [Odds Ratio (OR) = 1.30; 95% Confidence Interval (CI), 1.1-1.53], and more activities 

left undone [Relative Risk (RR) = 1.13; 95% CI 1.09-1.16]. Nurses working overtime, 

irrespective of regular shift length, were more likely to report poor or fair quality of care [OR 

= 1.32; 95% CI, 1.23-1.42],  and more activities left undone: [RR = 1.29; (95% CI, 1.27-

1.31]. An increase in the amount of missed care was significantly associated with all shifts of 

more than 8 hours (p<0.05).  

2.3.2 Organisational Structures  

In 2008 the Nurses and Midwives e-cohort Survey was sent to an undisclosed number 

of Australian, New Zealand and UK nurses to explore factors related to recruitment and 

retention of nurses in the workforce with the aim of developing retention strategies 

(Huntingdon et al, 2011). The 108 survey questions focused on three areas, namely workforce 

characteristics, work-life balance, and health. The last question in the survey was an open 

ended question: “Is there anything else you would like to tell us?” There were 1909 responses 

to this question and these were themed into three groups: (1) technical comments about the 

survey, (2) comments clarifying answers to specific questions, and (3) comments about 

nursing as an occupation. It is the 162 comments about nursing as an occupation that forms 

the basis of a qualitative data analysis article by Huntington et al (2011). The comments were 

analysed using a thematic analysis approach. Four themes were generated. Of the four 

themes, two referred to Quantity/Quality Care and Organisational (Non)-Care and the other 

two referred to Embodied Care and (Un)Collegial/Self Care. In the Quantity/Quality Care 

and Organisational (Non)-Care themes, nurses described tensions between hospital 
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administration expectations and resources available for care delivery. Nurses expressed 

concerns that organisational systems and those responsible for administering these systems 

appeared to be more concerned with key performance indicator (KPI) results than with the 

welfare of the nurses and their ability to care well for the patients (Huntington et al, 2011). 

Without an appreciation of the focus of the KPIs it is not possible to assess the veracity or 

relevance of these data, as ability to deliver against KPIs may have a direct impact on 

hospital funding, essential to the employment of nurses.  

In order to explore whether there was a relationship between the perceived quality of 

the working environment and a particular shift a nurse worked, 86 maternity nurses working 

in one hospital in one American state were recruited to self-report their perceptions of any 

differences in the working environment during a week day compared with a weekend shift 

(Hamilton, Mathur, Gemeinhardt, Eschiti & Campbell, 2010). The survey was a shortened 

version of the 2002 Practice Environment Scale-Nurse Work Index (PES-NWI) which was 

designed to measure of the way an organisation delivered care. An open-ended question was 

placed at the end of the survey asking nurses to describe in their own words what they 

perceived to be the biggest difference between working a shift during the week and at the 

weekend. Whilst the results of the closed survey did not show a statistical difference between 

the quality of the weekday working environment to that of the weekend, the open-ended 

question produced many descriptions of resource limitations during the weekend. This 

difference in findings between the open ended and closed survey questions lead the authors to 

question whether the survey tool actually measured the construct it was designed to examine. 

In order to explore the differences in the responses further, three focus groups were held in 

three separate cities within the State, with an unspecified number of perinatal nurses taking 

part. It was during these focus groups that the authors concluded that the survey tool used as 

part of the original study did measure the construct of interest and allowed them to conclude 
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that the responses of the nurses working night shifts with regard to quality of the working 

environment, were similar to those of the nurses working weekends and that both groups 

experienced less support in terms of resources. This study is important in that it is one of the 

first studies to link hospital activity distribution with missed nursing care. The hospitals in 

this study were organised so that the maximum number of hospital resources (i.e. hospital 

clinical staff) were available Monday through Friday from 7 AM until 7PM. The authors 

reported that as this time period accounts for only 36% of the available time during a 24 hour 

period, unless study results are interpreted for the shift they represent, they are not 

representative of the nursing environment. The study identifies four key issues the authors 

believed were associated with events of missed nursing care. 1] The majority of nursing 

occurs when resources are not at a peak, 2] Solutions to problems are generally implemented 

during peak times, 3] Study data from separate nursing shifts is generally aggregated before 

interpretation therefore not evaluated for the shift it represents, 4] There is a potential that 

communication and coordination of care difficulties between nurse and physician to be 

underestimated during off peak times.  

Aitken et al (2011) conducted a study across 1400 hospitals in nine countries 

surveying 100 000 nurses from differing nursing systems to explore the effects of the nurse 

working environment on patient quality of care and readiness for discharge, on nurse job 

satisfaction and burn out. The authors used the PES-NWI survey to explore the working 

environment in which care was provided proposing that if a link between quality of patient 

care and nurse job satisfaction existed, the nurses would the best source to identify it. The 

study found that in seven of the nine hospitals, those reported as having a better work 

environment had statistically lower levels of nurse burnout (p<0.05). The classification of the 

working environment was based on the 28-item PES. The 28 questions measure (1) staffing 

resource adequacy, (2) nurse manager ability and leadership, (3) nurse-physician relations, 
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(4) nurse participation in hospital affairs, and (5) nursing foundations for quality of care 

(Aiken et al, 2011).  The responses to the five sections (subscales) were measured on a four 

point scale ranging from ‘strongly disagree’ to ‘strongly agree’. The mean score was 

calculated and averaged across all nurses with Cronbach’s alpha greater than 0.70. The 

number of subscales each hospital scored above the median determined the rating of the 

hospital environment as either poor, mixed or better. A better work environment was 

associated with lower levels of nurses reporting dissatisfaction with their jobs, and describing  

their hospital as providing low quality of care (p<0.001). Other studies have also indicated 

that nurses’ perceptions of quality are associated with other quality metrics such as patient 

satisfaction and patient outcomes (McHugh & Witkoski Stimpfel, 2012; Aiken et al, 2012).  

Bruyneel et al (2015) have proposed that efficacy of healthcare structures, processes 

and outcomes can be used as predictors of the quality of care that patients receive, suggesting 

the better the work environment and the higher the level of nurse education, the better the 

patient experience and outcome. The RN4CAST, described by Sermeus et al (2011), is a 

cross sectional survey conducted during 2009-2010 across 12 European countries where data 

were collected through surveys completed by nurses, patients, and included routinely 

collected organisational data. Using data from 10733 nurses working across 217 hospitals in 

eight European countries and 11,549 patients within these hospitals, Bruyneel et al (2015) set 

out to examine whether there was a link between missed care and the patient experience in 

terms of organisational structure. They found that a higher proportion of nurses with Bachelor 

degrees was a significant factor in reducing missed care and increasing patient satisfaction 

(p=<0.05). These findings compliment similar findings that favourable working environments 

(lower nurse patient ratios, fewer nurses performing non-nursing tasks, fewer nurses working 

overtime) contribute to less missed care (p<0.0001) (Ausserhofer et al, 2014; Griffiths et al, 

2014). A good work environment is described as an atmosphere where well trained nurses 
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have the time and authority to practice to full professional competency (McHugh et al, 2013; 

Aiken et al 2011, 2012). 

2.3.3 Communication  

Evidence from a descriptive, self-report survey (Gravlin & Phoenix Bittner, 2010) 

indicated that clear communication between all levels of nursing staff was an important 

component to an effective working environment. Communication in this study centred on the 

sharing of important information about patient status, and the effective delegation of care 

needs. The authors distributed the MISSCARE Survey and a questionnaire designed 

specifically for the study with published validity to 568 nurses and 232 nursing assistants in 

16 medical-surgical units in three acute-care hospitals in the northeast of the USA. With an 

overall response rate of 42.5% (where 241 (42.4%) were nurses and 99 (42.6%) were nursing 

assistants), the authors concluded that quality of communication may be impacted negatively 

as a result of several factors including poor nurse handover, poor delegation of tasks and poor 

teamwork. One hundred and sixty six (69%) of the nurses responding reported tasks missed 

because they perceived that the nursing assistant had not communicated when a task was not 

completed. Interestingly, the authors reported only 124 (51.4%) of nurses indicated they had 

received education about how to delegate from their manager, although 136 (56%) reported 

that they had attended a formal delegation course. The relevance of this finding is that the 

nurses may have perceived the deficiency in communication to have been on the part of the 

nursing assistants rather than as a lack of experience or knowledge on their part about how to 

inform assistants of the information they need at the end of a shift with regard to patient 

status. In a review of the literature, Bittner, Gravlin, Hansten & Kalisch (2011) synthesised 

findings from a series of 12 papers published between 2006 and 2011 reporting on the 

reasons attributed to care being missed by nurses. They concluded that communication is not 

as prevalent an issue as the lack of nursing workforce and cite earlier studies verifying that 
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delegation issues involve both management to nurse and nurse to nurse, but suggest 

communication is not as prevalent an issue (reported in 38% of instances) as the lack of 

nursing workforce/labour (85%), or relevant materials (56%). The ability to delegate tasks 

successfully requires preparation and training. It is assumed that a nurse, irrespective of 

experience, will know how to delegate, or that staff always know what to do without 

direction (Gravlin et al, 2011; Gravlin & Phoenix Bittner, 2010).   

Conversely, in a study where 4086 nurses across ten hospitals in the American 

Midwest were surveyed using the MISSCARE Survey, communication issues were rated 

much higher at 81.7% (n=3338), but remained behind labour/nursing workforce (n=3804, 

93.1%) and material resources/organisational structure (n=3661, 89.6%) (Kalisch, 

Tschannen, Lee & Friese, 2011c).  

However, in a single state survey of 10,951 nurses in one southern state of the USA, 

80.3% (n=8794) rated communication between physicians and nurses highly and the issues 

were regarding workplace management in terms of inadequate resources. Six thousand nurses 

(54.8%) felt management did not respond to their concerns, 5925 nurses (54.1%) felt there 

were not enough staff to get the work done (Neff et al, 2011).  

Evidence from the studies presented in this section suggest that poor communication 

contributes to missed care. The importance of ensuring nurses have appropriate delegation 

skills emerged as an important consideration in reducing missed care through enhancing 

communication between staff. The fragmented and disruptive nature of a task driven 

environment has also been identified as a confounding factor in achieving optimal 

communication (Gravlin & Phoenix Bittner, 2010).  
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2.3.4 Section Summary 

Evidence reviewed in the sections above demonstrate that structural factors such as 

variations in labour and material resources can lead to missed care. Communication issues 

between individuals during a shift were particularly highlighted as impacting care missed or 

left undone. Importantly, this review has highlighted important issues for further 

consideration in enhancing understanding of missed care, that is, perceptions of missed care 

need to be analysed according to time of shift (Morning shift, Afternoon shift or Night shift), 

and according to the day of the week the shift occurred in order to allow for meaningful 

interpretation of the environment of care within which the individual nurse is working. 

Without this level of detailed analysis areas for targeting missed care cannot be fully 

understood. 

2.4 The Effects of Missed Care 

An important finding from the review of the literature was the link between missed 

care and an intention by nurses to leave their jobs or even the nursing profession due to 

physical and emotional exhaustion. In papers by Ausserhofer et al (2014), Winters and 

Neville (2012), and Huntingdon et al (2011) missed care was shown to be a cause of job 

dissatisfaction and there was some suggestion that the emotional exhaustion described by 

nurses as a consequence of trying to minimise missed care was linked to moral distress.  

Moral distress came to prominence in the 1970’s (Jameton, 1977), and has been 

defined as the “Moral distress (that) arises when one knows the right thing to do, but 

institutional constraints make it nearly impossible to pursue the right course of action” 

(Jameton, 1984 as cited in McCarthy & Gastmans, 2015). In a review of nursing literature, 

McCarthy and Gastmans (2015) acknowledge the simplicity of the definition stating that 

moral distress is more complex than the definition implies as it encompasses organisational 

structures that a nurse can do little to change, but also critically the personality of the nurse 
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and how he or she deals with the constraints imposed upon them. Johnstone and Hutchinson 

(2015) suggest that not being able to act because of institutional policies or lack of resources 

is not the same as choosing to cat or not act morally, that is, as personal choice to act or not 

act according to moral principles. They suggest that lack of resources to support nursing care 

in a particular healthcare setting contributes to psychological and emotional stress rather than 

moral distress, and it is the psychological stress that leads to job and occupational 

dissatisfaction. It could also be proposed that lack of appropriate resources leads to physical 

exhaustion that in itself may contribute to emotional or psychological stress. 

De Veer, Francke, Stuijs and Willems (2013) conducted a cross sectional correlation 

study with 365 Dutch nurses working in a variety of nursing environments including acute 

care to explore potential links between moral distress and burnout. Participants answered two 

survey questionnaires three months apart, the first about job characteristics, the second about 

moral distress. The authors found that nurses who described high job related stress also 

described feeling that they provided poorer quality of care (p<0.001) especially in perceiving 

a reduced time to provide care. They also found that interactions between nurse, patient, 

family and medical staff around conflicting care choices were particularly linked to moral 

distress (Mean score on intensity of moral distress 2.51, SD 0.87). Interestingly, this study 

found that nurses working 30-40 hours per week described less moral distress than nurses 

who worked fewer hours, but this was not statistically significant. Conversely, Huntingdon et 

al (2011) found that working fewer hours contributed to a greater sense of well-being. De 

Veer et al (2013) had hypothesised that nurses working fewer hours might experience less 

moral distress and in light of the findings, suggested that full time staff may have more 

knowledge of ethics, or have a more pragmatic approach to situations that could trigger moral 

distress. Alternatively it is suggested that nurses working part time might be less immersed in 

ward culture and therefore recognise system failings more readily (De Veer et al (2013).   
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2.5 Chapter Summary 

The factors identified as leading to missed nursing care are variations in labour and 

material resources; communication issues between management and nurses, and between 

individual nurses and other healthcare providers present during a shift. On the whole, whilst 

acknowledging their existence, studies tended not to consider variances in resources (staffing) 

available to hospitals in terms of each shift or at weekends, but suggest they may influence 

the nurses’ ability to provide adequate or safe care. The consequences of missed care on 

nurses’ emotional and physical well-being is poorly understood. Emotional, psychological or 

moral distress require further empirical investigation to assess the negative impact on 

perception of capacity to care, wellbeing, and desire to remain in the profession. Whilst not 

contributing to care being missed per se, it appears that moral distress contributes to job 

satisfaction and emotional exhaustion and that these factors may contribute to missed or 

delayed nursing care. The consequences of missed care on patient experience and outcomes 

requires further rigorous research so that data available to demonstrate the critical importance 

of nursing to health service efficacy and population health and well-being is robust. 
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Chapter Three: Methodology 

 

3.1 Introduction 

This chapter describes the research aims and the methodology used to explore nurses’ 

perception of missed or delayed nursing care. Based on a consideration of methodologic 

issues and study goals, insights from the literature presented in the previous chapter, a 

number of study design features were incorporated. First, evidence from the literature review 

indicated multifactorial issues involved in missed nursing care, or care left undone, and the 

complexity of the factors that lead to missed care. As such, a case study design focusing on a 

single case (one haematology/oncology unit) was chosen, using a mixed-methods exploratory 

approach to enable data collection from multiple perspectives on the topic of interest (that is, 

missed care). Three data collection methods were used within the context of the single case 

study, namely, an on-line survey, focus group discussion, and an audit of patient medical 

records and contextual data from the unit where the study took place.  

1. The survey chosen for this project was informed by the literature reviewed and was 

based on the international programme of RN4CAST studies (Sermeus et al, 2011). Although 

the survey used in this study was amended for the specific purpose of the project, 

communication with the RN4CAST research team resulted in approval to use the study as 

intended for this Master of Nursing thesis. 

 2. Focus groups were included as part of the design as evidence from several studies 

reviewed in the previous chapter demonstrated the importance of understanding in-depth 

views of nurses about factors leading to and implications of leaving care undone (Winter & 

Neville, 2012; Huntingdon et al, 2011). 
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 3. Data from the medical records and the clinical context of care with regard to 

workforce, patient case mix and Unit profile were critical to address limitations described in 

the literature critiqued in the previous chapter, where the results of missed nursing care 

studies were presented with little reference to the clinical environment, workforce 

complement and model of care delivery at the time of data collection (Bekker et al, 2015; 

Friese et al, 2013). 

3.2 Research Aims 

To explore and describe missed nursing care in an Australian cancer inpatient setting 

and factors perceived by nurses to result in missed care. 

3.2.1 Objectives 

The study set out to address three objectives. The first was to generate data reporting 

‘missed care’ from a nursing perspective and consider whether the data generated shared any 

similarities with data collected in Europe and the USA.  The second objective was to 

contribute new data to international literature that demonstrates critical links between missed 

nursing care, employee engagement, satisfaction within the workplace, and how this might 

impact on patient outcomes in an Australian context. The third objective was to provide data 

of relevance to the ward involved in the study which could be used to identify opportunities 

to enhance patient experience and outcomes through a reduction in missed care. 

Four questions from the literature review guided the focus and design of this study: 

1. Is care being missed? 

2. Who is missing the care?   

3. What are the types of care that get missed? 

4. Why is this particular aspect of care missed or delayed? 
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3.3 Study Design  

The project design comprised a single case study (one haematology/oncology ward 

within an acute hospital in Victoria, Australia), using a mixed methods exploratory approach 

that included a self-report online survey, focus groups and contextual data relating to the Unit 

of study.  

A case study design was chosen for this research because of its characteristics as an 

approach to inquiry where the focus is on a phenomenon or issue of interest that needs to be 

understood and interpreted within its real-life context (Yin, 1994). A case study design is 

appropriate when there are many variables of interest that require multiple sources of 

evidence, drawing on qualitative and quantitative data. Importantly in choosing a case study 

design, the researcher has to choose whether the case study will be explanatory, exploratory 

or descriptive. The purpose of this case study was to describe a phenomenon: missed nursing 

care. 

Case study designs can be single where there is one case or multiple, where many 

cases are included to study a phenomenon within and across different settings or from 

differing cultures for example (Yin, 1994). For the purpose of this study a single case study 

design was applied – with the single case being a haematology/oncology ward in one 

hospital.  

The type of research questions usually answered through a case study design are those 

that ask questions like “how” or “why”, as was the intent in this study. They are used when 

the researcher has a little or no possibility to control the events being explored, explained or 

described (Yin, 1994). 

The main features of a case study design include:  

1. The study questions – “how”, “why”, “what”. 
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Rationale for application in this study: These were the central points of interest of this 

inquiry. 

2. The (theoretical) propositions: What are the links between the data being collected 

and the focus of the study?  

Rationale for application in this study: A review of the literature demonstrated the 

complexity of factors linked to missed nursing care and as such, a case study would allow 

collection of diverse perspectives focused on the phenomenon of interest (missed care) and 

allow description and consideration of possible links impacting the phenomenon. 

3. A case study must have clear units of analysis. That is, components of data collected 

as part of the study that all come together to provide insight on the phenomenon of 

interest.  

Rationale for application in this study: The concept of units of analysis allowed for 

consideration of the critical data aspects that would need to be collected to understand the 

units as separate data sets but also would provide a comprehensive description of missed 

nursing care when all unit data were considered as a whole. For this study the units of 

analysis included: ward based data (nursing compliment; characteristics of nursing staff; 

patients admitted; acuity of care needs); the RN4CAST study and focus group data. 

In analyzing case study data, the intent is to draw on all the relevant evidence. 

