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A B S T R A C T   

Background: Patient safety is a global health priority. Errors of omission, such as missed nursing care in hospitals, 
are frequent and may lead to adverse events. Emergency departments (ED) are especially vulnerable to patient 
safety errors, and the significance missed nursing care has in this context is not as well known as in other 
contexts. 
Aim: The aim of this scoping review was to summarize and disseminate research about missed nursing care in the 
context of EDs. 
Method: A scoping review following the framework suggested by Arksey and O’Malley was used to (1) identify 
the research question; (2) identify relevant studies; (3) select studies; (4) chart the data; (5) collate, summarize, 
and report the results; and (6) consultation. 
Results: In total, 20 themes were derived from the 55 included studies. Missed or delayed assessments or other 
fundamental care were examples of missed nursing care characteristics. EDs not staffed or dimensioned in 
relation to the patient load were identified as a cause of missed nursing care in most included studies. Clinical 
deteriorations and medication errors were described in the included studies in relation to patient safety and 
quality of care deficiencies. Registered nurses also expressed that missed nursing care was undignified and 
unsafe. 
Conclusion: The findings from this scoping review indicate that patients’ fundamental needs are not met in the 
ED, mainly because of the patient load and how the ED is designed. According to registered nurses, missed 
nursing care is perceived as undignified and unsafe.   

1. Background 

Patient safety is a global health priority and can be understood as a 
framework of activities that create patient safety cultures and processes 
in healthcare [1]. Strategies to minimize patient safety errors and future 
harm to patients aim at the underlying systems [2], such as mandating 
minimum nurse-to-patient ratios in hospitals [3]. According to the In-
ternational Council of Nurses (ICN), registered nurses (RNs) have a 
significant role in maintaining high patient safety because they address 
patient safety in all aspects of the care they provide [4]. This relation-
ship is further underscored by the fact that a high level of RN compe-
tence and low numbers of patients a RN is responsible for are associated 
with decreased patient mortality [5,6]. Inquiries have also revealed that 
patient safety is compromised when RNs have failed to deliver funda-
mental care to patients [7,8]. This type of patient safety threat is cate-
gorized as an error of omission, which encompasses nursing care that is 
either delayed or omitted [9]. 

Missed Nursing Care (MNC) is one of the health concerns worldwide. 
MNC refers to those elements of nursing care that are not provided or are 
significantly delayed for patients. Various concepts has been used such 
as ‘nursing care left undone’ [10], ‘care left undone’ [11], ‘unmet 
nursing care needs’ [12], ‘implicit rationing of nursing care’ [13], and 
‘MNC’ [9,14] in this line of research. Nursing care activities are 
distributed on a continuum between performed and missed. If, for any 
reason, the necessary care activities are omitted, left incomplete, or 
performed at a time that is not appropriate, they are categorized as 
missed [15]. Usually, MNC is surveyed using instruments measuring the 
distinction between required patient needs and the care delivered [16]. 
Outcomes from that research indicates that adverse events have an as-
sociation with MNC, such as medication errors and nosocomial in-
fections [17]. In acute hospital contexts, research has come to 
encompass e.g. medical and surgical wards [18] and critical care [19]; 
however, emergency departments (EDs) are often not included. Thus, 
how MNC in EDs affect patient safety and quality of care is not well 
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known. From a patient safety perspective, it is important to enhance the 
scope of MNC research to the ED setting because EDs are identified as 
significant settings of preventable human errors and adverse advents 
[20,21]. 

There have been several reviews of MNC, with a focus on the fre-
quency of MNC, factors that influence it and outcomes from hospital 
settings; however, there is limited knowledge about MNC in the ED 
context. Therefore, a scoping review with the aim of summarizing and 
disseminating the research about MNC in EDs was carried out. 

2. Methods 

2.1. Design 

To explore the research about MNC in EDs, a broad range of research 
designs were of interest; therefore, a scooping review was chosen. The 
scoping review process followed the five stages proposed by Arksey and 
O’Malley [22], as elaborated and clarified by Levac et al. [23]: (1) 
identifying the research question, (2) finding relevant studies, (3) study 
selection, (4) charting the data, (5) collating, summarizing, and 
reporting the results, and (6) consultation. The scoping review is re-
ported in accordance with the Preferred Reporting Items for Systematic 
Reviews and Meta-Analyses extension for scoping review guidance 
(PRISMA-ScR) [24]. A review protocol [25] was registered with the 
Open Science Framework. 

2.2. Stage one: Identifying the research questions 

The aim was to summarize and disseminate research about MNC in 
EDs. In line with this, the following research questions were identified:  

– What is the character, prevalence, and causes of MNC in the context 
of EDs?  

– What is known about MNC in relation to patient safety and quality of 
care in the context of EDs? 

