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ABSTRACT

Objective: Missed nursing care is an emerging problem negatively impacting patient outcomes. There are gaps in our knowledge
of factors associated with missed nursing care. The aim of this study was to determine the relationship between the nursing
practice environment and missed nursing care in acute care hospitals.
Methods: This is a secondary analysis of cross sectional data from a survey of over 7,000 nurses from 70 hospitals on workplace
and process of care. Ordinary least squares and multiple regression models were constructed to examine the relationship between
the nursing practice environment and missed nursing care while controlling for characteristics of nurses and hospitals.
Results: Nurses missed delivering a significant amount of necessary patient care (10%-27%). Inadequate staffing and inadequate
resources were the practice environment factors most strongly associated with missed nursing care events.
Conclusions: This multi-site study examined the risk and risk factors associated with missed nursing care. Improvements
targeting modifiable risk factors may reduce the risk of missed nursing care.
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1. INTRODUCTION
With over 2.7 million RN’s and over 700,000 licensed prac-
tical and vocation nurses in the U.S, nurses represent the
largest sector of the healthcare workforce.[1, 2] The effec-
tive delivery of front line nursing care impacts both patient
safety and patient satisfaction with care.[3–6] A new concept,
referred to as “missed nursing care”, defined as necessary
nursing care that is omitted, either in part or whole, or de-
layed.[7] A number of studies have demonstrated that missed
nursing care events are prevalent in US and European hos-
pitals.[7–9] In the US, it is estimated 28% of all necessary

nursing care is believed to go undone during any given shift,
and the concept of missed nursing care is emerging as an
important indicator of both patient safety and patient sat-
isfaction.[7, 8, 10, 11] For instance, certain adverse outcomes
have been found to be associated with missed nursing care,
including higher occurrence of infections and falls, new on-
set delirium, pneumonia, increased length of stay, delayed
discharge, increased pain and discomfort, and malnourish-
ment.[8–10, 12] Missed nursing care events span a wide range
of basic hospital nursing responsibilities, such as patient
assessment (44%), therapeutic interventions and basic care
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(73%), and discharge planning (71%).[12] However, informa-
tion on the risk factors for missed nursing care is lacking,
thus limiting our ability to develop and implement targeted
interventions to reduce the risk of missed nursing care.

1.1 Theoretical framework
The Missed Nursing Care Model is a theoretical framework
designed to predict relationships among the practice environ-
ment, nursing processes, and patient outcomes (see Figure
1).[13, 14] Missed nursing care is conceptualized as a process
measure directly related to patient outcomes; when neces-
sary nursing care is not completed, quality of care is com-
promised.[9, 12] Examples of necessary nursing care include
patient ambulation, patient hygiene, patient teaching, patient
feeding and surveillance for changes in condition.[12, 14] The
model specifically posits that features of the organizational
work environment impact nursing processes of care and de-
cision making with respect to which nursing tasks are left
undone, in turn leading to negative patient outcomes. When
there are time constraints, individual nurses must prioritize

the aspects of care rendered or omitted.[7] These decisions
are made in the context of the nursing practice environment,
defined as “organizational characteristics of a work setting
that facilitate or constrain professional nursing practice.”[7, 15]

That is, hospital work settings have both organizational and
professional practice characteristics.[16, 17] These include ma-
terial resource allocation (including availability of medica-
tions, supplies and functioning equipment); labor resource al-
location (including number and type of nurses, nurse compe-
tencies, education level); and inter-professional relationships,
communication, and teamwork.[18] Organizational support
for professional nursing practice specifically includes modifi-
able core traits, defined as: (1) supportive front line manager;
(2) adequate resources; (3) foundations for quality care; (4)
nurse participation in organizational decision making and (5)
collaborative relationships with physicians.[15, 16] Organiza-
tional support can influence nursing priority decision making,
and therefore is hypothesized to impact what the nurse does
or does not do in terms of patient care.

Figure 1. Conceptual model guiding this study adapted from: Missed nursing care model in Kalisch BJ, et al.[13]

1.2 Study purpose

Despite the strong theoretical rationale, the growing inter-
est in the concept of missed nursing care and an increasing
number of studies demonstrating a significant relationship be-
tween missed nursing care and patient outcomes or between
the nursing practice environment and patient outcomes, sig-
nificant gaps remain. Understanding the relationship between
the nursing practice environment and missed nursing care
may provide insight on modifiable risk factors, thereby lead-
ing to better patient outcomes. If missed nursing care serves
as mediator between features of the nursing practice environ-
ment and patient outcomes, understanding the characteristics
and impact of missed nursing care will be informative. A
specific knowledge gap is the identification of the specific

nursing practice environment factors that are associated with
missed nursing care. A secondary gap is the robust explo-
ration of this relationship using psychometrically sound in-
strumentation in a large hospital sample. To address these
gaps in our knowledge, we sought to explore the relationship
between specific factors of the nursing practice environment
and missed nursing care. We hypothesized that a supportive
practice environment would be positively associated with a
reduced risk of missed nursing care in acute care hospitals.