Therefore the analysis plan developed for this case study was to consider each of the data sets 

(units of analysis) descriptively as a stand-alone unit of information, drawing out key data 

points of interest and relevance to the focus of the research; to then compare points of 

similarity or alignment across each of the units of data set as they relate to the study focus 

and finally, to describe key similarities but also points of difference across the units to 

provide a rich and comprehensive descriptions of the phenomenon of interest (Yin, 1994). 
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The survey used was adapted from the King’s College, London version of the 

RN4CAST survey. The survey was used with the permission of Dr Luk Bruyneel, who was 

the corresponding author. It is acknowledged there are differences in the roles or scopes of 

practice for nurses across countries however, the RN4CAST, was designed to reflect and 

accurately measure data from different health care systems as the overarching responsibility 

of a nurse to patient welfare does not differ in any health care system (Sermeus et al, 2011). 

The UK RN4CAST survey encompassed four main data collection elements. These elements 

included: 

 Registered Nurse survey (110 items). 

 Patient outcomes measured with reference to routinely collected hospital 

discharge data sets informing, for example, length of stay, diagnosis and 

procedure codes, and discharge destination. 

 Patient satisfaction survey (24 items). 

 Trust/Hospital characteristics regarding organisational profile, management of 

nursing workforce within the organisation and staffing collected by the study 

team. 

This study used the Registered Nurse survey element only as incorporating all data 

elements were not within the focus of this study and not all of the routinely collected data 

available to the UK team were available in this study context. 

3.4 Study Setting 

The study was conducted in a 32-bed inpatient haematology/oncology unit of a 

tertiary referral hospital in Melbourne, Australia. At the time of the study design, and also 
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whilst ethics approval was being sought, the ward profile was typically 28 beds, with the 

physical capacity for 34 patients. However, in order to facilitate the timely admission of 

emergency department admissions to the ward, the bed profile was actually 32 beds on a 

morning shift, and 28 for afternoon and night shifts. The nurses on the study ward were 

employed both on a full-time or part-time basis. Registered and Enrolled nurses of varying 

lengths of nursing experience were working on the ward. At the time of study design, and 

also whilst ethics approval was being sought, the ward Equivalent Full Time (EFT) staffing 

level was understaffed by approximately 5.47 nurses. A total EFT of 37.28 Registered and 

Enrolled nurses were available as potential study participants.  

The health care model fostered by the organisation where the study was conducted is 

based on patient centred care however, each ward has the capacity to define its own system of 

nursing care delivery. The most common modes of delivery are primary nursing and team 

nursing. At the time of the study patient allocation was informed by patient acuity and 

patients were allocated to nurses based on skill mix. On the study unit an Enrolled nurse (EN) 

typically works alongside but under the supervision of a Registered nurse (RN) because of 

the differences in scope of practice (Australian Nursing and Midwifery Federation [ANMF], 

2014). An EN and a RN would typically be allocated between six and eight patients between 

them, depending on patient acuity. The nurses in charge of each shift are responsible for 

allocating patients to nurses. 

The nurse patient ratio on the ward allows for one nurse to a maximum of four 

patients during morning and afternoon shifts, and four nurses between 28 patients overnight. 

These four nurses are assigned to patients based on one of the nurses being in charge of the 

shift as well as taking a patient load, and matching patient acuity with nursing skill, but with 

no single nurse being responsible for the care of more than eight patients. 
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During the data collection period there were three Enrolled Nurses with varying 

qualifications around medication administration practising on the ward however, the majority 

of nurses were Registered Nurses. 

3.5 Data Collection 

Data collection methods included the online survey, focus group interviews, and an 

audit of the medical records of the patients cared for on the ward during the period of data 

collection and contextual data about the clinical context of care during the study period. The 

information collected from the medical records and clinical environment was used to provide 

context around the types of patients treated on the study ward, the acuity of the study ward, 

and its workforce at the time the data was collected. 

The data collection period was planned for a three-week period allowing enough time 

for nurses to complete the survey accounting for days off and holidays, and the possibility to 

send out a reminder to maximise response rate after two weeks. 

3.6 The Online Survey 

As with the English Registered Nurse survey, this research sought to address the 

nature and prevalence of missed care, whether there is a relationship between ward nursing 

staffing levels and the type of care missed, and whether missed care is associated with the 

nurses’ perception of the quality of nursing care they provide or of the patient safety 

environment. 

Many of the surveys reported in the literature were distributed in hard copy however, 

although not without issues, online surveys are increasingly being used and offer a cost-

effective and time efficient delivery and return (Lefever, Mal & Matthiasdottir, 2007).  
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The RN4CAST Kings’ College questionnaire is a reliable and valid measure. Its 

psychometric properties for each of the questionnaire indices are: Practice Environment Scale 

of the Nursing Work Index (PES-NWI) for the elements of the nurse’ work environment in 

the nurse survey had Cronbach alpha co-efficients of between 0.71 and 0.84. The RN4CAST 

team also included seven questions from the Agency for Healthcare Research and Quality 

safety culture questionnaire (Sermeus et al, 2011). For the purpose of this study thirteen 

questions were removed or amended as they risked identifying individuals or placing 

individuals under unwanted scrutiny due to the small study sample, or were not relevant to 

the Australian context. Consequently, the survey used for the purpose of this study cannot be 

considered valid and it is recommended that formal psychometric testing is undertaken ahead 

of a larger Australian study. The KCL RN4CAST survey with the amended questions 

identified and explained, and a copy of the questions asked in the e-survey is found in 

appendices A and B.  

3.6.1 Participants and Recruitment. 

Participation was sought from the RNs and ENs who were permanent employees of 

the study ward. Nurse Bank and Nurse Pool staff were not included in the study. In part, this 

was due to the difficulty in recruiting these nurses to the survey as Bank and Pool staff were 

not allocated to the ward until the day they were required, they may only have worked one 

shift on the ward and as such could not be expected to provide a reliable perspective on 

missed care.  

The nurses eligible and available for recruitment were all listed on the ward ‘All 

Staff’ email list and were invited to participate in the study via email. The invitation email 

provided information about the intent of the study and was disseminated by the Nurse Unit 

Manager (NUM) of the study ward so that the invitation did not come directly from a 
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colleague. The information contained in the email invitation made it clear that completion of 

the online survey indicated consent to participate. The online survey was set up via REDCap, 

which is an electronic platform designed to capture research data in a secure environment and 

in doing so promote confidentiality of participants. The invitation email is included in 

Appendix C. 

  All of the nurses were invited to complete the online survey and were also invited to 

participate in a focus group to further expand on their perceptions of missed care. However, it 

was made clear to the staff that they could chose to take part in either component of the study 

and that declining either the survey or the focus group would not exclude them from 

participating. This was done to maximise recruitment. Because of the way the email was 

disseminated via the NUM, it was not possible to trace the identity of a nurse completing the 

survey and therefore a reminder email, sent two weeks after the initial email was resent to all 

staff. 

3.6.2 Analysis 

The survey results were downloaded into an Excel file from the REDCap platform and 

analysed using descriptive statistics including percentages of total, frequency, range, 

mean/standard deviation or median/IQR (interquartile range) as appropriate.  

3.7 Focus Group Interviews 

Focus groups are commonly used to expand on data returned in the surveys as they may 

promote self-disclosure by group discussion, and the researcher has the opportunity to clarify 

points of interest (Freeman, 2006). 
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3.7.1 Design  

The email inviting nurses to participate in the survey also invited the nurses to 

participate in an audio recorded focus group. Nurses interested in participating in a focus 

group were asked to email the researcher directly to indicate their interest. The purpose of a 

focus group was to enable nurses to discuss or expand on issues relating to missed or delayed 

care that was pertinent to the individual, or not appropriately addressed by the e-survey. The 

focus groups allowed the nurses to discuss the study topic in words that were meaningful to 

them. 

Six questions were developed and used to structure the focus group discussion. 

1. Can you think of a time when you haven’t been able to complete nursing tasks to your 

satisfaction? 

2. If yes, how would you describe these tasks? For example, essential tasks, important 

tasks, nice to have completed tasks? 

3. What are the types of patient care that are most likely to get missed or left at the end 

of a shift?  

4. Why do you think these are the aspects of care that get missed?  

5. Of the things that get missed or delayed, which do you feel are critical to patient 

outcomes? 

6. What do you think leads to care being missed? 

3.7.2 Recruitment and Participants  

All nurses listed in the researcher’s ward All-Staff email were eligible and invited to 

participate in a focus group. The invitation was included as part of the invitation to complete 
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the e-survey email. The nurses were asked to email the researcher directly to indicate their 

interest in participating. The focus groups were to be planned according to the number of 

volunteers and their availabilities as determined by the existing ward roster which was 

planned approximately six weeks in advance. Because the survey was set up with the intent 

of protecting the identity of the participants, it was not possible to determine how many 

nurses completed both the survey and also took part in a focus group.  

3.7.3 Procedures and data collection 

The nurses signed a consent prior to participating in the focus group (Appendix E). 

Their identity and data attributed to them following analysis of the data was known only to 

the student researcher as each nurse was given a numerical identifier.  

The focus group discussion were guided by the six questions identified above 

(Appendix D) and also by prompts provided by the student researcher in order to enrich the 

depth and breadth of the data provided.   

3.7.4 Analysis 

Each focus groups was audio-recorded and the content transcribed verbatim. All 

transcripts from the focus groups were thematically analysed together on completion of both 

focus groups to identify key concepts and themes relevant to the study aims. This was to 

ensure themes developing from an earlier group would not influence the interpretation of a 

later focus group. 

Thematic content analysis is commonly used in analysing qualitative data (Braun & 

Clarke, 2006) and involves developing themes based on their applicability to the research 

question. The method employed allows for a richer data set to be generated and explored as it 

is not necessary for each focus group to identify the same ideas (Braun & Clarke, 2006).   
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3.8 Medical Record Audit 

An audit of the number of patients admitted to and discharged from the ward during 

the three week period the e-survey was available to nurses was conducted. Data related to 

gender, age, medical unit admitted under, reason for admission, and discharge destination 

were collected. This full data set has not been appended due to the volume of data generated 

but is available should it be requested. Key data of relevance are reported in the Findings 

chapter. This audit was conducted to provide clinical context to the responses provided by 

nurses to both the online survey (please respond according to your last worked shift) and also 

to the focus group data. The audit results provide important context around the number and 

types of patients on the ward during the data collection period, addressing a limitation 

identified in studies reviewed in the previous chapter.  

3.8.1 Sample 

Patients present on the ward during the survey data collection period were identified 

from Cerner (the programme used by the hospital to record patient information) and the 

patient discharge book. The nursing handover sheet was also used to cross-confirm 

information from Cerner and the discharge book. The handover sheet is updated before each 

nursing shift and was therefore able to capture information relevant to shifts during the study 

period. Data were collected using the audit tool for all eligible patients. 

All patients admitted to, currently on the ward, and discharged from the ward during 

the data collection period were included in the medical record audit. The ward provides care 

for patients with haematological, bone marrow transplant, medical oncology, radiation 

oncology, and haemostasis thrombosis disorders and needs. On occasion a patient from 

another medical unit is allocated to the ward. This is due to bed availability throughout the 
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hospital. These patients were also included in the audit. Patient data was collected by the 

student researcher.  

3.8.2 Analysis 

Data were entered into an Excel file and descriptive analysis was undertaken 

including percentages, frequency, range, and mean to describe the characteristics of the 

patients during the data collection period. Length of stay, reason for admission, discharge 

destination, adverse events were recorded. Ambiguity around how to count length of stay was 

overcome by describing length of stay based on whole days. Thus, date of admission is Day 

One. If a patient was discharged the next day, the date of discharge was recorded as Day 

Two, thus the admission was classified as two days even if the actual admission time was less 

than 24 hours. 

 

3.9 Ethical Considerations 

Ethics approval for this study was received from the Research and Ethics Committee 

(Project 376/15) at the hospital where the research was conducted, and registered at the 

University of Melbourne Office for Research Ethics and Integrity (ID 1545439). 

3.9.1 Anonymity and Confidentiality 

Anonymity of participants during the study period was not possible as nurses taking 

part in focus groups were aware of each other’s responses and participation. However, they 

were asked to sign a consent form, and confidentiality of information discussed during the 

focus groups emphasised. Patient records were accessed via Cerner using their hospital 

identification number. Each participant, nurse or patient, was allocated an identification 

number in all study data. These numbers were kept in a locked drawer in a locked office as 
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required by protocol. Individual participants were guaranteed to be unidentifiable by any 

reported data. 

A waiver of the requirement to provide information to the patients and of obtaining 

consent was applied for by the student researcher and granted by the hospital. 

3.9.2 Informed Consent 

This study sought recruitment from nurses who work permanently on the study ward 

where the research was conducted. The nurses were provided with a plain language statement 

via the introductory email outlining the purpose of the research study and what their role 

would be (Appendix C). Nurses were made aware that participation in the e-survey 

constituted consent. Participants who volunteered to be part of a focus group were provided 

with a hard copy plain language statement about the purpose of the focus group (Appendix 

E). The nurses who agreed to participate were asked to sign a consent form before the focus 

group was convened (Appendix E). Nurses were informed that they had the right to withdraw 

from participation in the study at any time without this having any impact on their 

employment conditions.  

3.9.3 Data confidentiality and storage 

 This study was considered low risk because it did not involve any alteration to a 

patient’s care or treatment. This study was conducted in accordance with the National 

Statement on Ethical Conduct in Human Research (NHMRC, 2007(Updated May 2015)). 

Approval from the local hospital Ethics Committee and approval from the University of 

Melbourne was granted prior to conducting the study. Data were stored in a password 

protected hard drive and the file containing the correspondence of the study number with the 

personal identification details was stored in a different folder to protect the individual’s 

privacy, The data will be stored for seven years as per hospital protocol when all electronic 



 

45 
 

data will be deleted and all hard copy data shredded. The data will not be commercially 

exploited (NHMRC, 2007(Updated May 2015)). 

3.10 Chapter Summary 

 This chapter has provided an overview of the mixed-methods exploratory approach 

employed to undertake the study. There were three data collection methods used, an on-line 

survey, a focus group discussion and an audit of the patient medical records, to provide 

context to data collected from the focus groups. Data were gathered with the emphasis of 

maintaining confidentiality of participants. Approval for the study was obtained from the 

relevant organisations, and data storage and disposal methods were identified. The results of 

the data collection are presented in the following chapter. There were some methodological 

limitations identified, and these will be addressed in the discussion in Chapter Five. 
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Chapter Four: Findings 

 

4.1 Introduction  

In the previous chapters, the rationale for undertaking the study and the study 

methodology have been described. In this chapter the study findings are presented ahead of a 

discussion of key study results in the next chapter. Findings are presented below under three 

headings: ward profile, e-survey data, and focus group data. In the ward profile section, 

contextual data is presented for the study unit, and the number and types of patients who were 

inpatients on the ward during the data collection period are presented. In the section reporting 

on the e-survey data, demographics of the nurses, staff and workload, practice environment, 

job satisfaction, patient safety, quality of patient care and care left undone for the nurse’s last 

shift is reported. In the final section, insights from the focus group data are described. 

4.2 Ward Profile 

In order to understand the environment in which care was delivered during the data 

collection period, data were gathered on ward activity and patient profiles during the study 

period. These data were important to allow meaningful consideration and interpretation of the 

study findings.  

The ward involved in the study was a 32 bed unit providing care for patients requiring 

haematology (HAEM), bone marrow transplant (BMT), medical oncology (MONC), 

radiation oncology (RADT), and haemostasis thrombosis (HTH) therapies.  

When ethics for this study was being sought, the ward bed profile was 32 beds for a 

morning shift (Monday to Friday), reducing to 28 beds for the evening and night shifts, and 

28 beds across all weekend shifts. This was due to the implementation of an initiative aimed 

at reducing time patients spent in the emergency department (ED) waiting for a ward bed, and 

in order to facilitate timely admission of elective patients. At the time of data collection, the 
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ward bed profile had increased to 32 beds across all shifts, with a corresponding increase in 

organisationally approved ward base equivalent full-time (EFT) from 42.7 to 42.75. 

However, due to unfilled vacancy, the ward nursing EFT compliment at this time was only 

36.2 making a 6.55 shortfall. Sick leave and planned leave, including professional study days 

and annual leave was in addition to this.  

During the data collection (2/9/2015 – 23/9/2015 inclusive) 103 patients were 

admitted as inpatients to the ward. Of the patients admitted, two were returning for their next 

cycle of chemotherapy and one returned to the ward post an admission to the Intensive Care 

Unit (ICU). All other patients were individual patients rather than patients who were admitted 

multiple times during the data collection period. Sixty five patients were male (63%) and 38 

were female (37%). The average age of the patients was 57.3 years.  

In table 3 the distribution of the patients according to treatment unit is presented. 

 

Table 3: The treatment unit under which patients were admitted.  

Medical 

unit 

HAEM BMT MONC RADT HTH Other Total 

Number 

of 

patients 

per unit 

49 22 15 6 7 4 103 

 

 The majority of patients admitted during the study period were people diagnosed with 

a haematological malignancy (n=49, 48%) with 11 (22%) patients admitted with a new 

diagnosis. Three of the 49 patients (6%) presented with disease progression, and three (6%) 

presented with relapsed disease. Patients admitted under the BMT bed card were the second 

biggest group of patients admitted to the ward during the data collection period (n=22, 

21.4%). Ten patients (46%) presented for either an autologous or allograft transplantation, 

while the remainder presented with complications post-transplant. Patients diagnosed with a 
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haematological malignancy and haematology patients who require BMT therapy are often 

acutely unwell as haematological malignancies and transplantation disrupt the ability of the 

bone marrow to produce normally functioning cells essential for haemostasis (clotting), 

fighting infection and gaseous exchange (distributing oxygen from the lungs to the tissues, 

and returning carbon dioxide from the tissues to the lungs), (Brown, 2012). The main cause 

of admission for this group of patients during the study data collection period was infection 

as a result of neutropaenia (the presence of an abnormally low number of neutrophils – a type 

of white blood cell essential to fighting infection) both as a consequence of the cancer itself 

or therapies used to treat the cancer. Patients who experience neutropaenia are at risk of 

developing neutropaenic sepsis, a life-threatening complication of cancer therapy. The 

nursing care of patients at risk of, or who have developed, neutropaenic sepsis requires 

intensive observation and assessment for any change in the patients’ condition and includes a 

minimum of four hourly observation of vital signs, timely replacement of blood products and 

administration of antibiotic, antifungal or antiviral agents. Attention to the vital signs and the 

general health status of this group of patients often takes priority over other nursing 

interventions and as such an appreciation of the number of patients present on the unit 

requiring this level of nursing assessment and care is important to the interpretation of the e-

survey data provided by the nurses. 

Admissions under the MONC and RADT bed cards (n=21) were treatment related, 

including nausea and vomiting (n=3, 14.3%), and pain management (n=4, 19%) but, also, 

disease progression (n=4, 19%). For these patients nursing care requires attention to all 

aspects of physical and emotional well-being of the patients and, although the acuity of their 

needs may be less than that of the haematology patients, the demand in terms of nursing time 

and attention can be similar.  
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 Four of the patients (57%) admitted under the HTH bed-card had experienced an 

internal bleed and required regular and timely administration of clotting factor replacement, 

an intervention that typically involves strict two hourly administration, although 24 hour 

infusions are not uncommon. Often these patients will have limitations on their mobility and 

self-care ability.  

 Patients in the group comprising ‘other’ were not admitted to the ward under a bed-

card of the ward specialty. This situation occurs when the hospital is particularly busy and 

there are unoccupied beds in the unit where the study was taking place. Patients admitted to 

the unit under these conditions tend to have less acute care needs and are usually discharged 

to the community or back to their parent ward within 48 hours.  

