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Abstract 

Background: With an ageing population, there is an increasing need for care, both as home care and in nursing 
homes. However, some needed care is not carried out for different reasons, which can affect patient safety. The aim 
of the study was to describe prevalence, type, and reasons for missed nursing care in home care and nursing homes, 
from nurses’ perspective.

Methods: A cross sectional design with quantitative and qualitative approach. A Swedish version of Basel Extent of 
Rationing of Nursing Care for nursing homes and 15 study specific questions were answered by 624 registered nurses, 
enrolled nurses, or nurse assistants. Both descriptive and analytical, independent-samples t-test, analyses were used. 
Qualitative content analysis was used for the open-ended question.

Results: The care activity most often missed in home care was: ‘set up or update care plans’ (41.8%), and in nursing 
homes: ‘scheduled group activity’ (22.8%). Reasons for missed nursing care were lack of preparedness for unexpected 
situations, obstacles in a deficient work environment, unsatisfactory planning in the organisation, and/or shortcom-
ings related to the individual.

Conclusion: Not all care activities needed are performed, due to reasons such as lack of time or organisational issues. 
Missed nursing care can lead to adverse events and affect patient safety. It is important to be aware of missed nursing 
care and the reasons for it, which gives a possibility to initiate quality improvement work to ensure patient safety.

Keywords: aged, BERNCA-NH, elderly people, home care services, missed nursing care, nursing homes, patient 
safety, Prevalence
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Introduction
An ageing population is a challenge for health care sys-
tems in meeting the growing care needs [1]. At the same 
time, there is a general shortage of health workers as well 
as a shortage of adequately educated health workers [2].

The phenomenon missed nursing care can be described 
using different concepts, referring to nursing care within 
the areas of nurse´s responsibility [3, 4]. It is a description 

that includes all nursing care that should have been car-
ried out but was omitted [5, 6], fully or partly [6], or 
delayed [5, 6]. It can also be seen as an indication of omis-
sion [5, 6], where the necessary nursing care is performed 
incompletely [6–10]. There is no consensus in what con-
cept to use [3]. Henceforth in this paper, the concept 
‘missed nursing care’ will be used.

Reasons for missed nursing care can be related to lack 
of staff, unexpected increase in the number of patients or 
the required needs [11], or inadequate staffing in relation 
to needed competences [12, 13], which in turn can be an 
explanation for how nurses make decisions and prioritize 
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care [14]. Prioritization of nursing care can be dilemmas 
where staff have to make difficult decisions, sometimes 
based on assessments being made to determine what care 
is the most important [15]. Missed nursing care can also 
be seen as a contributing factor to adverse events and can 
affect patient safety [4], therefore it should be of interest 
to nurses and management.

The Swedish municipal context 
In Swedish municipalities, people in working age are 
decreasing, at the same time the number of older peo-
ple living at home in need of care is increasing, as is 
the complexity of their care needs. [16]. This has led to 
an increased demand of advanced nursing care in home 
care and nursing homes [17]. Sweden consists of 290 
municipalities divided into 21 regions [18]. According 
to the Swedish Health and Medical Services Act [19], 
municipalities should offer health services to residents. 
The Social Services Act ascribes an obligation to meet 
individuals’ needs for support and care, either as home 
care or in nursing homes [20]. In Swedish municipali-
ties, registered nurses are responsible for the care given 
to older people, however the majority of care is carried 
out by enrolled nurses or nurse assistants, with or with-
out formal competence [21]. The enrolled nurses or nurse 
assistants can also perform interventions after receiving a 
delegation from a registered nurse [22].

A primary goal for all health care workers are to pro-
vide care of high quality for all people on equal terms. 
Despite this, the phenomenon missed nursing care exists. 
This increasing demand for older people to need care, as 
home care or in nursing homes, can be seen both inter-
nationally and nationally. However, research on missed 
nursing care in Swedish municipal health care for older 
people is lacking, despite the fact that studying missed 
nursing care is one way to identify areas in need of 
improvement in order to ensure patient safety and quality 
of care.