2.3. Stage two: Finding relevant studies 

All four researchers participated in drafting the search strategy. 
Index terms and keywords were identified and structured according to 
the population concept context (PCC). The PCC mnemonic is recom-
mended for scoping reviews [26], and pilot database searches were 
performed. The target population was ED patients and RNs, the concept 
was MNC [15], and the context was hospital EDs. The final selection of 
databases and search terms was reached through an iterative process. 
One researcher (HD) performed repeated database searches and added 
or retracted index terms and keywords, continuously assessing both the 
breadth and depth of the search strategy. During this phase, regular 
research group meetings were held to refine the precision of the search 
strategy by applying consensus reasoning in which disagreements were 
identified. The different development stages of the search strategy were 
logged into an Excel spreadsheet logbook. The final search strategy was 
assessed by two librarians with subject expertise, which led to further 
improvements. The chosen databases were Ovid Medline, Cumulative 
Index to Nursing and Allied Health Literature (Cinahl), and Web of 
Science (WOS). The search strategy for Medline can be viewed in 
Table 1, where the corresponding index terms and keywords were used 
in Cinahl and WOS. The first database searches were conducted in 
January 2022 leading to 4,329 results. An updated database search was 
conducted in February 2023 which yielded 417 additional results, in 
total 4,746 results. The search limitations in all databases were studies 
published from 2012 to February 2023 and in the English language. 
During the title/abstract and full text screening process, minor revisions 
of how the inclusion and exclusion criteria were applied were made 
[27]. 

2.4. Stage three: Study selection 

A systematic and iterative approach was used to select the relevant 
studies. Data from the three databases were imported to citation soft-
ware (EndNote 20) and merged. In the merged database, 966 duplicates 
and 223 reviews were identified and removed, resulting in 3,557 articles 
exported from EndNote to Rayyan [28] for a blinded peer review 
screening. 

Before starting the screening process, testing was carried out by the 
research group in several meetings regarding the usability of the 
screening software [28] and applicability of the inclusion and exclusion 
criteria’s (Table 2) on a limited number of references. One author (HD) 
screened 3,557 references. Three authors (KB, IK, and CB) indepen-
dently screened approximately one third each (≈1,186), which led to 
two blinded decisions for each reference. In total, 3,336 references were 
excluded either because of populations other than ED patients or RNs, 
concepts other than MNC, or contexts other than hospital EDs. Following 
the same procedure, 221 full text references were screened by one 
author (HD). Three authors (KB, IK, and CB) screened one third each 
(≈74), which led to 172 excluded references and 49 included references. 

One author (HD) assessed the reference lists from both database 
searches of the 49 included studies, which led to 83 new additional 
references. These references were screened by two authors (HD and CB), 
leading to 68 exclusions. All authors screened the 15 full texts together. 
This process resulted in six new additional studies included in the review 

Table 1 
Index terms and keywords used in Ovid Medline.  

# Searches Results 

1 emergency Service, Hospital/ or acute care.mp. or emergency care. 
mp. or emergency Medical Services/ or emergency department*. 
mp. or emergency unit*.mp. or emergency room.mp. or “accident* 
and emergency department*”.mp. 

206 628 

2 nursing care/ or emergency nursing/ or unmet patient need*.mp. or 
missed care.mp. or care left undone.mp. or rationing of nursing 
care.mp. or ration* care.mp. or implicit rationing of nursing care. 
mp. or unfinished nursing care.mp. or missed nursing care.mp. or 
error* of omission.mp. or delayed care.mp. or unmet care need*. 
mp. or fundamentals of care.mp. or quality of nursing care.mp. or 
nursing process/ or quality of care.mp. 

101 046 

3 patient* view* or patient* experience* or patient* perspective* or 
emergency patient*.mp. or nurses/ or nursing staff, hospital/ or 
nurse attitude.mp. or patient satisfaction/ 

246 587 

4 1 and 2 and 3 1693 
5 limit 4 to (english language and yr=“2012 − 2022′′) 852  

Table 2 
Inclusion and exclusion criteria.   

Inclusion criteria Exclusion criteria 

Population Registered nurses.Adult 
patients  
(≥18 years old). 

Relatives. 

Concept Missed nursing care (MNC) 
according to Hübsch et al. 
(2020)  
• necessary care activities 

omitted  
• necessary care activities left 

incomplete  
• necessary care activities 

performed at a time that is 
not appropriate.  

• Inability to derive MNC from 
results.  

• Medical activities missed but 
related nursing care activities not 
presented.  

• Potential reason to or effect of 
MNC given but no explicit 
connection to MNC stated.  

• Quality improvement studies 
missing baseline data. 

Context Hospital bound Emergency 
departments (EDs).  

• Acute care settings if no explicit 
claim of including EDs.  

• Aggregated MNC results 
including EDs among other 
health care settings.  

• Studies including registered 
nurses from other wards 
temporary working in EDs.  
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rendering a total of 55 studies. The selection process is presented in a 
PRISMA flow diagram [29] (Fig. 1). During the selection process, con-
flicting results between researchers were resolved through discussion 
until a consensus was reached; a third or fourth research member could 
also participate to facilitate the discussion to reach a consensus. 

The Mixed Method Appraisal Tool (MMAT) [30] was chosen to 
appraise the methodological quality of the included studies (n = 55). 
The MMAT appraisal is comprised of selecting and assessing a category 
of quality criteria (n = 5) based on the study design. Reporting MMAT 
results can be done through a detailed presentation of the ratings of each 
criterion or an overall score [31]. In this review, each MMAT assessment 
was given an overall score (0, 0.2, 0.4, 0.6, 0.8 1.0), in which 0 indicated 
low quality and 1.0 indicated high quality. Every fifth MMAT assessment 
was verified by another author (CB) and compared and discussed. A 
median value was then calculated for all assessments and presented as 
an overall quality indicator for the included studies. The aggregated 
MMAT quality assessment of the included studies was assessed as high 
(median = 0.8). 