4.3  Ward nursing profile.  

It is not possible to report participants (that is, those approached, consented, declined 

or withdrawn) as per Best Practice CONSORT Guidelines because the survey was set up to 

protect the anonymity of the participants and as such it was not possible to gather these data. 

However, of the eligible nurses (n=50) nine were male (18%) and 41 female (82%).There 

was a total of 17 participants (34%) responding to the e-survey. The majority were female 

(76.5%), with 23.5% male responses. The demographic data of the participants is provided in 

Table 4.  

Table 4: Demographics of the study participants. 

Sex Male: 4 (23.5% of 

total) 

Female: 13 (76.5% 

of total) 

N=17 (100%) 

Age:  

Under 25 

25-34 

35-44 

45-54 

Over 55  

 

 

0       (0%) 

2       (50%) 

1       (25%) 

1       (25%) 

0       (0%) 

 

3       (23.1%) 

6       (46.1%) 

3       (23.1%) 

1       (7.7%) 

0       (0%) 

 

(17.6%) 

(47.1%) 

(23.5%) 

(11.8%) 

(0%) 

Nursing Qualification:    
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Bachelor degree 

Grad Certificate 

Grad Diploma 

Masters 

Other 

 

2       (50%) 

1       (25%) 

0       (0%) 

1       (25%) 

0       (0%) 

9       (69.2%) 

1       (7.7%) 

1       (7.7%) 

0       (0%) 

2       (15.4%) 

(64.7%) 

(11.8%) 

(5.9%) 

(5.9%) 

(11.8%) 

 

Post Grad 

qualification: 

Yes 

No 

 

1       (25%) 

3       (75%) 

 

5       (38.5%) 

8       (61.5%) 

 

(35.3%) 

(64.7%) 

 

Currently undertaking 

Post Grad study: 

Yes 

No 

 

 

1       (25%) 

3       (75%) 

 

 

4       (30.8%) 

9       (69.2%) 

 

 

(29.4%) 

(70.6%) 

Years worked as a 

nurse: 

<1 

1-5 

6-10 

11-15 

16-20 

>20 

Unanswered 

 

 

0       (0%) 

2       (50%) 

1       (25%) 

0       (0%) 

1       (25%) 

0       (0%) 

0       (0%) 

 

 

1       (7.7%) 

4       (30.8%) 

2       (15.4%) 

4       (30.7%) 

0       (0%) 

1       (7.7%) 

1       (7.7%) 

 

 

(5.9%) 

(35.3%) 

(17.6%) 

(23.5%) 

(5.9%) 

(5.9%) 

(5.9%) 

Years worked at 

current hospital: 

<1 

1-5 

6-10 

11-15 

16-20 

>20 

Unanswered 

 

 

0       (0%) 

4       (100%) 

0       (0%) 

0       (0%) 

0       (0%) 

0       (0%) 

0       (0%) 

 

 

2       (15.4%) 

3       (23.1%) 

4       (30.8%) 

2       15.4%)  

0       (0%) 

1       (7.7%) 

1       (7.7%) 

 

 

(11.8%) 

(41.1%) 

(23.5%) 

(11.8%) 

(0%) 

(5.9%) 

(5.9%) 

Years worked on 

current ward: 

<1 

1-5 

6-10 

11-15 

16-20 

>20 

 

 

1       (25%) 

3       (75%) 

0       (0%) 

0       (0%) 

0      (0%) 

0      (0%) 

 

 

4       (30.8%) 

2       (15.4%) 

4       (30.8%) 

2       (15.4%) 

1       (7.7%) 

0       (0%) 

 

 

(29.4%) 

(29.4%) 

(23.5%) 

(11.8%) 

(5.9%) 

(0%) 

Full time: 

Part time: 

2      (50%) 

2      (50%) 

5       (38.5%) 

8       (61.5%) 

(41.2%) 

(58.8%) 

 

The majority of nurses were aged 25-34 (47.1%). Most of the nurses had a Bachelor degree 

as their highest nursing qualification (n=11, 64.7%) however, six nurses (35.3%) had a post 

graduate qualification and five nurses (29.4%) were currently working toward post graduate 
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qualifications. The majority of nurses had worked at their current hospital for 1-5 years (n=7, 

41.2%). One nurse did not answer this question. More nurses work part-time (58.8%) than 

full time (41.2%). 

4.4       E-survey. 

Of the 50 surveys sent out to all eligible nursing staff, 11 (22%) were completed 

following the first mail out. Another six surveys were returned after a reminder email. The 17 

completed surveys represented a 34% response rate. The e-survey was structured around five 

sections: Demographic data, Staff and Workload for the last shift reported on, Practice 

Environment and Job Satisfaction, Patient Safety and Quality of Care, and Missed Care. The 

findings from each section are presented below. Reasons for the low response rate are 

considered in the discussion section. 

4.4.1 The demographic data. 

 The demographic data and discussion is presented above in section 4.3. 

4.4.2 Staff and Workload. 

The majority of nurses completed the e-survey reflecting on a morning shift (n=8, 

47.1%) with six (35.3%) reporting on an afternoon shift and three (17.6%) on a night shift. 

Every shift reported on had at least one Bank or Pool nurse working. Five nurses (29.4%) 

reported there were three Bank or Pool nurses on the shift, and one nurse (5.9%) stated there 

were five Bank or Pool nurses on the shift. Three nurses (17.6%) indicated there was an 

Agency nurse on their shift. Agency nurses are employed only if there are no Bank or Pool 

nurses available, and their shift is six hours in length rather than the usual eight hours. Fifteen 

nurses (88.2%) stated there was a graduate nurse of their shift, and 14 nurses (82.4%) 

reported there was an undergraduate student on the shift. 
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Every nurse cared for a patient who required assistance with activities of daily living 

(ADLs) such as showering, toileting, feeding - including assistance with taking oral 

medications, pressure area care (PAC) and assistance with mobilisation (Table 5).  

Table 5 ADL requirements. 

Type of 

Assistance 

Required 

Toileting Meal 

set-up 

Showering Oral 

medication 

administration 

PAC Mobilisation/

Supervision 

with 

ambulation 

Mouth 

care 

Full 

Nursing 

Care 

Number of 

Patients 

requiring 

this type 

of 

assistance 

13 5 13 4 4 8 4 1 

 

Six nurses (35.3%) reported caring for one patient with ADL care needs during the 

shift reported on, seven (41.2%) had two such patients and four nurses (23.5%) had three 

patients requiring assistance with ADLs. Nearly half of the nurses (n=8, 47.1%) indicated 

that two nurses were required to provide the care and assistance needed. Nine nurses (52.9%) 

cared for a patient requiring more frequent monitoring (which included, for example, 

measuring vital signs and visual observations) than required for routine rounding. Routine 

rounding requirements on the study ward for patients who are in a stable status are hourly 

assessments of nausea, vomiting, pain, and whether the patient required assistance with 

toileting or PAC. Three nurses (17.6%) reported caring for three patients with frequent 

monitoring need. Seven nurses (41.2%) had cared for a patient requiring hourly or more 

frequent treatments, such as intravenous drug administration, or blood testing, with four 

nurses (23.5%) reporting having cared for three such patients.  

Of the 17 nurses, five nurses had an allocation of three patients of whom two of the 

three patients for each of the five nurses required assistance with ADLs. One nurse was 

allocated four patients, three of whom required assistance. (Table 6). 
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Table 6 Allocations of patients requiring assistance with ADLs per nurse. The yellow highlighted sections 

indicate an RN and an EN working together, the green highlighted sections indicate a nurse reporting on a night 

shift. 

Percentage of patients requiring assistance per nurse 
 

Nurse Number of 

patients per nurse 

Number of patients requiring assistance 

with ADLs 

% ADLs 

1 8 1 12.5 

2 3 2 66.7 

3 6 3 50.0 

4 3 2 66.7 

5 4 1 25.0 

6 6 3 50.0 

7 4 2 50.0 

8 6 1 16.7 

9 7 3 42.9 

10 4 3 75.0 

11 3 2 66.7 

12 7 2 28.6 

13 7 1 14.3 

14 3 1 33.3 

15 4 1 25.0 

16 3 2 66.7 

17 3 2 66.7 

 

 

Data from the survey did not allow for the identification of the patient case mix with 

regard to diagnosis, and because the e-survey was designed to protect the individual nurse’s 

identity it is not possible to match the nurse to the patients.  

4.4.3 Practice Environment and Job Satisfaction 

Every nurse who completed the survey agreed the hospital expected high standards of 

care, but the extent to which they agreed with this statement was varied. Seven nurses 

(41.2%) said that they somewhat agreed and 10 (58.8%) said they strongly agreed with the 

statement. However, only one nurse (5.9%) indicated there were enough nurses to provide 

quality care, and only five (29.4%) nurses agreed or strongly agreed there were enough staff 
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to get the work done. In response to the question asking about clinical competence of 

colleagues, only one nurse (5.9%) disagreed that colleagues were clinically competent. 

Ten nurses (58.8%) did not agree that management listens to employee concerns. Two 

nurses (11.8%) strongly agreed and five nurses (29.4%) agreed that nurses were involved in 

the internal governance of the hospital, and nine nurses (52.9%) agreed that nurses have an 

opportunity to serve on hospital and nursing committees. 

All nurses agreed that doctors value nurses’ observations and judgements, with only 

one nurse (5.9%) disagreeing that doctors and nurses had a good working relationship or that 

the doctors respected nurses as professionals. 

Nurses’ perceptions of their practice environment are provided in Table 7 below. 

Table 7 Practice Environment. 

Practice 

Environment  

Strongly 

Disagree 

Somewhat 

Disagree 

Somewhat 

Agree 

Strongly 

Agree 

Missing 

There are adequate 

support services to 

allow me to spend 

time with my patients. 

6 (35.3%) 4 (23.5%) 7 (41.2%) 0 (0%) 0 

Doctors and nurses 

have good working 

relationships. 

0 (0%) 1 (5.9%) 7 (41.2%) 9 (52.9) 0 

There is a supervisory 

staff that is supportive 

of nurses. 

1 (5.9%) 4 (23.5%) 12 (70.6%) 0 (0%) 0 

There are active staff 

development or 

continuing education 

programmes for 

nurses. 

0 (0%) 7 (41.2%) 7 (41.2%)  3 (17.6%) 0 

There is opportunity 

for career 

development/clinical 

ladder opportunity. 

2 (11.8%) 5 (29.4%) 6 (35.3%) 4 (23%) 0 

There is opportunity 

for nurses to 

participate in policy 

decisions. 

6 (35.3%) 4 (23.5%) 5 (29.4%) 2 (11.8%) 0 
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Doctors value nurses' 

observations and 

judgments. 

0 (0%) 0 (0%) 12 (70.6%) 5 (29.4%) 0 

There is enough time 

and opportunity to 

discuss patient care 

with other nurses. 

1 (5.9%) 6 (35.3%) 10 (58.8%) 0 (0%) 0 

There are enough 

nurses on staff to 

provide quality patient 

care. 

5 (29.4%) 11 (64.7%) 1 (5.9%) 0 (0%) 0 

There are enough staff 

to get the work done. 

5 (29.4%) 7 (41.2%) 4 (23.5%) 1 (5.9%) 0 

Doctors recognise 

nurses' contribution to 

patient care. 

0 (0%) 2 (11.8%) 13 (76.5%) 2 (11.8%)  0 

There is praise and 

recognition for a job 

well done. 

3 (17.6%) 4 (23.5%) 10 (58.8%) 0 (0%) 0 

High standards of 

nursing care are 

expected by the 

management. 

0 (0%) 0 (0%) 7 (41.2%) 10 (58.8%) 0 

There is a lot of 

teamwork between 

nurses and doctors. 

0 (0%) 4 (23.5%) 11 (64.7%) 2 (11.8%) 0 

There are 

opportunities for 

advancement. 

0 (0%) 8 (47.1%) 9 (52.9%) 0 (0%) 0 

There is a clear 

philosophy of nursing 

that pervades the 

patient care 

environment. 

0 (0%) 5 (29.4%)  11 (64.7%) 0 (0%) 1 (5.9%) 

I work with nurses 

who are clinically 

competent. 

0 (0%) 1 (5.9%) 11 (64.7%) 5 (29.4%) 0 

Doctors respect nurses 

as professionals. 

0 (0%) 1 (5.9%) 13 (76.5%) 3 (17.6%) 0 

Management listens 

and responds to 

employee concerns. 

5 (29.4%) 5 (29.4%) 7 (41.2%) 0 (0%) 0 

There is an active 

quality assurance 

programme (audits). 

0 (0%) 1 (5.9%) 8 (47.1%) 8 (47.1%) 0 

Nurses are involved in 

the internal 

governance of the 

hospital (e.g. practice 

2 (11.8%) 7 (41.2%) 6 (35.3%) 2 (11.8%) 0 
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and policy 

committees). 

There is collaboration 

between nurses and 

doctors. 

0 (0%) 1 (5.9%) 14 (82.4%) 2 (11.8%) 0 

There is a preceptor 

programme for newly 

hired nurses. 

0 (0%) 2 (11.8%) 8 (47.1%) 7 (41.2%) 0 

Nursing care is based 

on a nursing model 

rather than a medical 

model. 

0 (0%) 4 (23.5%) 10 (58.8%) 3 (17.6%) 0 

Nurses have the 

opportunity to serve 

on hospital and 

nursing committees. 

0 (0%) 7 (41.2%)  9 (52.9%)  0 (0%) 1 (5.9%) 

Doctors hold nurses in 

high esteem. 

0 (0%) 4 (23.5%) 12 (70.6%) 1 (5.9%) 0 

There are written up-

to-date care plans for 

all patients. 

3 (17.6%) 9 (52.9%) 4 (23.5%) 1 (5.9%) 0 

Patient care 

assignments foster 

continuity of care (i.e. 

the same nurse cares 

for the same patient 

from one day to the 

next). 

4 (23.5%) 4 (23.5) 7 (41.2%) 2 (11.8%) 0 

 

Although no nurses were either very satisfied or very dissatisfied with their current 

job, only ten nurses (58.8%) agreed that there were opportunities for them to advance their 

career. Although the amount of leave nurses were entitled to for annual, sick, and study leave 

were predominately satisfactory, over half the nurses (52.9%) were either dissatisfied or very 

dissatisfied with the amount of annual leave to which they were entitled. Thirteen nurses 

(76.5%) were satisfied with their professional status, although satisfaction with wages was 

less positive with only seven nurses (41.2%) stating they agreed or strongly agreed with their 

wage entitlement. The nurses’ responses questions on their job satisfaction are provided in 

Table 8. 
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Table 8 Job satisfaction. 

Job Satisfaction            Strongly 

Disagree 

Somewhat 

Disagree 

Somewhat 

Agree 

Strongly 

Agree 

Missing 

How satisfied are you 

with your current job? 

0 (0%) 6 (35.3%) 11 (64.7%) 0 (0%) 
 

How satisfied are you 

with the flexibility of 

your work schedule? 

0 (0%) 5 (29.4%) 6 (35.3%) 6 (35.3%) 
 

How satisfied are you 

with opportunities for 

advancement in your 

current job? 

1 (5.9%) 6 (35.3%) 10 (58.8%) 0 (0%) 
 

How satisfied are you 

with your level of 

independence at work? 

1 (5.9%) 0 (0%) 9 (52.9%) 7 (41.2%) 
 

How satisfied are you 

with your professional 

status? 

2 (11.8%) 2 (11.8%) 9 (52.9%) 4 (23.5%) 
 

How satisfied are you 

with your wages? 

5 (29.4%) 5 (29.4%) 6 (35.3%) 1 (5.9%) 
 

How satisfied are you 

with your educational 

opportunities? 

1 (5.9%) 4 (23.5%) 11 (64.7%) 0 (0%) 1 (5.9) 

How satisfied are you 

with the amount of 

annual leave you are 

entitled to? 

3 (17.6%) 5 (29.4%) 7 (41.2%) 2 (11.8%) 
 

How satisfied are you 

with the amount of sick 

leave you are entitled 

to? 

2 (11.8%) 1 (5.9%) 7 (41.2%) 7 (41.2%) 
 

How satisfied are you 

with the amount of 

study leave you are 

entitled to? 

2 (11.8%) 3 (17.6%) 7 (41.2%) 5 (29.4%) 
 

 

All nurses said that they would recommend the hospital to friends or family if they 

needed care, and only two nurses (11.8%) said that they would not recommend the hospital as 

a good place to work (Table 9). 

Table 9 Recommendations about the study hospital.  

How likely would you be to 

recommend your hospital 

Definitely 

No  

Probably No Probably 

Yes 

Definitely 

Yes 

To a nurse colleague as a 

good place to work? 

0 (0%) 2 (11.8%) 13 (76.3%) 2  (11.8) 
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To friends or family if they 

needed hospital care? 

0 (0%) 0 (0%) 12 (70.6%) 5 (29.4%) 

 

 

The relevance of these findings to the study aims and objectives are discussed in the 

following chapter. 

4.4.4 Prevailing Culture 

Eleven nurses (n=11, 64.7%) agreed that staff feel free to question those in authority 

about their decisions, with the same number agreeing that the ward discusses ways to prevent 

errors from happening again however, nearly half of the nurses (n=7, 47.1%) reported that 

they felt mistakes were held against them) (Table 10).  

Table 10 Prevailing culture of the study ward. 

How much do you agree 

with the following 

statements? 

Strongly 

Disagree 

Disagree Neither Agree 

nor Disagree 

Agree Strongly 

Agree 

Staff feel like their 

mistakes are held against 

them 

1 (5.9%) 1 (5.9%) 7 (41.2%) 8 (47.1%) 0 (0%) 

Important patient care 

information is often lost 

during shift changes 

0 (0%) 2 (11.8%) 3 (17.6%) 11 (64.7%) 1 (5.9%) 

Things fall between the 

cracks when transferring 

patients from one ward to 

another 

0 (0%) 1 (5.9%) 2 (11.8%) 9 (52.9%) 5 (29.4%) 

Staff feel free to question 

the decisions or actions of 

those in authority 

2 (11.8%) 0 (0%) 4 (23.5%) 11 (64.7%) 0 (0%) 

On this ward we discuss 

ways to prevent errors 

from happening again 

1 (5.9%) 1 (5.9%) 3 (17.6%) 10 (58.8%) 1 (11.8%) 

We are given feedback 

about changes put into 

place by event reports 

(Riskman) 

3 (17.6%) 3 (17.6%) 2 (11.8%) 9 (52.9%) 0 (0%) 

The actions of hospital 

management show that 

patient safety is a top 

priority 

4 (23.5%) 2 (11.8%) 3 (17.6%) 6 (35.3%) 2 (11.8%) 
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4.4.5 Patient Safety and Quality of Care 

Most nurses (n=15, 88.2%) indicated the quality of nursing care on the ward was 

good or excellent, with the same number (88.2%) describing patient safety acceptable (n=5, 

29.4%), good (n=9, 52.9%), and excellent (n=1, 5.9%). Only eleven nurses (64.7%) reported 

that they felt confident patients would manage at home post discharge (Table 11). 

 

Table 11 Patient safety. 

In general, how 

would you describe 

the quality of 

nursing care 

delivered on your 

ward? 

 

Poor Fair Good  Excellent 
 

 
0 (0%) 2 (11.8%) 9 (52.9%) 6 (35.3%) 

 

In general, how 

would you describe 

patient safety on 

your ward? 