Methods
Aim
The aim of the study was to describe prevalence, type, 
and reasons for missed nursing care in home care and 
nursing homes, from nurses’ perspective.

Design
A cross-sectional design was used.

Setting and sample
The study was conducted in both home care and nurs-
ing homes in eight medium-sized municipalities with 
urban and rural area, in one region in Sweden. The inclu-
sion criteria to participate were: health care staff working 

with older people, as registered nurses, enrolled nurses 
or nurse assistants (hereafter referred to as nurses) with 
or without formal education, who were either perma-
nently or temporarily employed. Exclusion criteria were: 
nurses on an extended period of leave, e.g. parental 
leave, sick leave, and nurses who do not work with direct 
care. A total of 3293 were invited to participate, and 671 
responded. Of these, 93.0% (n = 624) stated their work-
place as home care or in nursing homes.

Questionnaire
The questionnaire consisted of five parts with a total of 
64 items and two open-ended questions. In the present 
study, two parts concerning missed nursing care were 
included; the 20 items questionnaire Basel Extent of 
Rationing of Nursing Care for nursing homes (BERNCA-
NH), Swedish version, and 15 study specific items. One 
open–ended question was included, and five demo-
graphic questions about gender, age, education, and 
employment.

Basel Extent of Rationing of Nursing Care for nursing 
homes
The questionnaire BERNCA-NH, (19 items), was devel-
oped and validated by Zúñiga, Schubert, Hamers, Simon, 
Schwendimann, Engberg and Ausserhofer [23]. The 
instrument was translated into a Swedish version, con-
taining 20 items, as one item that contained two activi-
ties was separated, (Cronbach´s alpha, 0.91). The starting 
point for the questionnaire was care that was ‘necessary 
and usual but could not be performed or partly performed 
because of lack of time or high workload’. The items should 
be answered from the condition; How often in your last 
seven working days did it happen that… after that the 
items were listed as activities that have not been carried 
out. The answer options were: never, seldom, sometimes, 
and often, where ’never’ stands for never missed nursing 
care and so on to ‘often’ missed nursing care. Participants 
were also given the possibility to answer: activity not nec-
essary or not within my responsibility.

Study specific items
The questionnaire included 15 additional study specific 
items about missed nursing care. These items comple-
mented BERNCA-NH, with additional items related to 
common nursing activities in municipal health care for 
older people, e.g. ‘serving food while it is still hot’, ‘act-
ing if abuse occurred’. The items had the same structure 
as the questionnaire BERNCA-NH and were answered in 
the same manner. One open-ended question: What can 
you see as reasons for missed nursing care?, was added to 
describe the nurses´ perceptions in their own words.
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Data collection.
Data were collected from October 2019 to January 2020. 
Contact was first made with the manager of the commu-
nity health care for older people in eight municipalities 
in Sweden, to obtain permission to conduct the study, 
and to get access to the nurses e-mail addresses at work 
or home addresses. The distribution of the questionnaire 
was done, upon an agreement with the manager (since all 
nurses did not have work e-mail addresses). Either it was 
sent as a link in an e-mail or delivered as a hard copy. The 
hard copy was either delivered at staff meetings for all 
nurses or to the nurses’ home addresses. Two reminders 
were sent out.

Data analysis
Collected data were analysed using descriptive statistics 
with percent, mean (M), and standard deviation (SD). 
The analytical statistics independent-samples t-test was 
used to identify significant differences between groups, 
(home care versus nursing homes), using a significant 
value of p ≤ 0.05 [24]. All statistical analyses were made 
using IBM SPSS Statistics 27. The analyses were only 
done on the four options never, seldom, sometimes, and 
often. Missed answers for the different items were low 
and ranged from 1.5 to 2.7%.

The open-ended question was answered in 192 written 
comments that were either single-word or full sentences. 

For analysis, an inductive approach was used, searching 
for similarities and differences [25]. Following Grane-
heim and Lundman [26] qualitative content analysis, 
first the sentence units were found and condensed. After 
that, the sentence units were abstracted in the creation of 
codes, and later on described as categories based on dif-
ferent content areas.