2. METHODS

This study was approved by the Rutgers University Institu-
tional Review Board prior to study implementation.
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2.1 Design and sample
Data from a 2006 anonymous cross-sectional survey of 7,000
acute care hospital nurses from one US state (New Jersey)
were analyzed. 50% of the nurses in the state were ran-
domly surveyed, and 50% completed and returned the survey.
All study participants provided inpatient care at the bedside.
Data available for this study included detailed information
on nurse demographics, workplace characteristics, and the
quality of care.

2.2 Instruments
The nursing practice environment was measured using the
Practice Environment Scale of the Nursing Work Index (PES-
NWI), a 5 domain, 31-item, 4-point Likert-type (ranging
from strongly disagree to strongly agree) instrument that
asks nurses to characterize their work environment. Sub-
scales and total scale score were aggregated to the hospital
level. The 5 subscales from the PES-NWI used in this study
included: nurse participation in hospital affairs (9 items,
such as staff nurses serving on hospital committees), nurs-
ing foundations for quality care (10 items, such as having
a preceptor program for new nurses), nurse manager abil-
ity, leadership, and support of nurses (5 items), staffing and
resource adequacy (4 items), and collegial nurse-physician
relations (3 items).[15] Published internal consistency coef-
ficients (Cronbach’s alphas) for these subscales range from
.71 to .84. Intraclass correlation coefficients, reflecting the
reliability of each nurse respondent’s scoring of the PES-
NWI within his or her institution ranged from .86 to .96,
well within the range of generally-accepted values. Total
subscale scale values above 2.5 indicate general agreement
that the characteristics measured are present in the practice
environment, whereas values below 2.5 indicate that they are
absent.[19]

Missed nursing care was measured using a composite score
on a measure referred to as “Tasks Left Undone”, a scale
developed by Lucero and colleagues and used in other high
impact research.[8, 20] This is a 12-item scale that asks nurses
to identify patient care activities on their last shift that they
thought were necessary, but left undone. The scale construct
validity has been demonstrated by other studies that found
it is associated in the theoretically expected direction with
RN staffing, quality of care, and frequency of adverse events
in hospitals.[10, 21] The scale has an internal reliability coeffi-
cient of 0.73.[8] The 12 nursing care items were: (1) adequate
surveillance (direct observation/monitoring) of patients, (2)
teaching of patients or family, (3) preparing patients and fam-
ilies for discharge, (4) comforting/talking with patients, (5)
adequately document nursing care, (6) administering med-
ications on time, (7) skin care, (8) oral hygiene, (9) pain

management, (10) treatment and procedures, (11) coordinat-
ing care, and (12) developing or updating nursing care plans.
The composite measure was calculated as the average count
of the 12 nursing care activities left undone by each nurse
respondent. These individual composite measures were then
aggregated for each hospital, resulting in a percentage of
unmet nursing care needs per hospital.

The control variables included: (1) nurse staffing levels, oper-
ationally defined as the ratio of patients to registered nurses
in each hospital; (2) hospital size, operationalized as less
than or equal to 100 beds, 101 to 250 beds, or greater than
or equal to 250 beds; (3) teaching status, operationalized as
the trainee-to-bed ratio, (number of medical residents and
fellows) and categorized as minor teaching (less than 1:4
residents to trainee ratio) or major teaching (greater than 1:4
ratio); (4) high technology status, operationally defined as
facilities with open-heart surgery, major organ transplant, or
both; (5) hospital geographic categories, operationally de-
fined based on United States rural-urban continuity codes
(Rural-Urban Continuum Codes) of the county where the
hospital is located; and (6) nurse education, operationally
defined as the percentage of staff RNs with a baccalaureate
degree in nursing or higher.