Failing Poor Acceptable Very 

Good 

Excellent 

 
0 (0%) 2 (11.8%) 5 (29.4%) 9 (52.9%) 1 (5.9%) 

In general, how 

confident are you 

that patients will be 

able to manage their 

own care when 

discharged? 

Not 

confident 

at all 

Somewhat 

confident 

Confident Very 

Confident 

 

 
0 (0%) 6 (35.3%) 11 (64.7%) 0 (0%) 

 

 

Fifteen nurses (88.2%) reported that a nurse experienced a work related physical 

injury once a month or more with two (11.8%) stating that they felt injuries occurred less 

frequently than once a month. Eleven nurses (64.7%) reported that a patient will develop a 

blood stream infection a few times a month or more, with five nurses (29.4%) stating that 

they felt blood stream infections occurred less frequently than once a month, and one nurse 

(5.9%) not responding to the question (Table 12).  
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Table 12 Quality of care 

How often do each of 

the following incidents 

occur between a nurse 

and a patient? 

Never Once a 

month or 

less 

A few times a 

month or more 

Missed 

Patients received wrong 

medication, time, or 

dose 

0 (0%) 12 (70.6%) 5 (29.4%) 
 

Pressure ulcers after 

admission 

2 (11.8%) 13 (76.5%) 2 (11.8%) 
 

Patient falls with injury 0 (0%) 13 (76.5%) 4 (23.5%) 
 

Complaints are 

received from patients 

or their families 

1 (5.9%) 9 (52.9%) 7 (41.2%) 
 

A work related physical 

injury to nurses 

2 (11.8%) 15 (88.2%) 0 (0%) 
 

Urinary tract infection 0 (0%) 14 (82.3%) 2 (11.8%) 1 (5.9%) 

Blood stream infection 0 (0%) 5 (29.4%) 11 (64.7%) 1 (5.9%) 

Pneumonia or 

respiratory tract 

infection 

0 (0%) 4 (23.5%) 12 (70.6%) 1 (5.9%) 

How often is there 

verbal abuse directed 

towards nurses? 

    

By patients 2 (11.8%) 12 (70.6%) 3 (17.6%) 
 

By families 1 (5.9%) 14   (82.4%) 2 (11.8%) 
 

By staff 8 (14.1%) 9    (52.9%) 0 (0%) 
 

How often is there 

physical abuse 

directed towards 

nurses? 

    

By patients 5 (29.4%) 12 (70.6%) 0 (0%) 
 

By families 12 (70.6%) 5 (29.4%) 0 (0%) 
 

By staff 17 (100%) 0 (0%) 0 (0%) 
 

 

4.4.6 Non-nursing duties. 

The most commonly performed non-nursing duties reported as having been over the 

study period were answering phones, clerical duties (n=15, 88.2%), delivering and retrieving 

food trays (n=14, 82.4%), and spending time obtaining supplies and equipment including 

medications (n=13, 76.5%) (Table 13).  
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Table 13 Non-nursing duties. 

How often did you perform 

each of the following tasks? 

Never Sometimes Often 

Delivering and retrieving 

food trays 

0 (0%)        3 (17.6%)   14 (82.4%) 

Performing non-nursing care         0 (0%)        5 (29.4%)   12 (70.6%) 

Arranging referrals and 

transportation (within the 

hospital and to long term 

care) 

        0 (0%)       10 (58.8%)   7 (41.2%) 

Routine phlebotomy        0 (0%)       8 (47.1%)    9 (52.9%) 

Transporting of patients 

within the hospital 

       0 (0%)      13 (76.5%)    4 (23.5%) 

Cleaning patient rooms and 

equipment 

      3 (17.6%)        5 (29.4%)    9 (52.9%) 

Obtaining supplies or 

equipment (including 

medications). 

      0 (0%)        4 (23.5%)    13 (76.5%) 

Answering phones, clerical 

duties 

     0 (0%)        2 (11.8%)    15 (88.2%) 

 

4.4.7 Care Left Undone. 

Of the thirteen questions relating to aspects of care left undone the most common 

areas of missed care identified included comforting and talking with patients (n=15, 88.2%), 

developing and updating nursing care plans (n=13, 76.5%), educating patients and family 

(n=11, 64.7%), and preparing patients and family for discharge (n=10, 58.7%).  

The care least likely to be left undone include attending to pain management (n=2, 

11.8%), skin care and assessment (n=4, 23.5%), planning care (n=5, 29.4%), and performing 

frequent changes of patient position (n=5, 29.4%).  

A graphic illustration is provided in Figure 1 below:   
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Figure 1 Care left undone. 
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4.5 FOCUS GROUP DATA 

The specific objective of this component of the research study was to allow the nurses 

to expand on the responses they had provided in the e-survey about their perceptions of 

missed nursing care. The research questions guiding the focus group discussions were 

presented in Chapter Three (Appendix D). 

Of the 50 eligible nurses who were invited to take part in the study, eight nurses 

(16%) volunteered to participate in a focus group. Because of the way in which the survey 

had been set up, with a priority around protecting the anonymity of the participants in such a 

small study, it was not possible to record whether these eight nurses had also completed a 

survey. Two focus groups were conducted. One group was convened by comparing 

participant names with the ward roster in order to identify a convenient time to meet, the 

second focus group was held when a group of participants approached the researcher during a 

shift and requested a group be convened during their meal break.  

The characteristics of the eight nurses who took part are presented in Table 14. 

Table 14 Characteristics of the nurses taking part in focus groups.  

Variables  Group One  n=5 Group Two  n=3 Total n=8 

Sex                 

       Female 4 (80%) 3 (100%) 7 (87.5%) 

 Male 1 (20%) 0 (0%) 1 (12.5%) 

Trained in 

Australia 

    

                                  Yes 3 (60%) 2 (66.7%) 5 (62.5%) 

 No 2 (40%) 1 (33.3%) 3 (37.5%) 

Number of 

years on the 

ward:  

    

 Less than 

1 

2 (40%) 0 (0%) 2 (25%) 

 1-5 1 (20%) 2 (66.7%) 3 (37.5%) 

 6-10 2 (40%) 0 (0%) 2 (25%) 

 11-15 0 (0%) 1 (33.3%) 1 (12.5%) 
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Work Full time  1 (20%) 0 (0%) 1 (12.5%) 

Work Part time  4 (80%) 3 (100%) 7 (87.5%) 

 

 

There were five nurses in the first focus group which ran for approximately 40 

minutes. There were three nurses in the second group which ran for approximately 20 

minutes. The majority of participants were female (87.5%), two nurses were graduate nurses 

and had worked on the ward for less than one year, with 3 nurses having worked on the ward 

1-5 years, and three for more than 6 years. The majority of nurses (87.5%) worked part time.  

Before asking the participants to sign the consent forms, they were assured that 

whatever was said in the group was said in confidence, no names would be used in any data, 

and were asked not respect the stipulation that anything that was said in the room remained in 

the room and was not discussed outside the focus group meeting. As the student researcher is 

a senior member of staff on the ward, the groups were reassured that they were able to speak 

freely, that nothing that was said would affect their position on the ward, or their eligibility 

for participation in study days or promotional opportunities. The participants were also 

assured that this study had nothing to do with the ward auditing processes, and as such their 

responses were not going to be compared to audit results for the period.  

The focus groups were audio recorded and the data transcribed verbatim. The data 

were analysed using a qualitative thematic analysis, as described by Braun and Clarke (2006). 

Their approach to analysis allows for development of themes based in their applicability to 

research questions of interest, and for generation of distinct as well as similar themes across 

focus groups. The way in which the thematic analysis was applied in this study followed the 

following steps:  
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1. Focus group data were transcribed verbatim and transcripts read and re-read to 

ensure familiarity with the content. 

2. The initial reading allowed for description of simple themes based on nurses’ 

reports of what care was missed or delayed, the reasons why care was missed and 

their perceptions of the consequences (Table 15). 

3. Subsequent reading allowed for identification of key overarching themes and 

supporting narrative within and across groups.  

The process of reading and re-reading the focus group data demonstrated clear agreement 

between the nurses in both groups about care missed, reasons for missed care, and the 

consequences. As such, insights from the focus groups are presented as one data set rather 

than as two distinct groups. 

Table 15 Outcome of simple thematic analysis of the focus group data. 

WHAT is missed or 

delayed? 

WHY is it missed? 

What are the issues? 

What are the 

CONSEQUENCES of 

missed care? 

Key Themes. 

For PATIENTS    

Central line dressing 

and tap changes 

 

Giving PRBC and 

platelets 

 

Wound assessment 

Bed changes 

Washes 

Electrolyte 

replacement 

Talking to patients 

Chemotherapy 

education 

Paperwork 

Anything non-urgent 

for the day 

 

 

 

 

Nurses are expected 

to answer the phones 

 

There is so much 

following up it slows 

down the delivery of 

care (x2) 

Multiple people 

doing the one task, 

and no one person 

accountable 

(pharmacists, 

doctors etc. covering 

another unit) 

 

 

 

 

Communication 

issues – no 

individual pagers, so 

Delayed discharge 

 

Patients can be aware of 

how busy a nurse is 

 

Perception that you get 

into more trouble for 

not completing 

paperwork than you 

would for not talking to 

the patient 

 

 

 

 

 

 

 

 

 

 

Impact (I) 

 

Systems and 

Organisation of 

Care (SOC) 

 

Culture (C) 

 

 

 

 

 

 

 

 

 

 

 

SOC 

I 
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Delayed rather than 

missed: 

Chemotherapy – 

administration and 

education 

 

 

you end up 

following up things 

that are not for your 

patient because you 

cannot contact a 

particular individual 

(x3) 

 

Waiting for a doctor 

or Allied Health 

member to return a 

call   

 

 

 

 

 

 

Chasing IV orders, 

medication 

charting/patient 

review 

Waiting for a person 

who can cannulate to 

be available 

 

 

 

Waiting for another 

nurse to be available 

to assist 

Bank and Pool staff 

– not enough of our 

own staff 

Skill mix 

 

 

 

 

 

 

 

Skill mix 

Patient allocation 

 

 

 

 

 

 

 

 

 

 

 

 

 

Sometimes you don’t 

wait for the call and you 

are just passing on the 

problem to someone 

else who does not have 

the time (x2) 

 

 

 

 

 

Leads to missed care 

 

 

Leads to increase 

(perceived) in infection 

because the non-regular 

staff do not understand 

neutropaenia, not as 

compliant with “scrub-

the-hub” – increase in 

number of infections 

 

 

Regular staff get the 

sicker patients, but you 

still need to be available 

for (medication) checks 

(x2) 

Working with an EN, 

and having sick patients 

means you are task 

focused and you don’t 

really know what is 

going on for the patient 

 

Chemotherapy given 

outside working hours – 

“it’s always the drugs 

they’re going to react 

to”. 

You rush the education 

and patients may not 
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Blood transfusions 

 

 

 

 

 

 

 

 

 

 

 

Spending time with 

palliative patients 

and their families 

 

 

Referrals 

 

 

 

 

 

 

 

 

Late delivery from 

pharmacy 

Chemotherapy/TPN 

not ordered 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Patient febrile +/- 

deteriorating 

No crossmatch, 

blood not ordered, 

not available 

No consent (for 

transfusion) 

Waiting for blood 

results – if patient is 

a peripheral bleed  

 

 

May be done 3-4/24 

instead of 2/24 

 

 

 

Usually non urgent 

for the day 

feel they can ask for 

clarification, get so 

much information they 

don’t retain it -  and you 

get frustrated they don’t 

do their mouth care for 

example, and it’s 

because you know you 

didn’t have the time to 

explain it properly – to 

check their 

understanding  

You might get a patient 

when their chemo is due 

because you can hang it, 

but when their chemo is 

not due they have a 

Bank nurse who is not 

able to follow up on 

education. 

 

 

 

 

 

 

 

 

 

 

 

You are just handing 

over care (x3) 

 

Potential for pressure 

injuries  

 

 

 

 

May delay patient 

discharge  

May cause delay in new 

patient admission (and 

start of treatment) 

A busy shift may mean 

you don’t get a 

discharge (central line) 

dressing done and it can 

delay a patient leaving, 
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and therefore a patient 

coming in. If the 

discharge is planned 

around shift change the 

next nurse may not have 

the skills to do the 

dressing, so you have to 

do the dressing before 

you have a break. 

Impacts on the break, 

writing your notes etc. 

 

 

SOC 
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For NURSES    

Breaks 

 

 

 

 

 

 

 

 

 

Psychological care 

of self 

You feel bad for not 

washing a patient if 

you take a break 

If you miss a wash 

you probably didn’t 

take a break either 

You do everything 

before you take a 

break 

 

You never leave on 

time, it’s just 

expected you’ll stay 

It is annoying 

(frustrating) that the 

things that get bumped 

as low priority are the 

highest priority for the 

patient 

The nurse who gets the 

bed changed is the 

‘best’ 

Frustration that you 

don’t get done what the 

patient would most 

appreciate because, 

medically, taking 

bloods and giving 

medications is most 

important 

Families notice if the 

hair is not brushed, the 

bed has a stain, the IDC 

is not emptied and you 

feel bad 

Frustration that other 

disciplines appear to 

have an “it’s not my 

job” button and the 

nurse has to pick up the 

pieces 

If you could just shut 

everyone out and focus 

on your 4 patients and 

every drug was 

delivered, you’d have a 

great day. You could do 

everything for your 

patients 
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Frustrating to receive 

handover that a patient 

needs a wash 

(perception that this is a 

shift specific task) 

Frustration about the 

inability to co-ordinate 

care (You are made to 

feel like it is your fault) 

“You feel like crap if 

you forget to follow 

something up” 

You go home thinking 

about the things you 

need to do the next day 

I 

 

 

 

SOC 

C 

 

 

I 

 

 

 

 

What would give 

you the most 

satisfaction in 

complete? 

To talk to the 

patients especially as 

most are long term 

patients 

To talk to patients 

when you aren’t 

doing a dressing or 

giving medications 

When you do the 

‘essential’ stuff you 

are not meaning the 

emotional support or 

the psychological 

care 

More time to check 

patient’s 

understanding 

around the care you 

are giving 

Things could be 

picked up earlier – 

like nausea 

 

 Care  but not 

Caring (CC) 

 

 

Insights from the initial thematic analysis led to the generation of four key themes. 

These themes were generated through a process of review by the student researcher and 

supervisor separately and agreement and differences discussed. No areas of disagreement 

were identified although through the process of supervision, the importance of seeking out 

similar and different interpretations were considered. 
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1. Systems and processes of care. 

2. Culture – of the ward. 

3. Impact of missed care. 

4. Care but not caring. 

4.5.1 Systems and Processes of Care. 

This theme refers to examples where care was missed or delayed because of inefficiencies in 

system-wide processes or local organisational challenges and critically to under or 

inappropriate utilisation of nursing skills and time. Every nurse (n=8) could identify a time 

nursing care interventions had not been completed on time or at all because of inefficiencies 

in the system and the way the care team works together.  

 Nearly every day, every shift, nothing ever feels complete, like there’s always 

something to be done (Focus group 1; ID 3). 

There’s SO much following up that slows down the delivery of care that you’re 

chasing one thing you can’t get to the one thing that’s due. The thing you are trying to sort 

out might not be urgent, or you might get that done in time but you’re hindered in other care 

by doing that…. It just slows you down chasing things all the time (Focus group 1; ID 2) 

 ….. the blood’s not being done [taken via central line] early overnight or it’s a 

peripheral blood [taken by the phlebotomist after 07:30] and the results are back late or it’s 

a covering doctor and they are not on top of their bloods, they’re not ordering it and charting 

it; so it’s ordering it and charting it and when you get to the bedside there is no consent. 

You’ve gotta go and get the Doctor to consent them [the patient for the blood transfusion], 

then the cannula tissues, you’ve got to re-cannulate. There’s so many speed bumps along the 

way to just giving a blood transfusion, or any nursing intervention, any nursing care (Focus 

group 1; ID 2). 
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 Of particular concern were examples of where system issues led to delayed or missed 

care that presented a risk to patient safety: 

 …because it [the chemotherapy] has to be ordered by the doctor and you have to wait 

for the Doctors to review and say the patient’s OK to have the chemo, like you try and get 

those done on a morning shift and you’ve got to get the pre-meds charted or the fluid needs to 

be running for a certain amount of time and so you hand over the chemo and somehow the 

chemo’s not hung until out of hours and that’s not fair and not the best for the patients. There 

might be adverse out comes for them like you’ve done your best to co-ordinate the care but 

for some reason you still can’t do it until after 5 o’clock. I think that’s what happens a lot and 

it’s always the drugs that they’re going to react to (Focus group 1; ID2). 

 …if they [the patients] were febrile for the first time and you didn’t get their 

Antibiotics up in a timely manner, that can extend their stay as well ‘cos it takes longer to 

treat the infection. (Focus group 1; ID2). 

…feeling like you’ve got no idea what’s happening all shift even though you have 

some idea what’s happening all shift even though you have some idea it’s just you’re lost 

(Focus group 2; ID6). 

 Examples of risk to patients (and in some instances family members) from missed 

care as a result of organisational or system issues were not limited to instrumental tasks such 

as blood transfusions, antibiotic administration or dressings: 

 ..Some patients, especially because they are on the ward for so long they know the ins 

and outs of the nurse’s day and what it looks like and how busy we can be so they always do 

feel guilty asking, even if it’s just grabbing towels for someone, like do you mind? And you’re 

like yes, that’s fine. And you’re just walking down the hall and someone will come up to you 

and you get distracted and you don’t get the towels straight away and they have to call you 
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again….And then you’ve got the patient’s family as well, that if the patient doesn’t see it as a 

necessary thing for them, the family do. They will know if their [the patient’s] hair hasn’t 

been brushed even or if there’s stain in the bed (Focus group 1; ID4). 

 Examples of important interventions left undone or delayed included best-practice 

management of central venous access devices, oral care, pressure area care, efficient 

discharge planning, and many other day-to-day aspects of patient care: 

 I’ve missed tap changes [on a central venous access device] because I’ve been too 

busy to do them that day (Focus group 2; ID 6) 

Sometimes washes, Hickman [central venous access device] dressings, tap 

[changes]…. (Focus group 1; ID3).      

Nurses described some instances where care was intentionally missed or delayed 

when a nurses was working an evening shift followed by a morning shift as a way of 

prioritising care and ensuring few essential care interventions were missed. 

You always go home thinking about things that you need to do, that I’ve left like 

especially if you’re on a late shift. Oh, like I’ve left that to the morning, I can do that then. 

(Focus group 2; ID6). 

The nurses provided many examples of when decisions had to be made between 

competing care demands and the constant need to be able to prioritise or re-prioritise their 

work to minimise impact to quality and safety of patient outcomes through missed nursing 

care: 

If you’ve got a febrile patient and planned to wash someone, I mean you haven’t got 

in your plan “febrile at this time”, and then the fever takes over from doing the wash. You 



 

73 
 

can’t just say OK, I’ll leave the [patient who has the] fever and do the wash and leave this 

person in clinical review [status].   (Focus group 1; ID1). 