2.5. Stage four: Charting the data 

Three data charting forms based on the study design (qualitative, 
quantitative, and mixed methods) were iteratively designed by the au-
thors. Common data charting items extracted from the studies were as 
follows: author, year of publication and country, aim, design, data 
collection instruments, analysis, sample, setting, ethical approval, pop-
ulation, key findings, causes to and character of MNC, and patient 
safety/quality of care. Quantitative and mixed methods studies had 
prevalence as an additional data charting item. 

2.6. Stage five: Collating, summarizing, and reporting the results 

In the fifth stage [22], an analysis of the included studies was con-
ducted to produce the outcome that refers to the research questions. 
Qualitative data were analyzed using the framework method [32], and 
descriptive numerical summary analysis was used for the quantitative 
data. 

2.7. Stage six: Consultation. 

Five RNs previously working in EDs were informed about the results 
and asked to state if they thought the results were understandable [33]. 
They confirmed the results (e.g., fundamental care was missed) and 
suggested minor clarifications about the scope of concepts such as 
fundamental care or basic care. Teamwork with unexperienced physi-
cians emerged in the consultation as a cause for MNC which was not 
accounted for in the result in this review. Their input led to clarifications 
in selected parts of the results. 

3. Results 

3.1. Description of the included studies 

Of the 55 included studies [34–88], a qualitative design was used in 
32 studies (58 %) (see supplementary data Table 3), a quantitative 
design was used in 20 studies (36 %) (see supplementary data Table 4), 
and a mixed method design was used in three studies (6 %) (see sup-
plementary data Table 5). The 32 qualitative studies were categorized as 
17 qualitative descriptive studies, four grounded theory studies, and 
four phenomenological studies. There were three qualitative interpre-
tive studies, two case studies, one social ecological study, and one 

Fig. 1. Modified PRISMA 2020 flow diagram showing the selection of studies. From: Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow CD, et al. 
The PRISMA 2020 statement: an updated guideline for reporting systematic reviews. BMJ 2021;372:n71. https://doi.org/10.1136/bmj.n71. For more information, 
visit: http://www.prisma-statement.org/. 
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focused ethnographic study. Of the 20 quantitative studies, ten were 
exploratory cross-sectional descriptive, four quasi-experimental, three 
observational, two quality improvement, and one participatory action 
research. Of the three mixed method studies, one was concurrent, one 
was sequential, and one did not specify design. 

Out of the 55 included studies, the research was conducted in 
Australia (n = 18), USA (n = 11), Canada (n = 9), and Sweden (n = 8). 
Brazil, Denmark, Ireland, Jordan, New Zealand, South Korea, Thailand, 
the Netherlands, and the UK contributed with one study each. 

RNs were represented in 35 out of 55 studies (64 %, n = 9,141 
participants), and the patients were represented in 17 out of 55 studies 
(31 %, n = 41,704 participants). In three studies, both RNs and patients 
were included (5 %, n = 536 participants). 

The results are presented based on themes and subthemes, which 
were constructed on different variations of the 55 included studies. The 
combination of the studies is presented in Table 6a, b, c (right column). 
The quality of the included studies in each theme was calculated using 
the MMAT values from the combination of studies, which indicated if 
the studies were of a high quality (median range = 0.6–1.0) (please see 
Fig. 2). 

3.2. Characteristics and prevalence of MNC 

Ten themes and 29 subthemes describing the characteristics and 
prevalence of MNC were derived from 51 of the 55 included studies (see 
Table 6a). 

The studies outlined several forms of assessments that were missed or 
delayed. Examples of missed or delayed RN assessments concerned pa-
tients’ vital signs, controlling pain, delayed triage, or follow-up on 
triage. It was also described that patients’ nursing care needs (non-
specified) were not met in the ED. This characteristic was described 
using various concepts such as fundamental care, basic care, essential 
care, or personal care. According to two studies, the prevalence of MNC 
in EDs was higher compared with hospital wards. 

3.3. Causes of MNC 

Eight themes and nine subthemes describing the causes for MNC 
came from 35 of the 55 included studies (see Table 6b). Most included 
studies described how, if the ED was not staffed or dimensioned in 
relation to the patient load, it could cause MNC. For example, crowding, 
a lack of space, staff and patient imbalance were noted problems. When 
RNs prioritized patients’ acute care needs, they did not have time to 
prioritize basic care needs. Another example was when ED patients’ 
fundamental care needs were not prioritized in favor of RNs waiting for 
potential incoming patients with acute care needs. RNs who had 
managed multiple competing priorities beyond those related to direct 
patient care, such as documentation, also caused MNC. 

RNs who cared for patients with time-demanding needs could cause 
MNC for other ED patients. For instance, caring for patients with com-
plex care needs, such as frail patients, or critical sick patients with cir-
culatory failure, for example, could cause MNC for other patients. 

3.4. MNC in relation to patient safety and quality of care. 

Two themes and 11 subthemes describing patient safety and quality 
of care deficiencies in relation to MNC came from 21 of the 55 included 
studies (please see Table 6c). A comprehensive range of patient safety 
and quality of care deficiencies because of MNC was described. Patients 
had clinically deteriorated, developed pressure ulcers, or were exposed 
to medication and triage errors because of MNC. RNs’ experiences 
related to their inability to provide dignified care, care not meeting their 
standard, or the patient’s safety being perceived to have been compro-
mised and unsafe were descriptions of nonspecified patient safety and 
quality of care deficiencies. 