Ethical considerations
The participants received written information about the 
study, participation was voluntary and anonymous, and 
sending in the questionnaire, by mail/e-mail, was consid-
ered as informed consent. The study was approved by the 
Swedish Ethical Review Authority (Dnr: 2019–04,109) 
and followed the ethical standards as described in The 
Declaration of Helsinki [27].

Results
A total of 624 nurses working in home care (n = 265) 
or in nursing homes (n = 359) participated in the study. 
Most of the participants worked as enrolled nurses, and 
the majority of participants had been working for more 
than five years. Participating nurses were aged between 
19 and 67 years, with a mean age of 48.1 year (SD 12.0). 
For detailed demographic information, see Table 1.

Table 1 Demographic of the nurses

Total Home care Nursing home

n % n % n %

Profession

Registered nurse 42 6.8 23 8.8 19 5.3

Enrolled nurse 510 82.3 202 77.1 308 86.0

Assistant nurse 68 11.0 37 14.1 31 8.7

Gender

Female 587 94.4 242 91.7 345 96.4

Male 34 5.5 21 8.0 13 3.6

Other 1 0.2 1 0.4 0

Age

19–29 year 57 9.6 33 12.7 24 7.1

30–39 year 101 16.9 53 20.5 48 14.2

40–49 year 119 20.0 50 19.3 69 20.5

50–59 year 204 34.2 78 30.1 126 37.4

60–67 year 115 19.3 45 17.4 70 20.8

Total of years in profession in 
municipality

 < 1 year 14 2.3 11 4.3 3 0.9

1 – 2 years 30 4.9 17 6.6 13 3.7

 > 2 – 5 years 84 13.8 47 18.3 37 10.6

 > 5 years 479 78.9 182 70.8 297 84.9
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Prevalence and types of missed nursing care
The nurses working in home care reported seldom 
missed care activities ranging from 4.3% to 28.6%, some-
times missed nursing care ranging from 0.4% to 30.0%, 
and often missed nursing care ranging from 0.0% up to 
41.8%. Ten of 35 care activities were report as missed to 
some extent (seldom, sometimes, often) half of the times. 
In home care the most often reported care activities to 
be missed were: ‘set up or update care plans’ (41.8%), 
and ‘necessary conversation with family’ (30.0%). Four-
teen care activities were reported as never missed in 
70% or more of the time. The least missed care activities 
were not ‘acting if abuse occurred’ (94.5%), and ‘doing a 
nursing task when not having a delegation’ (93.5%), see 
Table 2 and 3.

In nursing homes, seldom missed care activities were 
reported in a range from 3.8% to 37.1%, sometimes 
missed nursing care ranging from 1.3% to 36.2%, and 
often missed nursing care ranging from 0.0% to 22.8%. 
Fifteen out of 35 care activities were missed half of the 
time to some extent (seldom, sometimes, often). In nurs-
ing homes, the most frequently missed care activities 
were: ‘scheduled group activity’ (22.8%), and ‘scheduled 
single activity with care recipient’ (19.7%). Ten care activ-
ities were reported as never missed in 70% or more of the 
time. The lowest frequency missed activities were: ‘doing 
a nursing task when not having a delegation’ (94.7%), and 
not ‘acting if abuse occurred’ (89.0%), see Table 2 and 3.

Statistically significant differences (p ≤ 0.05) were iden-
tified in type of missed nursing care between home care 
and nursing homes, (15 out of 35 items), whereof 11 of 
these care activities were more often missed in nursing 
homes than in home care. Five care activities had a sta-
tistical significance ≤ 0.01; ‘monitoring care recipient as 
care worker felt necessary’, ‘monitoring of confused/cog-
nitively impaired care recipients and use of restraints/
sedatives’, ‘scheduled single activity with a care recipients’, 
‘scheduled group activity with several care recipients’, 
and ‘assistance while food still hot ‘, were all more often 
missed in nursing homes. The four nursing tasks more 
often missed in home care were: ‘studying care plans 
at the beginning of shift, ‘set up or update care plans’, 
‘documentation of care’, and ‘basic hygiene routines’, see 
Table 2 and 3.