Other examples of important aspects of care left undone included having to rush 

patient education about chemotherapy and that the systems and processes of care in place 

forced nurses to provide patients with a large quantity of complex information over a short 

time frame. A diagnosis of acute leukaemia could mean as little as 48 hours from diagnosis to 

commencement of treatment, with much of the time spent undergoing testing in preparation 

for treatment, and the insertion of a central venous access line. Nurses described having to 

provide education in a piecemeal fashion to accommodate other demands on their time, 

recognising that this approach to patient preparation for self-care and understanding what was 

happening to them, the treatments they were receiving and associated side-effects, did not 

conform to best-practice principles: 

Sometimes you just have to rush the chemo education and I just keep trying to re-

iterate stuff …throughout the shift so they don’t actually miss out of stuff… but some shifts I 

have rushed through chemo education because I’ve not had the time to explain things 

properly and the patient’s like ‘what did just happen?’….. (Focus group 2; ID 6). 

Nurses talked about the importance of effective ward allocation, skill mix balance and 

the need for a full or close to full complement of permanent ward or unit staff as important 

consideration in minimising missed care and safeguarding patient experience and outcomes. 

Where skill mix did not allow an even allocation of patients according to the acuity of their 

needs, the more senior staff were left moving from one task to another. 

I don’t even know with our patient allocation, whether it …even gets taken into 

consideration that a certain patient will require some time for education. (Focus group 2; 

ID7). 
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…you’re on a shift and you’ve got maybe 3 or 4 regular staff and a grad [graduate 

nurse] or 2, plus students, plus Bank and Pool like generally there’s not a shift where you 

have less than 2 Pool members of staff and you’re lucky if they’re good, if they know our 

ward…..Then because you are regular staff you get the sicker patients …. (Focus group 2; 

ID6). 

Commonly missed components of day to day care perceived to be core to the work of 

nurses, but not functions of critical nursing care, included tasks such as organising hospital in 

the home or community based post-acute care services prior to a patient’s planned discharge 

from the ward. 

And then you’re like, oh, that Hospital in the Home referral didn’t get made – 

 -- Yeah, and it’s Friday afternoon. (Focus group 1; IDs 3 & 1). 

4.5.2 Culture of the Ward 

The nurses offered several examples of where the culture of the ward or unit, perhaps 

the organisation as a whole, was to view nurses as the default group to pick up any or all 

tasks others were unable or unwilling to undertake, and performing non nursing duties ranked 

highly as a reason for  missed or delayed nursing care.  

So everything else other than nursing duties, like clerical duties and answering the 

phone even if it’s not for your patient, like if the ward clerk’s not there and you’re left 

answering the phone and you’re trying to find the nurse and you can’t and they’re like well, 

can you just do this for me and they’re giving you orders over the phone and if you write a 

note you still feel like you’ve got to follow it up even if it’s nothing to do with your patient 

(Focus group 1; ID4). 
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That’s when stuff gets missed because you might not have got to the point where 

you’ve seen that other nurse so you might have forgotten to hand over that information. 

(Focus group 1; ID2). 

There was also a perception among the nurses in the focus groups that they did not 

have a defined role in terms of saying that a task was not their job. There was frustration 

around following up tasks that were the domain of other health professionals, for example the 

dietitian recommends a patient be commenced on Total Parental Nutrition (TPN), but the 

doctor has to chart it, pharmacy has to see the order, and organise the making and delivery to 

the ward:  

I think it’s a bit better now but there was a lot of care that was getting missed like 

when we had multiple pharmacists on different days, it was really inconsistent who was doing 

what, like TPN and you got to hang it at four o’clock and it’s not there and the pharmacist 

has not even ordered it, not across certain drugs that are being given and it’s really 

frustrating having to follow that up. There’s SO much following up that slows down the 

delivery of care that you’re chasing one thing you can’t get to the one thang that’s due. The 

thing you are trying to sort out might not be urgent, or you might get that done in time but 

you’re hindered in other care by doing that…. It just slows you down chasing things all the 

time. (Focus group 1; ID2). 

‘Cos like every other discipline has a set like jobs to do and we’re just trying to co-

ordinate everything like it’s their job to order and make the TPN but we’ve no control over 

getting it prescribed. It’s like you can’t do any of that, like you have to make someone else do 

it. (Focus group 1; ID1). 

And then if you miss that, or it’s a new order if you haven’t seen it in your chart and 

you have to get the on-call pharmacist in and like somehow that’s your fault but it’s 
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prescribed by someone else, like the dietician has recommended it, it’s been prescribed and 

the pharmacist makes it makes it and delivers it to the ward - (Focus group 1; ID2). 

And you’re just the one who hangs it. (Focus group 1; ID1). 

-and somehow that’s all our fault if you haven’t managed to co-ordinate it, that that 

all hasn’t been co-ordinated (Focus group 1; ID2). 

And I think like every other discipline as well can say like that’s not my job but we’re 

still expected to answer all the phones and organise all these things. (Focus group 2; ID2). 

4.5.3 The Impact of Missed Care  

The impact of missed care on the emotional wellbeing and job satisfaction of nurses 

was considerable. Although the formal questions were phrased around missed patient care, 

one of the unexpected themes to emerge from the focus groups was a description of how 

missing care or leaving care undone impacted the nurses own wellbeing. 

And sometimes I’ve missed electrolytes and I’ve had to hand them over and I feel 

responsible, like they should be done earlier (Focus group 2; ID8)  

And you feel bad like you feel bad for some reason because your patient had a fever 

and it’s your fault!  (Focus group 1; ID2). 

And probably the thing we miss the most ….is that we miss our breaks. Like we’ll do 

everything before you take a break so, usually the days you miss a wash is a day you also 

probably haven’t had a break as well. (Focus group 1; ID2) 

 You never leave on time and it’s just expected. (Focus group 2; ID6) 
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You always go home thinking about things ……….I hope they are going to be OK with 

this patient or the Bank staff, you worry about patients if the nurse isn’t familiar with the 

patient or procedures. (Focus group 2; ID6) 

‘Frustration’ was the most common word nurses used to describe not being able to 

deliver all the care required, not being able to prevent an infection, not feeling supported by 

other health professionals, and not being able to turn off from work once their shift was 

complete:  

It’s not very satisfying, like there’s very few times would I go home from work feeling 

like I’d done a good job (Focus group 2; 7). 

And yet, nurses from both groups shared the view that it was the nurses who made the 

bed, emptied the catheter bag, and brushed the patient’s hair before the family visited was the 

most appreciated by the patients. One focus group summed it up: 

Nurse 2: It’s annoying because those things that you, WE, put as the lowest priority, 

the first things to get bumped, are actually the highest priority to the patients…. Like it’s the 

thing that actually makes them feel good for the day. 

Nurse 3: And it’s the nurse who will change the bed and do the wash and they’re like 

“Oh, she’s the best”. 

Nurse 2: And not the one who’s given the  

Nurse 1: Meds 

Nurse 2: and gives the Antibiotics at the right time – exactly… they don’t care that 

like I took their blood, they’d rather I emptied their catheter. (Focus group 1, IDs 1, 2, 3). 
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4.5.4 Care but not Caring 

The nurses consistently spoke about not having enough time to spend with their 

patients:  

Emotional support is probably the first or psychological care is probably the first 

thing to be missed. (Focus group 2; ID 6). 

Cos obviously we have Social Work, Pastoral Care and all that, but I think as a 

nursing thing, like you’re with them 24 hours of the day, well not each individual nurse, but 

nursing staff and I think it’s good that we have that sort of rapport with them ‘cos they’re 

here for so long. (Focus group 1; ID 4). 

Talking to a patient that not’s related to their medications, it’s nice to just have a 

chat. See how they’re going. (Focus group 1; ID 2). 

         Sit down with them, see how they are coping. (Focus group 1; ID 4). 

Interestingly despite the breadth of international evidence that demonstrates the health 

outcomes benefit achieved through skilled interaction and communication (Markides, 2011), 

this work is still considered secondary to essential tasks of administering antibiotics or 

chemotherapy or as something that happens outside of the context of the interactions that 

occur when essential technical tasks have to be undertaken: 

  So if we can’t get the essential stuff done, unfortunately the stuff that we’d really 

love to do, which would be like just sitting and talking with our patients doesn’t happen….or 

it does and the essential stuff doesn’t get done. (Focus group 2; ID 7). 
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4.6 Chapter Summary 

The nurses on the study ward cared for a high number of acutely unwell patients 

during the study period. This may have influenced their responses and this is considered 

further in the next chapter.  

The majority of respondents had been nursing for less than five years, had been 

working at the current hospital for less than five years, and working on their current ward for 

less than five years. As such, these nurses may be considered as early-mid career nurses and 

their data should be considered in this light. 

Participants, in both the e-survey and the focus groups, described the study period as a 

difficult time for the ward with an increase in acuity and numbers of patients and a 

suboptimal staffing level. Having Bank, Pool and Agency nurses along with undergraduate 

nurses on the ward every shift was perceived to add stress to the unit at an already busy time. 

This is discussed further in the next chapter but the impact on the nurses who were permanent 

members of the ward team, and who felt ongoing responsibility for patients on the ward was 

clearly articulated in the focus group data. 

Data from the e-survey indicated that the nurses stated that the hospital expects a high 

standard of care but the data indicates that they believe there is a disconnect between nurses 

and hospital administration regarding the available supports to deliver care. Two thirds of 

nurses felt that they could question the decisions of those in authority, and that the ward 

discussed ways to prevent errors from happening again however, nearly half of the nurses 

responding to the e-survey felt their mistakes were held against them. 

Having to complete non-nursing tasks, especially clerical duties, rated highly in the 

survey and in the focus group data as a distraction from delivery of important patient care. 

The three most common areas of care left undone were comforting and taking with patients, 
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developing and updating nursing care plans, and educating patients and their families. The 

consequences and potential impact of missing these components of care for patients, staff and 

the hospital system are discussed in the next chapter. 
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Chapter Five: Discussion 

 

5.1 Introduction 

This study examined the prevalence and reasons for missed or delayed nursing care 

through a single case study, that is, in a haematology/oncology in-patient unit in a tertiary 

referral acute care hospital in Victoria, Australia. The aims of the study were to 

1. Explore nurses’ perceptions of what care is missed in a haematology/oncology 

in-patient setting, and 

2. Identify factors contributing to missed care so that insights could be shared 

with the ward involved in the project and hospital management, to identify 

opportunities to address any system or process issues resulting in missed care. 

This chapter presents a discussion of the findings presented in Chapter Four alongside 

contemporary literature. 

5.2 Interpretation of data 

One of the difficulties in comparing the survey data generated in this study with that 

previously reported is a lack of transparency about characteristics of the samples (often from 

mixed units or care settings) across studies. A wide variety of reporting formats, and use of 

different sections of the two most commonly applied questionnaires (the RN4CAST and the 

MISSCARE surveys -  both very similar in the focus of their questions, but without any 

published psychometric data comparing the reliability and validity of each to each other) 

compounds the ability to make meaningful comparison across data sets. However there are 

consistent themes across all of the international papers published with regard to missed care, 

nurse staffing, patient safety and satisfaction with care, as described in Chapter 2. With 

regard to comparison with data generated from the China Nurse Survey (another prominent 

data set in the published literature), it is difficult to compare because of the way in which 

nurse patient ratios are defined in China and so conclusions about the impact of nurse 
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staffing and missed care in China as opposed to USA, Europe or this Australian data set 

needs to be cautious (Zhu et al, 2012). Furthermore published data from the USA and Europe 

are influenced by having Health Care Assistants or Nursing Care Assistants as part of the 

nursing workforce, which Australia does not. 

In keeping with case study methodology, the discussion below presents an integrated 

consideration of the data gathered, where factors influencing missed nursing care and the 

consequences of it are synthesised.  

5.3 Missed Nursing Care 

The majority of nurses (47.1%) had reflected back on a morning shift when 

completing the REDCap survey. There were not enough participants to interpret the survey 

data by shift reflected on, although there is a body of evidence that suggests that this would 

provide a more accurate interpretation of nurses’ reports of factors influencing missed care as 

the spread of nursing work has traditionally fallen disproportionally to a morning shift 

(Blackman et al, 2014; Hamilton et al, 2010). In the focus groups the nurses talked about the 

frustration of leaving work to the next shift or picking up work on their shift that they felt 

should have been completed on the previous shift. There was a sense that the organisation of 

care was dominated by the needs of the nurses to “get through the work” and critically, was 

influenced by technical care delivery tasks such as chemotherapy or blood transfusion 

administration. And yet the nurses clearly valued and articulated a desire to deliver care 

structured around the needs of the patients but felt unable to do so because of the cultural 

expectation of “getting through the work”, not leaving care to the next shift or the perception 

that management or other members of the multidisciplinary team would be critical of them if 

care they defined as a priority, was missed. This is an important insight from the work, and 

offers the nursing team an opportunity to consider how they articulate and prioritise a 24 hour 

nursing care delivery model true to their values and beliefs, while also delivering the 
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technical components of care required to treat each patient, monitor their vital signs, and 

ensure their safety. What is clear from this study and links strongly to emergent work referred 

to in Chapter 2 about moral distress, is the consequences for nurses of not working in a way 

that reflect the core values and essence of nursing – to care, nurture, empower and safeguard 

patients through delivery of technically knowledgeable care.  

The nurses in the study conveyed deep care and concern for their patients and 

reported commonly staying after their shift was over to assist the nurses on the following 

shift, or to finish necessary care tasks or consultations with their patients. The consequences 

and personal cost of this to physical and emotional wellbeing on an ongoing basis was not 

discussed but is a very well recognised contributor to burnout among nurses and a recent 

paper by Russell (2016) demonstrates the link between persistent overtime and inability to 

take breaks as factors compounding missed care, poor job satisfaction and retention issues. It 

appears that the delivery of care, defined as care tasks (for example, administration of 

antibiotics), takes priority over caring and that this is a likely source of moral distress for 

nurses. This requires further exploration in future studies as it may be key to retention of 

skilled and committed nurses. 

It is interesting to note comments made by several of the focus group participants 

about not having time to deliver emotional care or education for self-management because 

they were attending to technical tasks. There appear to be an opportunity here to raise 

awareness amongst the nurses about the importance of each task having therapeutic benefit. 

That is, the potential to offer or convey emotional support or concern through asking tailored, 

targeted questions to patients while administering chemotherapy or antibiotics or a blood 

transfusion is considerable, and that these essential nursing interventions need not and 

possibly should not be seen as discrete interventions that have to happen as isolated 

consultations. Given the distress conveyed by nurses in this study as a consequence of missed 
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care, this seems an important and priority area for consideration by the ward team and an 

important area for further nurse-led research. 

Data presented in Chapter 3 about the context of the ward during the data collection 

period is important. The ward had 103 patients admitted to the care of nursing staff over a 

three-week period. Patients with complex, potentially life threatening illnesses and side-

effects of cancer therapy required intense technical care, alongside patients nearing end of life 

who required excellent symptom management and emotional care for them and their family. 

The impact of a 6.55 EFT vacancy during this period cannot be underestimated and links with 

the strong association demonstrated in the literature critiqued in Chapter 2 between staff 

shortages, and nurses reports of job satisfaction and patient outcomes (Ball et al, 2014; 

Bekker et al, 2015; Blegen et al, 2011; Griffiths et al, 2014). The references to lack of ability 

to take breaks or to go home at the end of shift feeling all was done as it should have been, 

articulated in the focus groups and reported in the survey data has strong resonance with that 

described in the published literature (Winters & Neville, 2012; Huntingdon et al, 2011). The 

message for hospital administrators and the challenge for nurse researchers and leaders is to 

powerfully articulate the detrimental efficiency costs of applying a “cut qualified nursing 

numbers to save money” mentality, when repeated international studies have demonstrated 

the dangers and financial inefficiency of doing so. The data gathered as part of this study did 

not allow a consideration of different perspectives on missed care and factors leading to it by 

years of qualification, level of academic preparation, or expertise in the field, but this is an 

important future study. The characteristics of the nurses were described in Chapter 4 and 

clearly the nurses who took part in this study included a range of professional perspectives 

according to years on the ward, experience and academic preparation. Although it is not 

possible to compare responses by these characteristics, there was a strong recurring theme in 

the focus group data that having nurses (Bank and Pool) unfamiliar with the environment 
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compounded the occurrence of missed acre as the permanent staff members were left having 

to monitor and care for their own allocation of patients but also had to provide supervision or 

oversight of the care delivered by non-permanent member of the nursing team. This is 

another important insight and opportunity for the hospital where the pattern of staff 

allocation, when wards fall short of the ratio requirements to deliver safe care, may be revised 

or reconsidered to minimise missed care, nurses’ burnout and dissatisfaction with their roles, 

which potentially result in retention issues. These consequences were well articulated in 

many of the studies described in chapter 2 (Blackman et al, 2014, Dabney & Kalisch, 2015). 

Ausserhofer et al (2014) demonstrated that the leadership capability of the nurse 

manager, as well as good nurse physician relationships demonstrate good work environments 

independent of the country’s health care system p=<0.0001. In this study nurses reported 

excellent nurse physician relations and a positive work environment in this study. These data 

support previously reported findings by Aitken et al (2011) where a good working 

environment was linked to job satisfaction. The relevance of these findings for the 

development of novel interventions for missed nursing care have not been considered  

previously and one interesting recommendation from this study is the potential to develop a 

team building intervention specifically constructed to impact missed care. The nurses spoke 

about feeling judged or criticised by others when care was not delivered on time, even when 

its delivery (timely discharge or administration of chemotherapy) required multidisciplinary 

coordination. Nurses reported that the hospital expects high standards, but 35.3% disagreed 

or strongly disagreed that the actions of the hospital management show patient safety is top 

priority.  Nevertheless, a similar number of the study participants were satisfied with their 

jobs (64.7%) when compared with UK nurses (61%) (Ball et al, 2012) however, 88.2% would 

recommend the hospital as a good place to work compared to 73% of nurses in the UK study. 

Every participant reported that they would recommend the hospital to family and friends 
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(100% compared to 84%). This is a very positive and important message to feedback to the 

hospital managers at the study site. 

The nurses spoke with some frustration about others sitting by the phone but refusing 

to answer it because it was not their job, and consequently the nurse had to leave what she 

was doing to answer it; and many other examples. An intervention that allowed teams to 

consider and trouble shoot ways of removing these obstructions to effective care delivery 

could have considerable potential. Having patients involved to co-design some of these 

solutions could be an invaluable addition.   

Given these impacts on their day, it is unsurprising that 70.6% of nurses in this study 

indicated there were not enough staff to get the work done, despite a mandate ratio of 1:4, a 

finding no doubt impacted by the 6.55 EFT vacancy rates, but also by the plethora of non-

nursing duties described by the participants. The most common non-nursing duties performed 

were answering the telephone and performing clerical duties (88.2%). This a commonly 

reported frustration of nurses (Bruyneel et al, 2012; Bekker et al, 2015). Eighty-two percent 

of nurses in this study reported delivering food trays as factor leading to missed nursing care, 

compared to 22.5% in the UK RN4CAST study (Ball et al, 2012). One reason for the high 

reporting of delivering food trays in this study may be explained by a policy in student 

researcher’s hospital that kitchen staff do not enter the rooms of haematology/oncology 

patients in isolation to protect patients from infection and kitchen staff from cross 

contaminating food across other areas of the hospital. When this happens food trays are left at 

the nurses’ stations for the nurse to deliver. This is an important insight when considering 

factors that impact missed nursing care and the need to understand clinical context and ward 

environments when discussions about adequate staffing levels are had in health care settings. 

Nurse Managers and leaders need to be able to provide robust and convincing evidence to 
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hospital administrators when presenting business cases for additional resources. Providing 

data on the environment of care may be essential as this finding suggests.   