The aim of the present review was to summarize and disseminate 
research about MNC in EDs. A range of different concepts (e.g., basic 
care, personal care, and essential care) were used in the studies 
describing what we assessed as patients’ fundamental care needs. Here, 
fundamental care is used as an umbrella term for these concepts. One of 
several MNC characteristics was that patients’ fundamental care needs 

Fig. 2. Main themes are presented together with a MMAT value (range 0 lowest quality − 1.0 highest quality, 0.2 intervals). The themes median values were 
calculated on the MMAT values from the combination of studies belonging to a theme. 
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were either delayed or missed. Neglecting patients’ fundamental care 
needs has been shown to cause suffering for patients, as outlined in the 
Francis report [8]. The fundamentals of care framework [89] could aid 
RNs in meeting patients’ fundamental care needs in the ED. To achieve 
this, nurse managers are important stakeholders [90]. Leadership 
managing to support and promote nursing care can improve RNs’ abil-
ities to fulfill their responsibilities in relation to their patient’s funda-
mental care needs. Furthermore, identifying MNC is important when 
showing why RNs must be provided with sufficient resources necessary 
to fulfill their responsibility toward their patients. 

This resource imbalance was partially described in the included 
studies as EDs that were not staffed or sized in relation to the patient 

load. The RN-to-patient ratio is often used as a proxy to capture work-
load and, for example, rationing of nursing care [13]. The association 
between reduced RN staffing and increased prevalence of MNC has been 
demonstrated in different contexts [91–93]. A consequence of a staffing 
imbalance might be missed or delayed assessments and follow-up of 
patients such as taking patients vital signs, which was shown in the 
present review. This result further builds on research conducted in other 
contexts related to omitted patient surveillance [17]. Following triage, 
patients vital signs may change significantly, up to one third of patients 
who present with normal vital signs at triage show signs of deterioration 
within 24 h [94] which is associated to increased in-hospital mortality 
[95]. It is important that the follow up if these signs are conducted to 

Table 6a 
Characteristics of MNC, classified under main themes and sub-themes, and prevalence of MNC, connected to references.  

Characteristics of MNCa Prevalenceb of MNC Qualitative references Quantitative 
references 

Mixed method 
references 

Provide nutrition to patients     
Food  34c ,56d,88  84, 67 
Hydration  35,46†,54  67 

Facilitate patient involvement     
Information Missing up to 10%. 34,42,44†,52,62,63,65,87,88, 37, 74  
Communication  43,47,56,65,86 37, 70  

Assist/Provide with personal hygiene to 
patients     
Continence  35,38,46†,49,87  85, 67 
Oral care  49   

Show engagement to patients     
Emotional support Missed up to 24% 44†,47,61 55, 74  
Interest  43,44†,52,56,88   
Compassion  54,61,62 37  
Relationship  43,48,61,87   

Perform patient assessments     
Triage or triage follow up  45,59 79 85 
Pain assessment or follow up  36,45,51,52,87   
Follow up  39,54,59   
Patient identification Missing in 20% to 41%.  68,80,83  
Risk assessment  54 37, 72  
Vital signs  53, 54   

Drug management     
General medication Not given up to 38% of patients. 54 68  
Analgesia 80% of patients with pain score 7-10 did not received 

analgesia within 30 minutes. 
34,36,41,58 82  

Antibiotics Patients waited for administration of antibiotics on average 
228 minutes. 96% did not receive antibiotics within one 
hour.  

79  

Documentation     
Non specified documentation  51, 54   
Pain assessment documentation. Missing in: 24% to 64%  71, 73  
Allergy status documentation Missing in: 12% to 49%  68, 83  
Intravenous therapy documentation 
(infusion and iv cannula insertion) 

Missing in: 62% & 17%  83  

Enable privacy Missing up to 36% 44†,53,57,62,87 55, 74 84 
Nurse interventions Missed up to 28% 39,40,53 70,78  
Provide non-specified nursing care to 

patients     
Provide end of life care  48,57,61 50, 55, 74  
Provide basic care  34,35,46†,49,53   
Provide personal care  46†,60,87  84 
Provide ADLe    85 
Provide fundamental care  58,87   
Provide essential care  35    

EDf MNC 3,2 (range 1-5, overall sample mean 2.43)  69   
ED Care left undone up to 48,8%, (other hospital wards 21% 
- 46%).  

77   

Over 50% of nurses stated that many nursing tasks were left 
undone.  

76  

gEmergency department. 
a Missed Nursing Care. 
b Missing data indicates no reported data in the studies. 
c Underlined reference indicate patient population. 
d Reference without underline indicate nurse population. 
e Double underlined references indicate mixed registered nurse and patient population. 
f Activities daily living. 
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avoid adverse advents. To detect deteriorated patients, repeated mea-
surements of vital signs in the ED is common practice [96] which is the 
RNs responsibility. It is important to highlight that missed assessments 
may impair patient safety. 

Another cause for MNC was that the patient’s fundamental care 
needs were not prioritized in favor of potential incoming patients with 
acute care needs. When RNs, because of labor or material resource 
shortages, have to prioritize among a range of necessary care elements 

required by patients, care that is of less value to patients will not be 
prioritized and missed [9]. However, the cause of this particular result 
was not described in relation to an imbalance of resources. It is possible 
that RNs’ habits and norms were implicitly described in those studies. 
This points to the complexity of the care context. The result indicates 
that a common cause of MNC is the imbalance of workload. However, 
there are a range of causes that contribute to MNC, further building on 
the need to better understand the antecedents to MNC to reduce it [18]. 