2.3 Data analysis
Data were analyzed using STATA/MP 12.1 software. De-
scriptive statistics were conducted to analyze the characteris-
tics of the sample by Pearson correlations following Shapiro-
Wilk tests of normality. Ordinary least squares (OLS) and
multiple regression techniques with robust procedures using
Huber-White sandwich variance estimators. Relationships
between the nursing practice environment and possible con-
founding variables were assessed for multicollinearity prior
to model testing. The level of significance at which the re-
search hypotheses were tested was at .05 and standardized
coefficients (β) are reported.

3. RESULTS

3.1 Demographics and sample characteristics
The analytic sample consisted of 7,679 nurses in 70 New Jer-
sey hospitals. The nurse sample is representative of the nurse
population in the state; over 97% of the nurses in our sam-
ple are women, 34% are non-white and 7% are Hispanic or
Latino. Nearly half earned a BSN degree (44%) and slightly
more than half held specialty certification (52%). Nurses
cared for, on average, 6 patients per shift. The majority of
the 70 hospitals included in this study had 250 beds or more
(52%), were not high technology (75%), and were either
non-teaching (46%) or minor teaching hospitals (43%).
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3.2 Nursing practice
We examined the nursing practice environments and the type
and amount of care nurses reported missing. The mean scale
score, as shown in Table 1, for (PES-NWI) was 2.69 (possi-
ble range 1-4), indicating an above average combined score.
The subscale with the highest score was “foundations for
quality”, lowest was staffing and resources. Nurses also
reported missing a significant amount of care per hospital,
ranging from 10%-27% (see Table 1).

3.3 Nursing practice environment and missed nursing
care

The relationship between the nursing practice environment
and missed nursing care was examined using OLS and mul-
tiple regression models. The nursing practice environment
was found to be statistically significantly related to missed

nursing care in that a better environment was related to less
missed nursing care. The PES-NWI composite score and
each of the five dimensions of the practice environment were
found to be significant, inverse predictors of missed care
(β estimates range -0.47 to -0.77, p < .01). This moderate
to strong effect on the amount of missed nursing care was
demonstrated by the following: (1) composite PES-NWI
score explained 44% of the variance (β = -.666, p < .01);
(2) nursing foundations for quality of care explained 33% of
the variance (β = -.576, p < .01); (3) staffing and resource
adequacy explained 60% of the variance (β = -.773, p < .01);
(4) nurse participation in hospital affairs explained 22% of
the variance (β = -.466, p < .01); (5) collegial nurse physician
relationships explained 31% of the variance (β = -.559, p <
.01); and (6) nurse manager leadership, ability, and support
of nurses explained 37% of the variance (β = -.608, p < .01).

Table 1. Descriptive statistics of main variables by hospital (N = 70)
 

 

Variable  M SD Range 

Composite Nursing Practice Environment 2.69 0.19 2.23 to 3.08 

Subscales    

Staffing and resource 2.43 0.23 1.86 to 2.88 

Foundations for quality  2.96 0.18 2.47 to 3.32 

Nurse-physician relations 2.84 0.19 2.25 to 3.15 

Hospital affairs 2.6 0.26 1.9 to 3.17 

Nurse manager leadership  2.58 0.19 2.04 to 3.00 

Composite Missed Nursing Care 0.17 0.04 0.10 to 0.27 

Items    

Comfort 0.37 0.09 0.16 to 0.61 

Surveillance 0.16 0.05 0.03 to 0.32 

Skin care 0.13 0.05 0.04 to 0.28 

Teaching patients/families 0.28 0.08 0.10 to 0.51 

Giving medication 0.10 0.04 0.00 to 0.19 

Documentation 0.21 0.06 0.08 to 0.39 

Coordinating care  0.09 0.04 0.01 to 0.19 

Pain management 0.03 0.02 0.00 to 0.11 

Oral care 0.20 0.07 0.04 to 0.38 

Treatments 0.04 0.02 0.00 to 0.11 

Preparing discharge 0.11 0.04 0.00 to 0.20 

Care plan 0.33 0.07 0.19 to 0.54 

Note. Nursing practice environment measured on a possible 1-4 scale with > 2.5 indicating better work environment. Missed nursing care is average of 12 possible tasks left undone such 
that higher number indicates more necessary care left undone (each item missed = 0.08).  