One of the themes that came through clearly from the focus group data was that the 

nurses felt they are the default person across all disciplines to get tasks completed. Many 

studies refer to nurses being the link between the medical staff, allied health staff, the 

patients, and their families because they are on the ward for 24 hours (McHugh & Witkoski 

Stimpfel, 2012), and this was strongly identified in the focus group. There was a sense that 

the nurses should know everything. This is another important finding as many nurses would 

strongly advocate that this should indeed be the case. Nurses are the only care team present 

24 hours a day, described by Suzanne Gordon as the “front line” in health care there to be the 

“safety net” for all patients (Gordon, 2005). If this is not the culture or expectation of care, 

there is a risk, as suggested in some of the focus group data, that care becomes fragmented, 

belonging to staff on one shift or the next, rather than being viewed as a continuous cycle of 

care and safety around each individual. Although not apparent in literature presented in 

Chapter 2, insights from this study suggest that effective nursing handover between shifts, 

which include the patient in the handover, may be critical to minimising missed acre. Indeed 

here is a growing body of evidence to demonstrate an association between effective handover 

and quality patient care (Kalisch et al, 2012)   

This study has generated interesting context specific insights into missed nursing care 

and factors leading to missed care in a haematology/oncology unit in Victoria, Australia. The 

study offers the ward, and hospital administrators, an opportunity to consider care delivery 

models; nurse to nurse and multidisciplinary communication and team coordination; 

allocation of temporary nurses when a ward or unit is short staffed to minimise missed care, 

and strategies to retain skilled, dedicated nurses. Much more work is needed in the Australian 

context and specifically in oncology settings to understand and to be able to effectively 
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address missed nursing care, but this study offers tangible insights into areas where 

intervention may deliver effective strategies. 

5.4 Strengths and Limitations 

The study participants for the survey and the focus groups is varied and represents a 

balance of the ward team in terms of gender and experience. The majority of nurses answered 

all the survey questions which would suggest the survey was relevant to the nurses’ concerns 

and its length acceptable with regard to the time needed to complete it. This suggests that the 

amended version used in this study may be appropriate for use in future studies in Australia. 

Many studies do not include data from specialty wards such as oncology units. This 

study has made a contribution to evidence about missed care in specialty settings.  

The study generated data from a mixed methods approach, ensuring that differing 

perspectives on the phenomenon of interest (missed nursing care) were gathered allowing a 

deeper consideration and description of the relevant issues that a single data collection 

approach wold have allowed. The choice of case study approach provided the framework for 

a focused description of missed nursing care within a specialist setting. The importance of 

context, environment and patient case mix has been discussed above and offers future nurse 

researchers opportunity to consider the best approach for future research into missed care. 

The key limitation is that the study sample is was small and data offer insights from 

one particular ward only. As such the findings must be considered in this context. The 

response rate to the survey was disappointing but when nurses were asked in the focus groups 

why they thought this had occurred, they respondents may have been influenced by the cited 

the busyness of the ward at the time in terms of increase in ward bed profile, and considerable 

understaffing and low skill mix, including the presence of undergraduate student nurses on 

the ward.  
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It was not possible to link the response of nurses to patients in their care and thus not 

possible to consider the impact of reported missed care on patient outcomes. This is an 

important area of consideration for future studies. 

Due to the small sample size it was not possible to carry out any tests of association 

on the survey data to identify key factors linked to the occurrence of missed care. 

Consequently, it has not been possible to make any recommendations for targeted 

interventions on factors known to be associated with missed nursing care, to reduce the 

occurrence of missed care.   

5.5 Recommendations 

Based on the discussion above, the following list of recommendations for future studies and 

advancement of knowledge in this is presented below: 

1. Exploration of moral distress and the effect on nurses’ intention to 

remain in the job in the Australian context.  

2. Larger Australian studies that include patient perceptions and 

outcomes in relation to missed care. 

3. Larger studies specifically in the haematology/oncology setting to 

understand and address missed care in this setting in order to identify 

specific areas to target interventions that may deliver effective care 

strategies for the benefit of nurses and patients.  

5.6 Conclusion 

This study examined the occurrence and reasons for missed nursing care through a 

single case study, using a mixed methods approach. The study took place in one 

haematology/oncology unit in a Victorian tertiary hospital and has generated previously 

unreported findings of missed care in an Australian oncology context. The data demonstrated 

considerable similarity with findings reported from American and European studies of missed 
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nursing care, speaking to the credibility of the data generated, and highlights once more the 

importance of adequate staffing, skill mix, nursing communication and team approaches to 

in-patient care delivery, and appropriate utilisation of nursing time to undertake nursing, 

patient-focused duties to minimise missed care. The study has also generated new insights 

into missed care in an oncology context, demonstrating the importance of collecting, 

reporting and considering context of care data to future robust missed nursing care studies. 

Nurses are committed to delivering excellent care to their patients based on the essential 

values of nursing – caring, nurturing, educating and delivery of knowledgeable technical care. 

When this is not possible, because of system and process issues or a lack of recognition of the 

scope and potential of nursing to be the backbone upon which great hospitals function, they 

experience frustration, are at risk of burnout, leaving their role, and as this study reports for 

the first time in an Australian context, moral distress. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

91 
 

References 

 

 

Aiken, L. H., Sloane, D.M., Clarke, S., Poghosyan, L., Cho, E., You, L., Finlayson, M., 

Kanai-Pak, M., & Aungsuroch, Y. (2011). Importance of work environments on 

hospital outcomes in nine countries. International Journal for Quality in Health Care, 

23(4), 357-364.  

Aiken, L. H., Sermeus, W., Van den Heede, K., Sloane, D. M., Busse, R., McKee, M., . . . 

Kutney-Lee, A. (2012). Patient safety, satisfaction, and quality of hospital care: Cross 

sectional surveys of nurses and patients in 12 countries in Europe and the United 

States. BJM: The British Medical Journal, 344. doi:10.1136/bmj.e1717 

Ausserhofer, D., Zander, B., Busse, R., Schubert, M., De Geest, S., Rafferty, A.M., … 

Schwendimann, R. (2014). Prevalence, patterns and predictors of nursing care left 

undone in European hospitals: Results from the multicountry cross-sectional 

RN4CAST study. British Medical Journal Quality and Safety, 23, 126-135. 

doi:10.1136/bmjqs-2013-002318 

Australian Institute of Health and Welfare, 2012. Cancer incidence projections: Australia, 

2011 to 2020. Cancer Series No. 66. Cat. No. CAN62. Canberra: AIHW. 

Australian Nursing and Midwifery Federation. (2014). National practice standards for nurses 

in general practice.   Retrieved from 

http://www.anmf.org.au/documents/National_Practice_Standards_for_Nurses_in_Gen

eral_Practice.pdf  

  

Aycock, N., & Boyle, D. (2009) Interventions to manage compassion fatigue in oncology 

nursing. Clinical Journal of Oncology Nursing, 13(2), 183-191. 

doi:10.1188/09.CJON.183-191. 

http://www.anmf.org.au/documents/National_Practice_Standards_for_Nurses_in_General_Practice.pdf
http://www.anmf.org.au/documents/National_Practice_Standards_for_Nurses_in_General_Practice.pdf


 

92 
 

Bakker, D., & Mau, J. (2012). The nursing model of care: Don't forget the patient 

perspective. Nursing Management, 43(10), 8.  

Ball, J. E., Murrells, T., Rafferty, A. M., Morrow, E., & Griffiths, P. (2014). 'Care left 

  undone’ during nursing shifts: Associations with workload and perceived quality of

  care. British Medical Journal Quality and Safety, 23(2), 116-125. doi:10.1136/bmjqs-

 2012-001767 

Ball, J., Pike, G., Griffiths, P., Rafferty, A.M., & Murrells, T. (2012). RN4CAST Nurse 

  Survey in England.  Retrieved from       

  http://www.kcl.ac.uk/nursing/research/nnru/index.aspx  

Bekker, M., Coetzee, S.K., Klopper, H.C. & Ellis, S.M. (2015). Non-nursing tasks, nursing 

tasks left undone and job satisfaction among professional nurses in South African 

hospitals. Journal of Nursing Management, 23, 1115-1125. 

Bittner, N. P., Gravlin, G., Hansten, R., Kalisch, B.J. (2011). Unraveling care omissions. 

Journal of Nursing Administration, 41(12), 510-512. 

Blackman, I., Henderson, J., Willis, E., Hamilton, P., Boffola, L., Verrall, C., … Harvey, C. 

(2014). Factors influencing why nursing care is missed. Journal of Clinical Nursing, 

24, 47-56. doi:10.1111/jocn.12688 

Blegen, M. A., Goode, C.J., Spetz, J., Vaughn, T., & Park, S.H. (2011). Nurse staffing effects 

on patient outcomes: Safety-net and non-safety-net hospitals. Medical Care, 49, 406-

414.  

Braun, V. C., V. (2006). Using thematic analysis in psychology. Qualitative Research in 

   Psychology, 3(2), 77-101.  

Brown, M. (2012). Understanding Haemopoiesis. In Brown, M., & Cutler, T.J. (Eds), 

 Haematology Nursing (pp3-21). Wiley-Blackwell. 

http://www.kcl.ac.uk/nursing/research/nnru/index.aspx


 

93 
 

Bruyneel, L., Baoyue, L., Ausserhofer, D., Lesaffre, E., Dumitrescu, I., Smith, H.L.,  

  Sermeus, W. (2015). Organization of hospital nursing, provision of nursing care, and 

 patient experiences with care in Europe. Medical Care Research and Review, 1-22. 

 doi:10.1177/1077558715589188 

Cho, S. H., Kim, Y.S., Yeon, K.N., You, S.J., & Lee, I.D. (2015). Effects of increasing nurse

  staffing on missed nursing care. International Nursing Review, 62(2), 267-

 274.  

Dabney, B. W., & Kalisch, B.J. (2015). Nurse staffing levels and patient-reported missed 

  nursing care. Journal of Nursing Care Quality, 30(4), 306-312.  

de Veer, A. J. E., Francke, A.L., Struijs, A. & Willems, D.L. (2013). Determinants of moral

 distress in daily nursing practice: A cross sectional correlational questionnaire 

  survey. International Journal of Nursing, 50(1), 100-108.  

European Federation of Nurses Associations. (2012). Caring in crisis: The impact of the 

  financial crisis on nurses and nursing. A comparative overview of 34 European 

  countries. 

Retrieved from http://www.efnweb.be/wp-content/uploads/2012/05/EFN-Report-on-

 the-Impact-of-the-Financial-Crisis-on-Nurses-and-Nursing-January-20122.pdf  

Francis, R. (2013). Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry 

  Executive Summary. London: The Stationery Office. Retrieved from 

http://www.midstaffspublicinquiry.com/sites/default/files/report/executive%20summary.pdf    

 Freeman, T. (2006). "Best practice" in focus group research: Making sense of different 

  views. Journal of Advanced Nursing, 56(5), 491-497.  

http://www.efnweb.be/wp-content/uploads/2012/05/EFN-Report-on-%09the-Impact-of-the-Financial-Crisis-on-Nurses-and-Nursing-January-20122.pdf
http://www.efnweb.be/wp-content/uploads/2012/05/EFN-Report-on-%09the-Impact-of-the-Financial-Crisis-on-Nurses-and-Nursing-January-20122.pdf
http://www.midstaffspublicinquiry.com/sites/default/files/report/executive%20summary.pdf


 

94 
 

Friese, C.R., Kalisch, B.J. & Lee, K.H. (2013). Patterns and correlates of missed nursing care

  in inpatient oncology units. Cancer Nursing, 36(6), E51-E57.   

  doi:10.1097/NCC.0b013e318275f552 

Frith, K.H., Anderson, G.F., Caspers, B., Tseng, F., Sandford, K., Hoyt, N.G., & Moore, K. 

 (2010). The effects of nurse staffing levels on hospital acquired conditions and 

length of stay in community hospitals. Quality Management in Health Care, 19(2),       

147-155. 

Gordon, S. (2005) Nursing against the odds: How health care cost cutting, media 

 stereotypes, and medical hubris undermine nurses and patient care. Cornell 

  University Press. 

Gravlin, G., & Phoenix Bittner, N. (2010). Nurses' and nursing assistants' reports of missed

  care and delegation. Journal of Nursing Administration, 40(7/8), 329-335.  

Griffiths, P., Dall'Ora, C., Simon, M., Ball, J., Lindqvist, R., Rafferty, A.M., . . . Aiken, L.H.

 (2014). Nurses' Shift Length and Overtime Working in 12 European Countries: The

  association with perceived quality of care and patient safety. Medical Care, 52(11), 

 975-981.  

Hamilton, P., Mathur, S., Hemeinhardt, G., Eschiti, V., & Campbell, M. (2010). Expanding

  what we know about offering mortality in hospitals. Journal of Nursing  

  Administration, 40, 124-128.  

Huntington, A., Gilmour, J., Tuckett, A., Neville, S., Wilson, D., & Turner, C. (2011). Is 

 anybody listening? A qualitative study of nurses' reflections on practice. Journal of

 Clinical Nursing, 20, 1413-1422.  



 

95 
 

Jameton, A. (1977). The nurse: when roles and rules conflict. The Hastings Center Report, 

 7(4), 22-23.  

Johnstone, M.-J., & Hutchinson, A. (2015). 'Moral distress' - time to abandon a flawed 

 nursing construct? Nursing Ethics, 22(1), 5-14. 

Jones, T. L., Hamilton, P., & Murry, N. (2015). Unfinished nursing care, missed care, and 

 implicitly rationed care: State of the science review. International Journal of Nursing 

 Studies, 52, 1121-1127. 

Kalisch, B. J. (2006). Missed nursing care: A qualitative study. Journal of Nursing Care 

  Quality, 21(4), 306-313. 

Kalisch, B. J., Gosselin, K., & Choi, S. H. (2012). A comparison of patient care units with

  high versus low levels of missed nursing care. Health Care Management Review, 

 37(4), 320-328. doi:10.1097/HMR.0b013e318249727e 

Kalisch, B. J., Landstrom, G.L., & Hinshaw, A.S. (2009). Missed nursing care: A concept 

 analysis. Journal of Advanced Nursing, 65(7), 1509-1517. doi:10.1111/j.1365-

 2648.2009.05027.x 

Kalisch, B. J., Tschannen, D., Lee, H., & Friese, C.R. (2011c). Hospital variation in missed

 nursing care. American Journal of Medical Quality, 26(4), 291-299.  

Kalisch, B. J., Tschannen, D., & Lee, K. H. (2011a). Do staffing levels predict missed 

  nursing care? International Journal of Quality in Health Care, 23, 302-308.  

Kalisch, B. J., & Williams, R. A. (2009). Development and psychometric testing of a tool to

  measure missed nursing care. Journal of Nursing Administration, 39(5), 211-219.  

Kalisch, B. J., & Xie, B. (2014). Errors of omission: Missed nursing care. Western Journal of 

 Nursing Research, 36(7), 875-890. doi:10.1177/0193945914531859 



 

96 
 

Kalisch, B., Tschannen, D., & Lee, H. (2011b). Does missed nursing care predict job 

 satisfaction?  Journal of Healthcare Management, 56(2), 117-131.  

Lefever, S., Dal, M., & Matthiasdottir, A. (2007). Online data collection in academic 

  research: Advantages and limitations. British Journal of Education Technology, 

  38(4), 574-582. 

Markides, M. (2011). The importance of good communication between patient and health 

  professionals. Journal of Pediatric Hematology/Oncology, 33(Supplement 2), S123-

 S125.  

McCarthy, J., & Gastmans, C. (2015). Moral distress: A review of the argument-based 

 nursing ethics literature. Nursing Ethics, 22(1), 131-152. 

McHugh, M. D., Kelly, L.A., Smith, H.L., Wu, E.S., Vanak, J.M., & Aiken, L.H. (2013). 

  Lower mortality in magnet hospitals. Medical Care, 51, 382-388.  

McHugh, M. D., & Witkoski Stimpfel, A. (2012). Nurse Reported Quality of Care: A 

 measure of hospital quality. Research in Nursing and Health, 35(6), 566-575.  

Neff, D. F., Cimiotti, J.P., Heusinger, A.S., & Aiken, L.H. (2011). Nurse reports from the 

 frontlines: Analysis of a statewide nurse survey. Nursing Forum, 46(1), 4-10.  

Russell, K. (2016). Perceptions of burnout, its prevention, and its effect on patient care as 

  described by oncology nurses in the hospital setting. Oncology Nursing Forum, 

  43(1), 103-109. doi:10.1188/16.ONF.103-109. 

Schubert, M., Glass, T.R., Clarke, S.P., Schaffert-Witvliet, B., & De Geest, S. (2007). 

  Validation of the basel extent of rationing of nursing care instrument. Nursing 

  Research 56(6), 416-424.  



 

97 
 

Schubert, M., Glass, T.R., Clarke, S.P., Aiken, L.H., Schaffert-Witvliet, S., Sloane, D.M., &

  De Geest, S. (2008). Rationing of nursing care and its relationship to patient 

 outcomes: The Swiss extension of the international hospital outcomes study. 

 International Journal of Quality in Health Care, 20(4), 227-237. 

 doi:10.1093/intqhc/mzn017 

Sermeus, W., Aiken, L.H., Van den Heede, K., Rafferty, A.M., Griffiths, P., Moreno-Casbas,

 M.T., …& RN4CAST consortium. (2011). Nurse forecasting in Europe (RN4CAST):

 Rationale, design and methodology. BMC Nursing, 10(6). doi:10.1186/1472-6955-10-

 6 

The National Health and Medical Research Council. (2007) (Updated May 2015) National

 statement on ethical conduct in human research. Retrieved from

 https://www.rhmc.gov.au/_files_nhmrc/publications/attachments/e72_national_

 statement_may_2015_150514_a.pdf  

Winters, R., & Neville, S. (2012). Registered nurse perspectives on delayed or missed 

 nursing cares in a New Zealand hospital. Nursing Praxis in New Zealand, 28(1), 19-

 28.  

Yin, R.K. (1994). Case study research. Design and methods. (2nd Edition) Thousand 

  Oaks: Sage. 

Zhu, X., You, L., Zheng, J., Liu, K., Fang, J., Hou, S., …& Zhang, L. (2012). Nurse staffing

  levels make a difference on patient outcomes: A multisite study in Chinese hospitals. 

 Journal of Nursing Scholarship, 44(3), 266-273.  

 

 

 

https://www.rhmc.gov.au/_files_nhmrc/publications/attachments/e72_national_%09statement_may_2015_150514_a.pdf
https://www.rhmc.gov.au/_files_nhmrc/publications/attachments/e72_national_%09statement_may_2015_150514_a.pdf


 

98 
 

APPENDIX A: KCL RN4CAST Survey Questions 

Characteristics 

1. Age:  

Under 25 years 

25-34 

35-44 

45-54 

55 and over  

2. Gender 

Male/Female 

3. UK trained? 

4. Do you hold a bachelor degree in nursing? 

5. Do you work Full time/Part time? 

6. What was the last shift you worked? 

Day 

Afternoon/Evening 

Night 

7. What is your length of service as a nurse? 

8. What is you length of service as your current hospital? 

9. What is your length of service in your current speciality? 

10. What is your length of service on your current ward? 

11. What is your job title? 

(a) Staff nurse 

(b) Sister/Charge nurse 

(c) Other                                                                                                                                                                                                                                                                    

12. Which best describes your ward/unit? (Respondents could specify more than one) 

(a) Medical 

(b) Surgical 

(c) Medical/Surgical 

(d) Gynaecology 

(e) Orthopaedics 

(f) Elderly 

(g) Renal 

(h) Other 

13. What is your pay band? 

(a) 1-4 

(b) 5 

(c) 6 

(d) 7 

(e) 8/9 

 

Staffing Levels and Workload. 