Table 6b 
Causes of MNC and prevalence presented under main themes and subthemes, connected to references.  

Causes to MNCa Prevalenceb Qualitative references Quantitative 
references 

Mixed method 
references 

EDc was not staffed or dimensioned in relation to the 
patient load     
Staff and patient imbalance Nurse staff ratio significantly increased 

errors of omission up to 19,1%. 
35d,36,38,40,41,42,53,54,59,65e 37,50,55,68,75 85  

Time to analgesia increased 9.6% as the 
nurse-to- patient ratio increased by one.    

Congested/busy  39,40,42,44†,57,58,61 50 85 
Lack of time  42,46†,48,53,57,61,86 50,74  
Lack of space  38,39,44†,53,61 50,66  
Crowding  40,45,46†,51,53,54 50  

ED nurses prioritized patients acute care needs     
When prioritizing acute patients, other patients 
were missed  

35,41,43,44†,48,49,54,57,61,86,87 37, 50  

Patients fundamental care needs was not 
prioritized in favour of potential incoming patients 
with acute care needs  

38,43,44†,45,49,65,86,87 37 85 

Caring for patients with time demanding needs     
Caring for patients with complex care needs led up 
to missed nursing care for other patients  

43,46†,53,59  85 

Caring for critical patients led up to missed 
nursing care for other patients.  

40,51 74  

Lack of team communication 29% to 50% of nurses unable to complete or 
omitting critical communication to other 
staff.  

76, 83  

Competing priorities  41,42,46†,49,57,61 37, 50  
The care environment inhibited nursing care  36,44†,54,57 55, 66, 74  
Lack of knowledge  44†,48,64,87  85 
Lack of organizational support  44† 50  

fDouble underlined references indicate mixed registered nurse and patient population. 
a Missed Nursing Care. 
b Missing data indicates no reported data in the studies. 
c Emergency department. 
d Reference without underline indicate nurse population. 
e Underlined reference indicate patient population. 

Table 6c 
MNC in relation to patient safety or quality of care deficiencies, classified under main themes and sub-themes, and prevalence of MNC, connected to references.  

Patient safety or quality of care deficiencies Prevalencea of MNCb Qualitative references Quantitative 
references 

Mixed method 
references 

Specified patient safety or quality of care deficiencies     
Pressure ulcers  49c,54 37  
Patient distressed  57,62d,63   
Patient clinically deteriorated Up to 12.9% (n=24/ 

186) 
53, 54 81  

Medication errors  36 37  
Patient dehydrated  54   
Pain   37  
Urinary tract infections   37  
Triage errors  59   
Patient falls   37  
Undignified care  35   
Missed sepsis recognition   78  

Non specified patient safety, quality of care or errors of 
omission  

34,35,38,42,46†,49,53,54,57,64,86,87  85 

eDouble underlined references indicate mixed registered nurse and patient population. 
a Missing data indicates no reported data in the studies. 
b Missed Nursing Care. 
c Reference without underline indicate nurse population. 
d Underlined reference indicate patient population. 
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This scoping review showed that RNs expressed concerns about un-
dignified and unsafe care in the ED. Some of the examples were triage 
errors, medication errors, and patients who have clinically deteriorated 
because of MNC. These results are in line with another study that 
identified the increased odds of quality of care being reported as poor 
and care-related injuries as higher according to RNs when MNC was 
reported as high [91]. In contexts other than EDs, associating the 
adverse outcomes with MNC derived from RN self-reported data is 
common [17]. In relation to this, a proposed way forth to investigate the 
association between MNC and adverse outcomes could be based on 
objective staffing and outcome measures [17]. In the ED setting, there 
could also be other variables in addition to the RN-to-patient ratio, high 
priority patient ratio and occupancy rate to assess workload and MNC, 
such as a combination of ratios of time from registration to first physi-
cian contact, and total patients hours [97]. Another finding was the 
significant role RNs’ prioritization of care had in relation to MNC and 
patient safety in the ED. This finding further underpins the need to 
further explore RNs’ perceptions of prioritizing care in relation to MNC 
and their responsibility for their patients’ care. 

4. Strengths & limitations 

One of the strengths of this review is the use of a recommended and 
rigorous methodology by Arksey and O’Malley, which included a thor-
ough and extensive database searching. A collaborative process involved 
academic librarians and the researcher group; for example, all articles 
were assessed in a replicable, systematic, and transparent way. Another 
strength could be that this scoping review was verified by the MMAT as 
being of good quality, and the corresponding MMAT values were 
calculated on the review results themes. Given that the construction of 
the 20 themes consisted of a varying combination of the 55 included 
studies and that each study was given a quality assessment translated to 
a metric, we attempted to describe how the combination of studies were 
reflected in a quality perspective (please see Fig. 2). This scoping review 
also has its limitations, such as including only studies published in the 
English language during 2012 and 2023 and not gray literature. 
Therefore, it is possible that other potentially relevant studies may have 
been missed. As children constitute a substantial part of the ED census, a 
further limitation could be that we did not included patients under 18 
years old. 