 
 These findings indicated that increasing the hospital score
of the composite PES-NWI by one SD (0.19) predicted a
(-.666 × .04) 2.6% decrease in the hospital level percent-
age of missed care. That is, for every full point increase in
the hospital score on the composite PES-NWI, indicating a

better work environment, there was a 13.7% decrease in the
percentage of necessary care that is left undone by nurses in
hospitals. Moreover, relatively small increases (less than one
quarter of one point) in any one of the five modifiable nursing
work environment subscale scores significantly decreased
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the percentage of missed nursing care in hospitals: (1) in-
creasing staffing and resource adequacy by one SD (0.23)
predicted a 3.1% decrease; (2) increasing nurse manager
leadership, ability, and support of nurses by one SD (0.19)
predicted a 2.4% decrease; (3) increasing foundations for
quality measure by one SD (0.18) predicted a 2.3% decrease;
(4) increasing collegial nurse physician relationships by one
SD (0.26) predicted a 2.2% decrease; and (5) increasing
nurse participation in hospital affairs by one SD (0.26) pre-
dicted a 1.9% decrease in the percentage of missed nursing
care.

4. DISCUSSION
In this study, nurses missed a significant amount of necessary
care, ranging between 10%-27%. Notably, despite the central
role of nurses conducting surveillance, providing therapeutic
nursing interventions, and coordinating care and services to
keep patients safe, we found that the most frequently missed
nursing care included surveillance, patient hygiene, complet-
ing care plans and patient communication and education.[2]

Importantly, the nursing work environment explained a sig-
nificant amount of the variance in missed care. This finding
is consistent with prior research.[7–10, 22] Uniquely, this study
also estimated the impact of subscales of the PES-NWI, in-
cluding the dimension of staffing and resource adequacy in
separate models, thus extending our knowledge on the spe-
cific factors that were associated with missed nursing care.
We found that the nursing practice environment, as measured
by the composite PES-NWI and subscales, explained 22%-
60% of the variance in missed nursing care. These findings
indicate that the amount of missed nursing care in hospitals
can be decreased by 7.3% to 13.5% by improvements to
the nursing practice environment, with the greatest effect on
staffing and resource adequacy measure. This suggests that
targeted interventions to improve any one of the dimensions
of the nursing work environment will reduce the amount of
missed nursing care. Hospital units can use local data, taking
into consideration both need and resource availability, to de-
velop targeted interventions to improve the nursing practice
environment, and in doing so, nurses will be less likely to
miss important patient care elements.

4.1 Nursing implications
This innovative study addressed significant gaps in our knowl-
edge and advances the important nursing research goal to
improve patient outcomes. The key finding is that good nurs-
ing practice environments, adequate staffing, and sufficient
resources for the provision of nursing care are crucial as they
have a strong impact on the delivery of quality care. These
findings may be used to inform key healthcare executives and

policymakers in their allocation of valuable resources. For
example, informed policies that support a good nursing prac-
tice environment can be enacted at both the organizational
and legislative levels. Moreover, findings from this study
will be relevant to hospital administrators as they attempt to
construct and deploy efficient mixes of material and human
resources to support the provision of safe, error free care.
Our findings are particularly relevant for direct care nurses
who are engaged in efforts to improve their nursing practice
environment. Importantly, these findings are derived from
nurses’ own anonymous reports of their practice environ-
ments and quality of care rendered. Nurses at the point of
care delivery are acutely aware of the care that they render
and omit, and are equally well equipped to use this infor-
mation to help guide the development of solutions, through
shared governance and professional practice councils.

4.2 Limitations

Study limitations include the cross-sectional design. The use
of this study design, while helpful in studying associations
between variables of interest, cannot ascertain causality. This
study also used self-report survey data, and socially desir-
able responses cannot be ruled out. Since we asked nurses
to recall missed nursing care events during their last shift,
recall bias should not be a concern here. There is however
the issue of generalizability; since our sample only included
New Jersey nurses, this raises the issue of external validity of
our findings to other states. While this study used data from
a large multi-site study and used psychometrically sound in-
struments, replicating this study in other parts of the country
and using more robust study designs is warranted to confirm
these results.

5. CONCLUSIONS

Despite these limitations, important conclusions can be
drawn. First, a significant amount of nursing care needed
by patients was documented. Second, as reported by front
line nurses, the nursing practice environment was related to
the amount of care nurses miss. Third, in addition to the
composite PES-NWI measure, each domain independently
and significantly related to missed care and therefore each
nursing unit may be able to specifically target areas that
need improvement. By identifying modifiable features of
the nursing practice environment and engaging in collabora-
tive improvements, the combined effort of direct care nurses,
nursing leadership and hospital administration, significant re-
ductions in missed nursing care can be realized. Our ultimate
shared goal is to improve patient outcomes and satisfaction
by delivering higher quality care.
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