14. How many patients were on the ward during your last shift? 

15. Counting yourself, how many Registered Nurses in total provided direct patient care 

on your ward/unit? 
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16. How many Health Care Assistants/Auxiliaries were on your last shift? 

17. What was the total number of staff on duty (RNs + HCAs)? 

18. How many patients were you responsible for the care of? 

19. How many patients required assistance with activities of daily living (ADLs)? 

20. How many patients required hourly or more frequent monitoring or treatments? 

21. Which statement best describes your shift? 

(a) I provided most of the care myself 

(b) I supervised the care by others and provided some myself 

(c) I provided limited care and most care was provided by others 

22. How many hours did you work in your last shift? 

NURSES VIEWS OF THEIR WORKING ENVIRONMENT – a 4 Likert scale 

23. There are adequate support services to allow me to spend time with my patients 

24. Doctors and nurses have good working relationships 

25. There is a supervisory staff that is supportive of nurses 

26. There are active staff development and continuing education programmes for nurses 

27. There is opportunity for career development/clinical ladder 

28. There is opportunity for registered nurses to participate in policy decisions 

29. Doctors value nurses’ observations and judgments 

30. There is enough time and opportunity to discuss patient care with other nurses 

31. There are enough registered nurses on staff to provide quality patient care 

32. There is a nurse manager who is a good manager and leader 

33. The chief nursing officer is highly visible and accessible to staff 

34. There is enough staff to get the work done 

35. Doctors recognise nurses’ contributions to patient care 

36. There is praise and recognition for a job well done 

37. High standards of nursing care are expected by the management 

38. There is a chief nursing officer who is equal in power and authority to other top level 

hospital executives 

39. There is a lot of teamwork between nurses and doctors 

40. There are opportunities for advancement  

41. A clear philosophy of nursing pervades the patient care environment 

42. I work with nurses who are clinically competent 

43. Doctors respect nurses as professionals 

44. I have a nurse manager who backs up the nursing staff in decision making, even if the 

conflict is with a doctor 

45. Management listens and responds to employee concerns 

46. There is an active quality assurance programme 

47. Registered nurses are involved in the internal governance of the hospital (e.g. practice 

and policy committees). 

48. There is collaboration between nurses and doctors 

49. There is a preceptor programme for newly hired nurses 

50. Nursing care is based on a nursing rather than a medical model 

51. Registered nurses have the opportunity to serve on hospital and nursing committees 

52. Doctors hold nurses in high esteem 

53. There are written, up-to-date care plans for all patients 
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54. There are patient care assignments that foster continuity of care (i.e. the same nurse 

care for the same patient from one day to the next). 

Section 4 Job satisfaction 

55. Overall, how satisfied are you with your current job? 

56. Overall, how satisfied are you with the flexibility of your work schedule? 

57. Overall, how satisfied are you with your opportunities for advancement? 

58. Overall, how satisfied are you with your level of independence at work? 

59. Overall, how satisfied are you with your professional status? 

60. Overall, how satisfied are you with your wages? 

61. Overall, how satisfied are you with your educational opportunities? 

62. Overall, how satisfied are you with your annual leave entitlement? 

63. Overall, how satisfied are you with your sick leave entitlement? 

64. Overall, how satisfied are you with your study leave entitlement? 

65. How likely are you to recommend your hospital to a nurse as a good place to work? 

66. How likely are you to recommend you hospital to family/friends if they needed 

hospital care? 

67. In general, how would you describe the quality of nursing care delivered to patients 

on your ward/unit? 

68. How would you rate patient safety on your ward/unit? 

69.  How confident are you that your patients could management their care when 

discharged? 

70. How confident are that any problems in patient care you raise will be acted on by 

hospital management? 

How much do you agree with the following statements? 

71.  Staff feel like their mistakes are held against them. 

72. Important patient information is often lost during shift changes. 

73. Things fall between the cracks when transferring patients from one unit to another. 

74. Staff feel free to question the decisions or actions of those in authority. 

75. In this unit, we discuss ways to prevent errors from happening again. 

76. We are given feedback about changes put into place on event reports. 

77. The actions of hospital management show that patient safety is a top priority. 

How often do each of the following incidents occur between nurses and patients? 

78. Patient received the wrong medication, time or dose? 

79. Pressure ulcers after admission? 

80. Healthcare-associated urinary tract infection? 

81. Healthcare-associated bloodstream infection? 

82. Healthcare-associated pneumonia? 

83. Complaints from patients or their families? 

84. Verbal abuse toward nurses by patients and/or families? 

85. Verbal abuse toward nurses by staff? 

86. Physical abuse toward nurses by patients and/or families? 

87. Physical abuse toward nurses by staff? 

88. Work related physical injuries to nurses? 
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Section 6: How often do you perform the following tasks? 

 

89. Delivering and retrieving food trays? 

90. Performing non-nursing care? 

91. Arranging discharge referrals and transportation (including to long term care)? 

92. Routine phlebotomy? 

93. Transporting of patients within the hospital? 

94. Cleaning patient rooms and equipment? 

95. Filling in for non-nursing services not available on off-hours? 

96. Obtaining supplies or equipment? 

97. Answering phones, clerical duties? 

 

Necessary tasks left undone because of lack of time to complete tasks: 

 

98.             Comfort/talk with patients 

99.             Educating patients and family 

100. Develop or update nursing care plans/care pathways 

101. Adequate patient surveillance 

102. Adequately document nursing care 

103. Oral hygiene 

104. Frequent changing of patient position 

105. Planning care 

106. Administer medications on time 

107. Skin care 

108. Prepare patients and families for discharge 

109. Treatments and procedures 

110. Pain management. 

 

For the REDCap survey the following changes were made: 

Questions 11, 12, 13, 14 & 15 were removed as they were out of context, but were replaced by 

questions about ENs, Bank & Pool nurses, Graduate nurses, and undergraduate students. A free 

answer question was also asked about the types of ADL assistance patients required. 

Question 16 was substituted with: Do you work full time or part time? And, if you work part time, 

how many hours per fortnight do you work?  

Questions 32, 33, 38 & 44 were removed as the study unit is a single unit and these questions would 

place individuals under unintended scrutiny.  

Questions 84 & 86 were split asking about patients and family separately. 

Question 95 was removed as it was out of context to the workforce being studied.  
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Appendix B: REDCap Survey Questions. 

Section 1: Demographics 

1. Please indicate your sex 

2. Please indicate your age range 

a. Under 25 

b. 25-34 

c. 35-44 

d. 45-54 

e. 55 and over 

3. Did you train in Australia? 

4. Please indicate your highest level of nursing qualification 

5. Please indicate whether you have any post graduate qualifications 

6. If your answer to the above question is no, are you working towards any Post 

Graduate qualifications? 

7. If yes, please explain what this is (e.g. Diploma, Certificate in Cancer Nursing) and 

what you will complete your post graduate course 

8. Please indicate how long you have worked as a nurse 

a. Less than 1 year 

b. 1-5 years 

c. 6-10 years 

d. 11-15 years 

e. 16-20 years 

f. More than 20 years 

9. Please indicate how many years you have been employed as a nurse at your current 

hospital 

10. Please indicate you long you have worked as a nurse on your current ward 

11. Please indicate the nature of your employment 

a. Full time 

b. Part time 

12. If part time how many shifts do you work per fortnight? 

13. Please indicate whether your last shift worked (and reported on) was a 

a. Morning 0700-1530 

b. Afternoon 1300-2130 

c. Night 2100-0730 

Section 2: Staffing and Workload. 

14. Thinking about your last shift, how many inpatients were on the ward? (If unsure, 

please answer unsure) 

15. Thinking about your last shift, how many beds were open? 

a. 32 

b. 34 

16. Thinking about your last shift, were there any Enrolled Nurses on your shift? 

17. If yes, were you working with one? 

18. Thinking about your last shift, were there any Nurse Bank/Nurse Pool nurses on your 

shift? 
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19. If yes, how many? 

20. Thinking about your last shift, were there any Agency nurses on your shift? 

21. If yes, how many? 

22. Thinking about your last shift, were there any Graduate Nurses on your last shift? 

23. Thinking about your last shift, were there any undergraduate nurses on your shift? 

24. Thinking about your last shift, how many patients were allocated to you directly? (If 

you were working with an EN or if you are an EN, please include the total number 

between the two of you). 

25. Thinking about your last shift, how many patients required assistance with activities 

of daily living? Please provide a number. 

26. If your patient(s) required assistance, what were the types of activities that required 

assistance? E.g. showering, toileting, meal set up. 

27. If your patient(s) required assistance, did the assistance given require more than one 

nurse? 

28. Thinking about your last shift, how many patients required hourly or more frequent 

monitoring (beyond the requirements for routine rounding)? Please provide a number. 

29. Thinking about your last shift, how many patients required hourly or more frequent 

treatments (beyond the requirements for routine rounding)? Please provide a number.

  

30. Thinking about your last shift, which of the following statements best describes your 

work profile? 

a. I provided most of the care myself 

b. I supervised the care provided by others and provided some myself 

c. I provided limited and  most was provided by others 

Section 3: Practice Environment and Job Satisfaction. 

There are 4 choices: Strongly Disagree, Disagree, Agree, Strongly Agree. 

31. There are adequate support services to allow me to spend time with my patients. 

32. Doctors and nurses have good working relationships. 

33. There is a supervisory staff that is supportive of nurses. 

34. There are active staff development or continuing education programmes for nurses. 

35. There is opportunity for career development/clinical ladder opportunity. 

36. There is opportunity for nurses to participate in policy decisions. 

37. Doctors value nurses' observations and judgments. 

38. There is enough time and opportunity to discuss patient care with other nurses. 

39. There are enough nurses on staff to provide quality patient care. 

40. There are enough staff to get the work done. 

41. Doctors recognise nurses' contribution to patient care. 

42. There is praise and recognition for a job well done. 

43. High standards of nursing care are expected by the management. 

44. There is a lot of teamwork between nurses and doctors. 

45. There are opportunities for advancement. 

46. There is a clear philosophy of nursing that pervades the patient care environment. 

47. I work with nurses who are clinically competent. 

48. Doctors respect nurses as professionals. 

49. Management listens and responds to employee concerns. 
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50. There is an active quality assurance programme (audits). 

51. Nurses are involved in the internal governance of the hospital (e.g. practice and policy 

committees). 

52. There is collaboration between nurses and doctors. 

53. There is a preceptor programme for newly hired nurses. 

54. Nursing care is based on a nursing model rather than a medical model. 

55. Nurses have the opportunity to serve on hospital and nursing committees. 

56. Doctors hold nurses in high esteem. 

57. There are written up-to-date care plans for all patients. 

58. Patient care assignments foster continuity of care (i.e. the same nurse cares for the 

same patient from one day to the next). 

 

Section 4: Job Satisfaction and satisfaction with features of the job. 

Four options: Very dissatisfied, A little dissatisfied, Moderately Satisfied, Very Satisfied.  

59. How satisfied are you with your current job? 

60. How satisfied are you with the flexibility of your work schedule? 

61. How satisfied are you with opportunities for advancement in your current job? 

62. How satisfied are you with your level of independence at work?  

63. How satisfied are you with your professional status? 

64. How satisfied are you with your wages? 

65. How satisfied are you with your educational opportunities? 

66. How satisfied are you with the amount of annual leave you are entitled to? 

67. How satisfied are you with the amount of sick leave you are entitled to? 

68. How satisfied are you with the amount of study leave you are entitled to? 

Four options: Definitely no, probably no, probably yes, definitely yes. 

69. Would you recommend your hospital to a nurse colleague as a good place to work? 

70. Would you recommend your hospital to friends or family if they needed hospital 

care? 

 

 

Section 5. Patient safety and quality of nursing care. 

Four options: Poor, fair, good, excellent 

71. In general, how would you describe the quality of nursing care delivered to patients 

on your ward? 

Five options: Failing, poor, acceptable, good, excellent 

72. In general, how would you describe patient safety on your ward? 

Four options: Not confident at all, somewhat confident, confident, very confident 
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73. In general, how confident are you that patients will be able to manage their care when 

discharged? 

Five options: Strongly disagree, disagree, neither agree not disagree, agree, strongly agree 

74. Staff feel like their mistakes are held against them. 

75. Important patient care information is often lost during shift changes  

76. Things fall between the cracks when transferring patients from one ward to another 

77. Staff feel free to question the decisions or actions of those in authority 

78. On this ward we discuss ways to prevent errors from happening again 

79. We are given feedback about changes put into place by event reports (Riskman) 

80. The actions of hospital management show that patient safety is a top priority 

How often do each of the following incidents occur between nurses and patients? 

Three options: Never, Once a month or less often, A few times a month or more often 

81. Patients received wrong medication, time, or dose 

82. Pressure ulcers after admission 

83. Patient falls with injury 

84. Complaints are received from patients or their families 

85. A work related physical injury to nurses 

How often do patients develop a healthcare associated infection? 

86. Urinary tract infection 

87. Blood stream infection 

88. Pneumonia or respiratory tract infection 

How often is there verbal abuse directed towards nurses? 

89. By patients 

90. By families 

91. By staff 

How often is there physical abuse directed towards nurses? 

92. By patients? 

93. By families 

94. By nurses? 

Section 6: Performing Non-nursing duties. 

Three choices: Never, Sometimes, Often  

95.             Delivering and retrieving food trays  

96.             Performing non-nursing care 

97.             Arranging referrals & transportation (within the hospital & to long term care) 

98.             Routine phlebotomy 

99.             Transporting of patients within the hospital              

100. Cleaning patient rooms and equipment 

101. Obtaining supplies or equipment (including medications). 

102. Answering phones, clerical duties  
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Care left undone: 

On your most recent shift, which of the following activities were necessary but left undone 

because you lacked the time to complete them? Please mark all that apply: 

103. Comfort/talk with patients 

104. Educating patients and family 

105. Develop or update nursing care plans 

106. Perform adequate patient surveillance 

107. Adequately document nursing care (on appropriate forms) 

108. Assist with oral hygiene 

109. Perform frequent changing of patient position (PAC) 

110. Planning care 

111. Administer medications on time 

112. Skin care and assessment 

113.  Prepare patients and family for discharge 

114. Treatments/procedures e.g. dressings 

115.  Pain management  
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Appendix C: Invitation E-mail. 

Email address. 

Dear Registered/Enrolled Nurse, 

I am conducting a research project called ‘Missed Care – A Nurse’s Perspective. An 

exploratory study into the who, what and why of missed care.’ Missed care is seldom 

discussed, but it can have a substantial impact on the welfare of the patient and the nurse.  

You are invited to take part in an on-line survey which can be accessed via the link at the 

bottom of the page. The survey is conducted through REDCap which is set up to ensure your 

privacy is maintained at all times. 

There are 3 components to the survey: 

1. Demographics. 

2. Practice environment and job satisfaction. 

3. Patient safety and quality of nursing care. 

The survey should take about 10-20 minutes to complete. Your participation in entirely 

voluntary and you may answer as many or as few questions as you choose. You are free to 

withdraw from the questionnaire at any time. 

You will also have the opportunity to take part in a focus group meeting to talk about your 

experiences and views. The focus groups will be held in the 7East seminar room during 

double staffing time, from 2-3pm. It is possible to take part in one or other component of the 

study, or both. If you choose to take part in the on-line survey, your consent is assumed by 

your participation. If you would like to take part in a focus group, please email me at 

A.Marven@alfred.org.au  and I will arrange a suitable time with you. You will be asked to 

sign a consent form before the focus group commences. 

All information gathered from the on-line questionnaire will be anonymous. All data gathered 

from the focus groups will be de-identified and all data reported at the end of the study will 

refer to participant numbers only. No names will be used in any report or publication to come 

from the study. If you choose to take part in the study you will be free to withdraw at any 

time without this having an impact on your working relationships or employment. If you 

decide not to take part this will have no impact on your current employment or professional 

relationships at The Alfred.  

Yours sincerely, 

Alison Marven 

 

 

 

 

 

mailto:A.Marven@alfred.org.au
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Appendix D: Questions for the Focus Groups. 

Introduction and iteration that this is a safe environment. Reminder that anything said in the 

room stays in the room. There is no judgement, no identifiers to be used, and no referring to 

colleagues who are not present. 

  

1. Can you think of a time when you haven’t been able to complete nursing tasks to your 

satisfaction? 

2. If yes, how would you describe these tasks? Essential tasks, important tasks, nice to 

have completed tasks? 

3. What are the types of patient care that are most likely to get missed or left at the end 

of a shift?  

4. Why do you think these are the aspects of care that get missed?  

5. Of the things that get missed or delayed, which do you feel are critical to patient 

outcomes? 

6. What do you think leads to care being missed? 
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Appendix E: Focus Group Information and Consent. 

FOCUS GROUP INFORMATION. 

Project Title 

Missed Care – A Nurse’s Perspective. An exploratory study into the who, what and why of 

missed care.  

Researchers 

Principle Investigator: Professor Mei Krishnasamy 

Student Investigator: Alison Marven 

 

Dear Registered/Enrolled Nurse, 

You are invited to take part in this research project exploring the concept of Missed (Nursing) 

Care. Missed care is seldom discussed, but it can have a substantial impact on the welfare of 

the patient and the nurse.  

You are invited to take part in an on-line survey which has been emailed to you. The survey 

is conducted through REDCap and you will access it through a link in the email. You will 

remain anonymous at all times. 

You also have the opportunity to take part in a focus group in order to talk about your 

experiences and views. It is possible to take part in one or other component of the study, or 

both. If you choose to take part in the on-line survey, your consent is assumed by your 

participation. You will be asked to sign a consent form before the focus group commences. 

All information gathered from the on-line questionnaire and focus groups will be anonymous 

and data reported at the end of the study will refer to participant numbers only. No names will 

be used in any report or publication to come from the study. If you choose to take part in the 

study you will be free to withdraw at any time without this having an impact on your working 

relationships or employment. If you decide not to take part this will have no impact on your 

current employment or professional relationships at The Alfred.  

The Alfred Health and Nursing Research Committee and The Alfred Health Human Research 

Ethics Committee have approved this research project.  

We understand that discussing your experiences and views can be distressing for some 

people. At any point if you feel that you are distressed by the content being discussed you can 

inform the research team. If you feel distressed by issues discussed in the focus group you 

will be able to speak to the researchers at the conclusion of the group session. Should you 

wish to discuss your participation with someone not directly involved in this study, 

particularly in regard to matters concerning policies, information about the conduct of the 

study, or your rights as a participant, or should you wish to make a confidential complaint, 

you may contact: 

Ms Emily Bingle 

Research and Governance officer, Alfred Health 
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Phone 03 90763619. 

 

If you need further support beyond this, we encourage you to access the Employee Assistance 

Program (EAP).  

 

Thank you very much for your time and for considering taking part in the study. 

 

Yours sincerely, 

 

 

Principal Investigator:  Professor Mei Krishnasamy, University of Melbourne 

Phone: 03 9656 5820 

Email: meik@unimelb.edu.au  

 

Student Investigator: Alison Marven, University of Melbourne 

Phone: +61433 612 159 

Email: A.Marven@alfred.org.au  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:meik@unimelb.edu.au
mailto:A.Marven@alfred.org.au
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FOCUS GROUP CONSENT.  