5. Conclusion 

The findings from this scoping review demonstrate that a patient’s 
fundamental needs, assessments, and follow-up were missed in the ED, 
to a large extent because of the patient load and how the ED was 
designed. The RNs described MNC as undignified and unsafe. The 
included studies were of high quality; however, there is a lack of 
research about how RNs perceive their responsibility toward ED pa-
tients’ needs and MNC in the ED. Clinical implications based on this 
review outline that necessary nursing care in EDs are omitted, possibly 
leading to patient safety shortfalls. 
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[34] Olofsson P, Carlström ED, Bäck-Pettersson S. During and beyond the triage 
encounter: Chronically ill elderly patients’ experiences throughout their 
emergency department attendances. Int Emerg Nurs 2012;20(4). 

[35] Gallagher R, Fry M, Chenoweth L, Gallagher P, Stein-Parbury J. Emergency 
department nurses’ perceptions and experiences of providing care for older people. 
Nurs Health Sci 2014;16(4). 

[36] Shoqirat N, Mahasneh D, Singh C, Al-Sagarat AY, Habashneh S. Barriers to nursing 
pain management in the emergency department: A qualitative study. Int J Nurs 
Pract 2019;25(5). 

[37] Boltz M, Parke B, Shuluk J, Capezuti E, Galvin JE. Care of the older adult in the 
emergency department: nurses views of the pressing issues. Gerontologist 2013;53 
(3):441–53. 

[38] Santos JLG, Lima MADS, Pestana AL, Garlet ER, Erdmann AL. Challenges for the 
management of emergency care from the perspective of nurses. Acta Paul Enferm 
2013;26(2):136–43. 

[39] Innes K, Elliott D, Plummer V, Jackson D. Emergency department waiting room 
nurses in practice: An observational study. J Clin Nurs 2018:27(7). 

[40] Kabil G, Hatcher D, Alex, rou E, McNally S. Emergency nurses’ experiences of the 
implementation of early goal directed fluid resuscitation therapy in the 
management of sepsis: a qualitative study. Australas Emerg Care. 2021;24(1). 

[41] Bergman CL. Emergency nurses’ perceived barriers to demonstrating caring when 
managing adult patients’ pain. J Emerg Nurs 2012;38(3). 

[42] Enns CL, Sawatzky JA. Emergency Nurses’ Perspectives: Factors Affecting Caring. 
J Emerg Nurs 2016;42(3). 

[43] Østervang C, Geisler Johansen L, Friis-Brixen A, Myhre JC. Experiences of nursing 
care for patients who self-harm and suggestions for future practices: The 
perspectives of emergency care nurses. Int J Ment Health Nurs 2022;31(1):70–82. 

[44] Emond T, de Montigny F, Guillaumie L. Exploring the needs of parents who 
experience miscarriage in the emergency department: A qualitative study with 
parents and nurses. J Clin Nurs 2019;28(9). 

[45] Berben SA, Meijs TH, van Grunsven PM, Schoonhoven L, van Achterberg T. 
Facilitators and barriers in pain management for trauma patients in the chain of 
emergency care. Injury 2012;43(9):1397–402. 

[46] Parke B, Hunter KF, Strain LA, Marck PB, Waugh EH, McClell, et al. Facilitators and 
barriers to safe emergency department transitions for community dwelling older 
people with dementia and their caregivers: A social ecological study. Int J Nurs 
Stud 2013;50(9). 

[47] Pavedahl V, Holmstrom IK, Meranius MS, Schwarz UV, Muntlin A. Fundamentals of 
care in the emergency room - An ethnographic observational study. Int Emerg Nurs 
2021:58. 

[48] Kongsuwan W, Matchim Y, Nilmanat K, Locsin RC, Tanioka T, Yasuhara Y. Lived 
experience of caring for dying patients in emergency room. Int Nurs Rev 2016;63 
(1). 

[49] Taylor BJ, Rush KL, Robinson CA. Nurses’ experiences of caring for the older adult 
in the emergency department: A focused ethnography. Int Emerg Nurs 2015;23(2). 

[50] Giles TM, Hammad K, Breaden K, Drummond C, Bradley SL, Gerace A, et al. 
Nurses’ perceptions and experiences of caring for patients who die in the 
emergency department setting. Int Emerg Nurs 2019:47. 

[51] Gorawara-Bhat R, Wong A, ra, Dale W, Hogan T. Nurses’ perceptions of pain 
management for older-patients in the Emergency Department: A qualitative study. 
Patient Educ Couns. 2017;100(2). 

[52] Jangland E, Kitson A, Muntlin AÅ. Patients with acute abdominal pain describe 
their experiences of fundamental care across the acute care episode: a multi-stage 
qualitative case study. J Adv Nurs 2016;72(4):791–801. 

[53] Lockett JCM, Nelson K, Hales C. Pre COVID-19 emergency department nurses’ 
perspectives of the preparedness to safely manage influenza pandemics: A 
descriptive exploratory qualitative study. Australas Emerg Care 2021;24(4). 

[54] Eriksson J, Gellerstedt L, Hillerås P, Craftman ÅG. Registered nurses’ perceptions 
of safe care in overcrowded emergency departments. J Clin Nurs 2018:27(5). 

[55] Beckstr RL, Rohwer J, Luthy KE, Macintosh JL, Rasmussen RJ. Rural Emergency 
Nurses’ End-of-Life Care Obstacle Experiences: Stories from the Last Frontier. 
J Emerg Nurs 2017;43(1). 