Reasons for missed nursing care
The results from the open-ended question apply to 
nurses working in both home care and nursing homes, 
and it showed consistency for the two settings. Four cat-
egories summarize the reasons for missed nursing care: 
‘Lack of preparedness for unexpected situations’, ‘Obsta-
cles in a deficient work environment’, ‘Unsatisfactory 

planning in the organisation’, and ‘Shortcomings related 
to the individual’.

Lack of preparedness for unexpected situations
Participating nurses expressed that if something unfore-
seen happened or if a care recipient did not want to 
receive help, there was no margin for the task to take a 
little longer. There was no time scheduled for unexpected 
alarms, so it became impossible to carry out all required 
care. The nurses were forced to prioritize which tasks 
to do, as there were no opportunity to catch up with 
everything.

Every day, unforeseen things happen that steal time 
from the care recipients.
… there is no extra time.

Obstacles in a deficient work environment
The nurses stated that missed nursing care could occur 
when there were deficiencies in communication, such as 
bad information transfers, language difficulties, or mis-
understandings. The nurses had to cover up for co-work-
ers who lacked experience and/or knowledge, because 
they were new at the workplace, uneducated, or did not 
have delegation to do all nursing care, which made it hard 
to complete all required tasks due to time restraints. It 
was considered time consuming to check that everyone 
on the team had the same, correct information. The doc-
umentation system was too complicated, and was divided 
for the different professions. Starting and logging into 
computers was seen as time consuming, and the number 
of computers was insufficient, so sometimes the docu-
mentation was not done.

Regarding administration, it takes a very long time 
to get into the computer. Sometimes you do not doc-
ument what you need becauseit takes too long…

Unsatisfactory planning in the organisation
Some reasons for missed nursing care were beyond the 
nurses’ control. The scheduled staffing was experienced 
as too low and the workload was considered high with 
too many tasks to do. Participating nurses thought the 
schedules were poorly planned, which made the working 
day stressful. When the allotted time for tasks (the tasks 
are minute-controlled), was not enough, it was impos-
sible to catch up and, even the travel time between care 
recipients was too short. The nurses expressed that lack 
of material, such as a medication box that had not been 
refilled or lack of computers to document the nursing 
care on, caused missed nursing care.

I want to give care recipient so much more, but it is 
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not possible with the strict minute schedule we fol-
low in home care. Leads to an unsustainable care 
situation with the risk of unnecessary adverse events 
that could have been avoided.

Shortcomings related to the individual
The nurses described how they did not felt well, and that 
made them not to perform as well as they usually would. 
They also expressed feelings of fatigue and they did forget 
things that ought to done. Sometimes carelessness was 
the reason that made nursing care been missed.

… you have so much that you forget to pass on 
important information.

Discussion
The aim of the study was to describe prevalence, type, 
and reasons for missed nursing care in home care and 
nursing homes, from nurses’ perspective. The results of 
the study indicate that some nursing care activities were 
performed while others were missed to varying degrees. 
Rates of missed nursing care were significantly higher 
in nursing homes than in home care. A possible reason 
for this could be the organizational differences between 
home care and nursing homes. In home care nurses visits 
older people on a scheduled basis doing predetermined 
nursing activities and in nursing homes several nurses 
work together in a unit to care for a group of older peo-
ple with more complex needs. In nursing homes it might 
be easier to forget something due acute undertakings or 
to think that someone else will cover up if there is a lack 
of time to do all required nursing activities. In a national 
annual survey, 18% of the older people in home care 
and 28% of older people in nursing homes thinks that 
the nurses never or seldom have the time to perform all 
tasks [28]. This is in line with current results that missed 
nursing care exists in home care, but is more common in 
nursing homes.