Project Title 

Missed Care – A Nurse’s Perspective. An exploratory study into the who, what and why of 

missed care.  

Researchers 

Principle Investigator: Professor Mei Krishnasamy 

Student Investigator: Ally Marven 

 

 

I _______________________________ have read the information provided about the study.  

 

I consent to participate in this focus group and acknowledge my participation is entirely 

voluntary. I am aware that I may withdraw from this research project at any time and that 

withdrawing will not affect my current or future role on the ward or at the hospital.  

I am aware that my personal details will not be used in any publication or presentation that 

may come of the research, and that I will be given a pseudonym when the data from the focus 

group is transcribed. I am aware that I am free to withdraw at any stage during the focus 

groups, and any unprocessed data that I may have supplied during the focus group will also 

be withdrawn. 

 

Signed: 
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Appendix F: E-Survey Results 

Demographics n % 

Sex N=17 
 

Female 13 76.5 

Male 4 23.5 

Age N=17 
 

Under 25 3 17.6 

25-34 8 47.1 

35-44 4 23.5 

45-54 2 11.8 

Over 55 0 0 

Trained in Australia N=17 
 

Yes 14 82.4 

No 3 17.6 

If not, where? N=3 
 

England 1 33.3 

Scotland 1 33.3 

Ireland 1 33.4 

Highest nursing qualification N=17 
 

Bachelor 11 64.7 

Diploma 1 5.9 

Other 5 29.4 

Please indicate whether you have any 

Post Graduate Qualifications. 

N=17 
 

Yes 6 35.3 

No 11 64.7 

If your answer to the question above is 

no, are you working toward any Post 

Graduate qualifications? 

N=17 
 

Yes 5 29.4 

No 10 58.8 

Missed 2 11.8 

If yes, please explain what this is (e.g. 

diploma, certificate in cancer nursing), 

and the year will complete your post 

graduate course. 

N=5 
 

Diploma 3 17.6 

Masters’ Degree 2 11.8 

Please indicate how long have you 

worked as nurse. 

N=17 
 

< 1 year 1 5.9 

1-5 years 6 35.3 

6-10 years 3 17.6 

11-15 years 4 23.5 

16-20 years 1 5.9 
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>20 years 1 5.9 

Missing 1 5.9 

Please indicate how many years you 

have you been employed as a nurse at 

your current hospital. 

N=17 
 

< 1 year 2 11.8 

1-5 years 7 41.2 

6-10 years 4 23.5 

11-15 years 2 11.8 

16-20 years 0 0 

>20 years 1 5.9 

Missing 1 5.9 

Please indicate how many years have 

you worked as a nurse on your current 

ward. 

N=17 
 

<1 year 2 11.8 

1-5 years 8 47.1 

6-10 years 4 23.5 

11-15 years 2 11.8 

16-20 years 1 5.9 

>20 years 0 0 

Please indicate the nature of your 

employment. 

N=17 
 

Full time 7 41.2 

Part time 10 58.8 

If part time, how many shifts do you 

work per fortnight? 

N=10 
 

8 shifts 6 60.0 

6 shifts 1 10.0 

5 shifts 1 10.0 

4 shifts 1 10.0 

1 shift 1 10.0 

Last shift questions 
  

Type of shift N=17 
 

Morning 8 47.1 

Afternoon 6 35.3 

Night 3 17.6 

Inpatients on ward N=17 
 

32 11 64.7 

33 3 17.6 

Missing/Not sure 4 23.5 

Beds Open? N=17 
 

32 15 88.2 

34 2 11.8 

Enrolled Nurses on shift? N=17 
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Yes 11 64.7 

No 5 29.4 

Missing 1 5.9 

If yes, were you working with one? N=17 
 

Yes 2 11.8 

No 9 52.9 

Missing 6 35.3 

Nurse Bank/Nurse Pool on shift? N=17 
 

Yes 17 100 

No 0 0 

If yes, how many? N=17 
 

1 4 23.5 

2 6 35.3 

3 5 29.4 

5 1 5.9 

Not sure 1 5.9 

Agency Nurses on shift? N=17 
 

Yes 3 17.6 

No 14 82.4 

If yes, how many? 
  

1 3 58.8 

Graduate Nurses on shift? N=17 
 

Yes 15 88.2 

No 2 11.8 

Undergraduate Students on shift? N=17 
 

Yes 14 82.4 

No 3 17.6 

If so, were you working with one? N=17 
 

Yes 4 23.5 

No 10 58.8 

Missing 3 17.6 

Number of patients you cared for? N=17 
 

3 6 35.3 

4 4 23.5 

6 3 17.6 

7 3 17.6 

8 1 5.9 

Number of patients requiring 

assistance with ASLs 

N=17 
 

1 6 35.3 

2 7 41.2 

3 4 23.5 

Types of assistance required? E.g. 

showering, toileting, meal set up. 

  

Toileting 13 
 



 

115 
 

 

  

Meal set up 5 
 

Showering 13 
 

Oral medication supervision 4 
 

Pressure Area Care 4 
 

Mobilisation/Supervision with 

ambulation 

8  

Mouth Care 4  

Full Nursing Care 1  

Did the assistance given require more 

than one nurse? 

N=17 
 

Yes 8 47.1 

No 9 52.9 

Number of patients requiring hourly or 

more frequent monitoring (beyond the 

requirements for routine rounding). 

N=17 
 

0 4 23.5 

1 9 52.9 

2 1 5.9 

3 3 17.6 

Number of patients required hourly or 

more frequent treatments. 

N=17 
 

0 2 11.8 

1 7 41.2 

2 3 17.6 

3 4 23.5 

4 1 5.9 

Statement that best describes your 

work profile?  

N=17 
 

Supervised care, provided some care 4 23.5 

Provided most of the care myself 13 76.5 
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Practice 

Environment 

Strongly 

Disagree 

Somewhat 

Disagree 

Somewhat 

Agree 

Strongly 

Agree 

Missing 

There are adequate 

support services to 

allow me to spend 

time with my patients. 

6 (35.3%) 4 (23.5%) 7 (41.2%) 0 (0%) 0 

Doctors and nurses 

have good working 

relationships. 

0 (0%) 1 (5.9%) 7 (41.2%) 9 (52.9) 0 

There is a supervisory 

staff that is supportive 

of nurses. 

1 (5.9%) 4 (23.5%) 12 (70.6%) 0 (0%) 0 

There are active staff 

development or 

continuing education 

programmes for 

nurses. 

0 (0%) 7 (41.2%) 7 (41.2%)  3 (17.6%) 0 

There is opportunity 

for career 

development/clinical 

ladder opportunity. 

2 (11.8%) 5 29.4%) 6 (35.3%) 4 (23%) 0 

There is opportunity 

for nurses to 

participate in policy 

decisions. 

6 (35.3%) 4 (23.5%) 5 (29.4%) 2 (11.8%) 0 

Doctors value nurses' 

observations and 

judgments. 

0 (0%) 0 (0%) 12 (70.6%) 5 (29.4%) 0 

There is enough time 

and opportunity to 

discuss patient care 

with other nurses. 

1 (5.9%) 6 (35.3%) 10 58.8%) 0 (0%) 0 

There are enough 

nurses on staff to 

provide quality patient 

care. 

5 (29.4%) 11(64.7%) 1 (5.9%) 0 (0%) 0 

There are enough staff 

to get the work done. 

5 (29.4%) 7 (41.2%) 4 (23.5%) 1 (5.9%) 0 

Doctors recognise 

nurses' contribution to 

patient care. 

0 (0%) 2 (11.8%) 13 (76.5%) 2 (11.8%)  0 

There is praise and 

recognition for a job 

well done. 

3 (17.6%) 4 (23.5%) 10 (58.8%) 0 (0%) 0 

High standards of 

nursing care are 

expected by the 

management. 

0 (0%) 0 (0%) 7 (41.2%) 10 (58.8%) 0 
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There is a lot of 

teamwork between 

nurses and doctors. 

0 (0%) 4 (23.5%) 11 (64.7%) 2 (11.8%) 0 

There are 

opportunities for 

advancement. 

0 (0%) 8 (47.1%) 9 (52.9%) 0 (0%) 0 

There is a clear 

philosophy of nursing 

that pervades the 

patient care 

environment. 

0 (0%) 5 (29.4%)  11(64.7%) 0 (0%) 1 (5.9%) 

I work with nurses 

who are clinically 

competent. 

0 (0%) 1 (5.9%) 11 (64.7%) 5 (29.4%) 0 

Doctors respect nurses 

as professionals. 

0 (0%) 1 (5.9%) 13 (76.5%) 3 (17.6%) 0 

Management listens 

and responds to 

employee concerns. 

5 (29.4%) 5 (29.4%) 7 (41.2%) 0 (0%) 0 

There is an active 

quality assurance 

programme (audits). 

0 (0%) 1 (5.9%) 8 (47.1%) 8 (47.1%) 0 

Nurses are involved in 

the internal 

governance of the 

hospital (e.g. practice 

and policy 

committees). 

2 (11.8%) 7 (41.2%) 6 (35.3%) 2 (11.8%) 0 

There is collaboration 

between nurses and 

doctors. 

0 (0%) 1 (5.9%) 14 (82.4%) 2 (11.8%) 0 

There is a preceptor 

programme for newly 

hired nurses. 

0 (0%) 2 (11.8%) 8 (47.1%) 7 (41.2%) 0 

Nursing care is based 

on a nursing model 

rather than a medical 

model. 

0 (0%) 4 (23.5%) 10 (58.8%) 3 (17.6%) 0 

Nurses have the 

opportunity to serve 

on hospital and 

nursing committees. 

0 (0%) 7 (41.2%)  9 (52.9%)  0 (0%) 1 (5.9%) 

Doctors hold nurses in 

high esteem. 

0 (0%) 4 (23.5%) 12 (70.6%) 1 (5.9%) 0 

There are written up-

to-date care plans for 

all patients. 

3 (17.6%) 9 (52.9%) 4 (23.5%) 1 (5.9%) 0 
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Patient care 

assignments foster 

continuity of care (i.e. 

the same nurse cares 

for the same patient 

from one day to the 

next). 

4 (23.5%) 4  (23.5) 7 (41.2%) 2 (11.8%) 0 

Job Satisfaction            Strongly 

Disagree 

Somewhat 

Disagree 

Somewhat 

Agree 

Strongly 

Agree 

Missing 

How satisfied are you 

with your current job? 

0 (0%) 6 (35.3%) 11 (64.7%) 0 (0%) 
 

How satisfied are you 

with the flexibility of 

your work schedule? 

0 (0%) 5 (29.4%) 6 (35.3%) 6 (35.3%) 
 

How satisfied are you 

with opportunities for 

advancement in your 

current job? 

1 (5.9%) 6 (35.3%) 10 (58.8%) 0 (0%) 
 

How satisfied are you 

with your level of 

independence at 

work? 

1 (5.9%) 0   (0%) 9 (52.9%) 7 (41.2%) 
 

How satisfied are you 

with your professional 

status? 

2 (11.8%) 2 (11.8%) 9 (52.9%) 4 (23.5%) 
 

How satisfied are you 

with your wages? 

5 (29.4%) 5 (29.4%) 6 (35.3%) 1 (5.9%) 
 

How satisfied are you 

with your educational 

opportunities? 

1 (5.9%) 4 (23.5%) 11 (64.7%) 0 (0%) 1 (5.9) 

How satisfied are you 

with the amount of 

annual leave you are 

entitled to? 

3 (17.6%) 5 (29.4%) 7 (41.2%) 2 (11.8%) 
 

How satisfied are you 

with the amount of 

sick leave you are 

entitled to? 

2 (11.8%) 1 (5.9%) 7 (41.2%) 7 (41.2%) 
 

How satisfied are you 

with the amount of 

study leave you are 

entitled to? 

2 (11.8%) 3 (17.6%) 7 (41.2%) 5 (29.4%) 
 

 

 

 

 



 

119 
 

How likely would you be to recommend 

your hospital 

Definitely 

No  

Probably 

No 

Probably 

Yes 

Definitely 

Yes 

To a nurse colleague as a good place to 

work? 

0 (0%) 2 (11.8%) 13 (76.3%) 2 (11.8) 

To friends or family if they needed hospital 

care? 

0 (0%) 0 (0%) 12 (70.6%) 5 (29.4%) 

 

In general, how would 

you describe the 

quality of nursing care 

delivered on your 

ward? 

Poor Fair Good  Excellent 
 

 
0 (0%) 2 (11.8%) 9 (52.9%) 6 (35.3%) 

 

In general, how would 

you describe patient 

safety on your ward? 

Failing Poor Acceptable Very 

Good 

Excellent 

 
0 (0%) 2 (11.8%) 5 (29.4%) 9 (52.9%) 1 (5.9%) 

In general, how 

confident are you that 

patients will be able to 

manage their own care 

when discharged? 

Not 

confident 

at all 

Somewhat 

confident 

Confident Very 

Confident 

 

 
0 (0%) 6 (35.3%) 11 (64.7%) 0 (0%) 

 

 

How much do you 

agree with the 

following statements? 

Strongly 

Disagree 

Disagree Neither 

Agree nor 

Disagree 

Agree Strongly 

Agree 

Staff feel like their 

mistakes are held 

against them 

1 (5.9%) 1 (5.9%) 7 (41.2%) 8 (47.1%) 0 (0%) 

Important patient care 

information is often lost 

during shift changes 

0 (0%) 2 (11.8%) 3 (17.6%) 11 (64.7%) 1 (5.9%) 

Things fall between the 

cracks when 

transferring patients 

from one ward to 

another 

0 (0%) 1 (5.9%) 2 (11.8%) 9 (52.9%) 5 (29.4%) 

Staff feel free to 

question the decisions 

or actions of those in 

authority 

2 (11.8%) 0 (0%) 4 (23.5%) 11 (64.7%) 0 (0%) 

On this ward we 

discuss ways to prevent 

errors from happening 

again 

1 (5.9%) 1 (5.9%) 3 (17.6%) 10 (58.8%) 1 (11.8%) 

We are given feedback 

about changes put into 

3 (17.6%) 3 (17.6%) 2 (11.8%) 9 (52.9%) 0 (0%) 
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place by event reports 

(Riskman) 

The actions of hospital 

management show that 

patient safety is a top 

priority 

4 (23.5%) 2 (11.8%) 3 (17.6%) 6 (35.3%) 2 (11.8%) 
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How often do each of 

the following incidents 

occur between a nurse 

and a patient? 

Never Once a 

month or 

less 

A few 

times a 

month or 

more 

Missed 

Patients received wrong 

medication, time, or dose 

0 (0%) 12 (70.6%) 5 (29.4%) 
 

Pressure ulcers after 

admission 

2 (11.8%) 13 (76.5%) 2 (11.8%) 
 

Patient falls with injury 0 (0%) 13 (76.5%) 4 (23.5%) 
 

Complaints are received 

from patients or their 

families 

1 (5.9%) 9 (52.9%) 7 (41.2%) 
 

A work related physical 

injury to nurses 

2 (11.8%) 15 (88.2%) 0 (0%) 
 

Urinary tract infection 0 (0%) 14 (82.3%) 2 (11.8%) 1 (5.9%) 

Blood stream infection 0 (0%) 5    (29.4%) 11 (64.7%) 1 (5.9%) 

Pneumonia or respiratory 

tract infection 

0 (0%) 4    (23.5%) 12 (70.6%) 1 (5.9%) 

How often is there 

verbal abuse directed 

towards nurses? 

    

By patients 2 (11.8%) 12 (70.6%) 3 (17.6%) 
 

By families 1 (5.9%) 14 (82.4%) 2 (11.8%) 
 

By staff 8 (14.1%) 9 (52.9%) 0 (0%) 
 

How often is there 

physical abuse directed 

towards nurses? 

    

By patients 5 (29.4%) 12 (70.6%) 0 (0%) 
 

By families 12(70.6%) 5 (29.4%) 0 (0%) 
 

By staff 17 (100%) 0 (0%) 0 (0%) 
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How often did you perform each of the 

following tasks? 

Never Sometimes Often 

Delivering and retrieving food trays 0 (0%) 3 (17.6%) 14 (82.4%) 

Performing non-nursing care 0 (0%) 5 (29.4%) 12 (70.6%) 

Arranging referrals and transportation 

(within the hospital and to long term care) 

0 (0%) 10 (58.8%) 7 (41.2%) 

Routine phlebotomy 0 (0%) 8 (47.1%) 9 (52.9%) 

Transporting of patients within the hospital 0 (0%) 13 (76.5%) 4 (23.5%) 

Cleaning patient rooms and equipment 3 (17.6%) 5 (29.4%) 9 (52.9%) 

Obtaining supplies or equipment (including 

medications). 

0 (0%) 4 (23.5%) 13 (76.5%) 

Answering phones, clerical duties 0 (0%) 2 (11.8%) 15 (88.2%) 

 

On you most recent shift, which of the following activities were 

necessary but left undone because you lacked the time to complete 

them? 

(n(%)) 

  

Comfort/talk with patients 15 (88.2%) 

Educating patients and family 11 (64.7%) 

Develop or update nursing care plans 13 (76.5%) 

Perform adequate patient surveillance 8 (47.1%) 

Adequately document nursing care (on appropriate forms) 6 (35.3%) 

Assist with oral hygiene 8 (47.1%) 

Perform frequent changes of patient position (PAC) 5 (29.4%) 

Planning Care 5 (29.4%) 

Administer medications on time 6 (35.3%) 

Skin care and assessment 4 (23.5%) 

Prepare patients and family for discharge 10 (58.7%) 

Treatments/procedures e.g. dressings 7 (41.2%) 

Pain Management 2 (11.8%) 
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Appendix G: CNSA Abstract. 

This abstract has been accepted and will be presented at the Cancer Nurses Society of 

Australia Annual Congress in Cairns 12-14 May 2016. 

Title: Missed Care – A Nurse’s Perspective. An exploratory study into the who, what and 

why of missed care. 

Author: Marven, A. & Krishnasamy, M. 

Institution: University of Melbourne 

Introduction: International evidence demonstrates that missed nursing care or care left 

undone is common and factors that result in missed care are complex and numerous. 

Critically, patients report poorer experiences of care in hospitals where more nursing care is 

left undone. Despite strong international evidence, there has been little research to explore 

missed nursing care in Australia.   

Objectives/Aims: To: 1) explore nurses’ perceptions of factors leading to missed care and, 2) 

identify factors contributing to missed nursing care.   

Description/Methodology: An exploratory, mixed methods study involving a survey of 

nurses’ views of factors leading to missed care; a consideration of the environment of care 

during the data collection period; and focus groups to explore factors nurses believe result in 

missed care. 

Results/Outcomes: Survey data were collected from nurses on a 32 bed 

oncology/haematology ward over a three week period in September 2015. Seventeen of 50 

nurses (34%) responded. During the data collection period, 103 patients were cared for on the 

ward. The most common areas of missed care reported were talking with patients (15, 

88.2%), developing and updating nursing care plans (13, 76.5%), and educating patients and 

family (11, 64.7%). Data from the focus groups indicated acute awareness of missed care and 

multiple factors leading to missed care were identified.  

Conclusions: This preliminary, exploratory study offers an insight into missed nursing care 

in one Australian setting. Data indicated potentially modifiable factors for reduction of 

missed nursing care. Multi-site research is needed to further explore missed care in cancer 

settings. 
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