[56] Liu S, Milne L, Yun B, Walsh K. The boarding experience from the patient 
perspective: the wait. Emerg Med J 2015;32(11). 

[57] Decker K, Lee S, Morphet J. The experiences of emergency nurses in providing end- 
of-life care to patients in the emergency department. Australas Emerg Nurs J 2015; 
18(2). 

[58] Donnelly F, Feo R, Jangl E, Athlin AM. The management of patients with acute 
abdominal pain in the emergency department: A qualitative study of nurse 
perceptions. Australas Emerg Care 2019;22(2). 

[59] Hitchcock M, Gillespie B, Crilly J, Chaboyer W. Triage: an investigation of the 
process and potential vulnerabilities. J Adv Nurs 2014;70(7). 

[60] Avallin T, Athlin AM, Bjorck M, Jangl E. Using communication to manage missed 
care: A case study applying the Fundamentals of Care framework. J Nurs Manag 
2020;28(8). 

[61] Hogan KA, Fothergill-Bourbonnais F, Brajtman S, Phillips S, Wilson KG. When 
Someone Dies in the Emergency Department: Perspectives of Emergency Nurses. 
J Emerg Nurs 2016;42(3). 

[62] Warner A, ra, Saxton A, Indig D, Fahy K, Horvat L. Women’s experience of early 
pregnancy care in the emergency department: A qualitative study. Australas Emerg 
Nurs J. 2012;15(2). 

[63] Larivière-Bastien D, deMontigny F, Verdon C. Women’s Experiences of Miscarriage 
in the Emergency Department. J Emerg Nurs 2019;45(6). 

[64] Wolf LA, Perhats C, Delao AM, Clark PR. Workplace aggression as cause and effect: 
Emergency nurses’ experiences of working fatigued. Int Emerg Nurs. 2017;33. 

[65] Stein-Parbury J, Gallagher R, Fry M, Chenoweth L, Gallagher P. Expectations and 
experiences of older people and their carers in relation to emergency department 
arrival and care: A qualitative study in Australia. Nurs Health Sci 2015;17(4). 

[66] Storozuk SA, MacLeod MLP, Freeman S, Banner D. A survey of sepsis knowledge 
among Canadian emergency department registered nurses. Australas Emerg Care 
2019;22(2). 

[67] Cetin-Sahin D, Ducharme F, McCusker J, Veillette N, Cossette S, Vu TTM, et al. 
Experiences of an Emergency Department Visit Among Older Adults and Their 
Families: Qualitative Findings From a Mixed-Methods Study. J Patient Exp 2020;7 
(3):346–56. 

[68] Mitchell Scott B, Considine J, Botti M. Medication errors in ED: Do patient 
characteristics and the environment influence the nature and frequency of 
medication errors? Australas Emerg Nurs J 2014;17(4). 

[69] Castner J, Wu YW, Dean-Baar S. Multi-level model of missed nursing care in the 
context of hospital merger. West J Nurs Res 2015;37(4):441–61. 

[70] Corscadden L, Call, er EJ, Topp SM, Watson DE. Disparities in experiences of 
emergency department care for people with a mental health condition. Australas 
Emerg Care. 2021;24(1). 

[71] Honan B, Davoren M, Preddy J, Danieletto S. Hip fracture pain management in a 
regional Australian emergency department: A retrospective descriptive study. 
Australas Emerg Care 2020;23(4). 

[72] Alexander D, Kinsley TL, Waszinski C. Journey to a safe environment: fall 
prevention in an emergency department at a level I trauma center. J Emerg Nurs 
2013;39(4):346–52. 

[73] Doherty S, Knott J, Bennetts S, Jazayeri M, Huckson S. National project seeking to 
improve pain management in the emergency department setting: findings from the 
NHMRC-NICS National Pain Management Initiative. Emerg Med Australas 2013;25 
(2):120–6. 

[74] Gerace A, Giles T, Breaden K, Hammad K, Drummond C, Bradley SL, et al. Nurses’ 
perceptions of dealing with death in the emergency department. Collegian 2021;28 
(1). 

[75] Lee SR, Hong H, Choi M, Yoon JY. Nursing staff factors influencing pain 
management in the emergency department: Both quantity and quality matter. Int 
Emerg Nurs 2021:58. 

[76] Wagner JIJ, MacPhee M, Udod S, Berry L, Perchie G, Conway A. Surveys conducted 
pre- and post-implementation of a synergy tool: Giving voice to emergency teams. 
J Nurs Manag 2021;29(6). 

[77] Senek M, Robertson S, Ryan T, King R, Wood E, Tod A. The association between 
care left undone and temporary Nursing staff ratios in acute settings: a cross- 
sectional survey of registered nurses. BMC Health Serv Res 2020;20(1). 

[78] Curtis K, Munroe B, Fry M, Considine J, Tuala E, Watts M, et al. The 
implementation of an emergency nursing framework (HIRAID) reduces patient 
deterioration: A multi-centre quasi-experimental study. Int Emerg Nurs 2021:56. 

[79] Alsharawneh A, Maddigan J, Gaudine A, Etchegary H, Gao Z. The Quality of Care 
in the Emergency Management of Cancer Patients With Febrile Neutropenia: A 
Records-Based Cohort. J Emerg Nurs 2020;46(4):468–77. 

[80] White-Trevino K, Dearmon V. Transitioning Nurse Handoff to the Bedside: 
Engaging Staff and Patients. Nurs Adm Q 2018;42(3). 