In the present study, many care activities have a high 
percent for never been missed, indicating that these are 
high prioritized. On the contrary, low priority is giving 
to set up care plans, the most frequently missed activ-
ity in home care, and the reason was often due to time 
constraints. This is in agreement with the results from 
other studies where documentation has been found to 
have a high frequency of being missed; Phelan, McCarthy 
and Adams [29] reported 79% missed, and Norman and 
Sjetne [30] reported 54%. The present result showed that 
too few computers was seen as a reason for missed nurs-
ing care, which is in line with Ausserhofer, Favez, Simon 
and Zuniga [31] where a significant association between 

a sufficient number of computers and less missed nursing 
care was found.

In the present study, nearly half of the time sponge 
bath/partial sponge bath/skin care was missed to some 
extent. Another study showed the most common care 
activity to be missed were assistance with body clean-
ing [32]. Social activities were an activity often missed in 
nursing homes. Similar findings where nurse assistants 
spent almost no time socialising with the older people, 
though they prioritized most of their time in nursing 
homes to help residents with personal care [33]. When 
there is not enough time, priority is given to fundamental 
care and social care is omitted [15]. The nurses in both 
home care and nursing homes expressed that sometimes 
prioritizations must be done, and it was seen as an ethi-
cal challenge [34]. Moral distress increased among nurses 
when quality of life was reduced for older people with 
dementia due to too few activities. Even having to rush 
the care because there is not enough time gives a moral 
distress to the nurses [35].

The results show perceptions of an organisation that is 
not prepared for unforeseen situations, the organisation 
is too slim-lined with a too high workload. Organisational 
factors, including those related to financial austerity and 
leadership, come with consequences to missed nursing 
care [36]. When there is not enough time the nurses are 
forced to prioritize what care to give. This causes dilem-
mas in how to prioritization due to high workloads, inad-
equate staffing levels, unexpected events, and conflicting 
demands [15]. Regardless of the reason, this should be an 
important focus for managers so they can work on solu-
tions for improvement, so no missed nursing care occurs. 
When studying reported adverse events in municipal 
health care circumstances that led to missed nursing care 
were: insufficient clinical assessments and documenta-
tion, not carrying out activities for daily living (e.g. help 
with hygiene), which in turn led to adverse events [37]. 
It is known that missed nursing care can lead to serious 
consequences for older people [36], for patient safety 
[38], quality of care, and patient satisfaction [39].

Limitations
There are some limitations to the study. The question-
naire was distributed in different ways, according to how 
the addresses to e-mails or mail-boxes could be provided, 
and the way to distribute all have their advantage and 
disadvantage. For example, 43.5% had the questionnaire 
distributed by e-mail, and 2.7% were given a hard-copy 
of the questionnaire on staff meetings. It is a well-known 
problem that web based surveys can be blocked as spam 
[40], and never reached the participants. Despite this, no 
patterns can be seen in response rates according to the 
way the questionnaire was distributed. The questionnaire 
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is based on self-reported answers, which mean that the 
answer, deliberately or not, can have bias for social desir-
ability [41]. Perhaps some participants found it control-
ling or conscientiously difficult to answer questions 
about what they did not do, but should have done, even 
if the survey were anonymous. This means that there is 
a risk of underreporting when studying the phenomenon 
missed nursing care [9, 42, 43]. Recall bias is a known 
error [41, 44], it was handled in this study by asking the 
participants to recall their last seven days. The findings 
are not different from earlier studies in that the phenom-
enon missed nursing care exists, even if a generalisation 
cannot be made yet.

Conclusions
Nurses’ intentions are to perform all required nursing 
care activities, but there are care activities that not are 
performed, for older people in municipal health care. 
The stated reasons were lack of preparedness for unex-
pected situations, obstacles in a deficient work environ-
ment, unsatisfactory planning in the organisation and/or 
shortcomings related to the individual. Missed nursing 
care can lead to adverse events and affect patient safety. 
Continuously measuring the occurrence of missed nurs-
ing care, will make the organisations aware of the phe-
nomenon and give the possibility to prevent it. It also 
provides an opportunity to take it into consideration 
when decisions are made at the organisational level, from 
the head of administration of health care to the manag-
ers on respective unit. This should enable improvements 
to be made and implementation of work procedures that 
ensure a high patient safety and qualitative of care.
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