[81] Scott BM, Considine J, Botti M. Unreported clinical deterioration in emergency 
department patients: A point prevalence study. Australas Emerg Nurs J 2015;18(1). 

[82] Finn JC, Rae A, Gibson N, Swift R, Watters T, Jacobs IG. Reducing time to analgesia 
in the emergency department using a nurse-initiated pain protocol: A before-and- 
after study. Contemp Nurse 2012;43(1). 

[83] Kerr D, Klim S, Kelly AM, McCann T. Impact of a modified nursing handover model 
for improving nursing care and documentation in the emergency department: A 
pre- and post-implementation study. Int J Nurs Pract 2016;22(1). 

[84] Mwakilasa MT, Foley C, O’Carroll T, Flynn R, Rohde D. Care Experiences of Older 
People in the Emergency Department: A Concurrent Mixed-Methods Study. 
J Patient Exp 2021:8. 

H. Duhalde et al.                                                                                                                                                                                                                                

http://refhub.elsevier.com/S1755-599X(23)00035-6/h0130
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0130
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0130
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0135
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0135
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0135
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0140
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0140
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0145
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0145
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0145
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0160
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0160
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0160
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0165
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0165
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0165
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0165
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0170
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0170
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0170
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0175
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0175
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0175
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0180
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0180
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0180
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0185
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0185
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0185
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0190
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0190
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0190
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0195
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0195
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0205
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0205
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0210
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0210
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0215
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0215
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0215
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0220
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0220
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0220
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0225
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0225
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0225
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0230
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0230
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0230
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0230
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0235
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0235
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0235
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0240
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0240
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0240
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0245
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0245
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0250
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0250
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0250
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0260
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0260
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0260
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0265
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0265
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0265
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0270
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0270
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0275
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0275
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0275
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0280
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0280
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0285
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0285
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0285
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0290
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0290
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0290
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0295
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0295
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0300
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0300
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0300
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0305
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0305
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0305
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0315
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0315
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0325
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0325
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0325
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0330
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0330
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0330
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0335
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0335
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0335
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0335
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0340
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0340
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0340
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0345
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0345
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0355
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0355
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0355
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0360
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0360
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0360
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0365
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0365
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0365
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0365
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0370
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0370
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0370
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0375
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0375
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0375
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0380
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0380
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0380
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0385
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0385
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0385
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0390
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0390
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0390
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0395
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0395
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0395
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0400
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0400
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0405
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0405
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0410
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0410
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0410
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0415
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0415
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0415
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0420
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0420
http://refhub.elsevier.com/S1755-599X(23)00035-6/h0420


International Emergency Nursing 69 (2023) 101296

9

[85] Wolf LA, Delao AM, Malsch AJ, Moon MD, Perry A, Zavotsky KE. Emergency 
Nurses’ Perception of Geriatric Readiness in the ED Setting: A Mixed-Methods 
Study. J Emerg Nurs 2019;45(4). 

[86] Frank C, Holmberg M, Jernby EE, Hansen AS, Bremer A. Older patients’ autonomy 
when cared for at emergency departments. Nurs Ethics 2022;29(5):1266–79. 

[87] Pavedahl V, Muntlin Å, Summer Meranius M, von Thiele SU, Holmström IK. 
Prioritizing and meeting life-threateningly ill patients’ fundamental care needs in 
the emergency room-An interview study with registered nurses. J Adv Nurs 2022. 

[88] Forsgarde ES, From Attebring M, Elmqvist C. Powerlessness: Dissatisfied patients’ 
and relatives’ experience of their emergency department visit. Int Emerg Nurs 
2016;25:32–6. 

[89] Feo R, Conroy T, Jangland E, Muntlin Athlin Å, Brovall M, Parr J, et al. Towards a 
standardised definition for fundamental care: A modified Delphi study. J Clin Nurs 
2018;27(11–12):2285–99. 

[90] Mudd A, Feo R, Voldbjerg SL, Laugesen B, Kitson A, Conroy T. Nurse managers’ 
support of fundamental care in the hospital setting. An interpretive description of 
nurse managers’ experiences across Australia, Denmark, and New Zealand. J Adv 
Nurs 2022. 

[91] Nantsupawat A, Poghosyan L, Wichaikhum OA, Kunaviktikul W, Fang Y, 
Kueakomoldej S, et al. Nurse staffing, missed care, quality of care and adverse 
events: A cross-sectional study. J Nurs Manag 2022;30(2):447–54. 

[92] Kiekkas P, Tsekoura V, Fligou F, Tzenalis A, Michalopoulos E, Voyagis G. Missed 
Nursing Care in the Postanesthesia Care Unit: A Cross-Sectional Study. J Perianesth 
Nurs 2021;36(3):232–7. 

[93] Ball JE, Bruyneel L, Aiken LH, Sermeus W, Sloane DM, Rafferty AM, et al. Post- 
operative mortality, missed care and nurse staffing in nine countries: A cross- 
sectional study. Int J Nurs Stud 2018;78:10–5. 

[94] Henriksen DP, Brabrand M, Lassen AT. Prognosis and risk factors for deterioration 
in patients admitted to a medical emergency department. PLoS One 2014;9(4): 
e94649. 

[95] Candel BG, Duijzer R, Gaakeer MI, Ter Avest E, Sir Ö, Lameijer H, et al. The 
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