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Abstract
Introduction: The phenomenon of rationing/missed/unfinished care is a current subject of foreign research in nursing. Its quantification 
can be achieved only through specific measuring tools. With their use, it is possible to identify not only the nursing activities that nurses 
do not perform during their shift, but also the reasons which lead to the occurrence of this phenomenon.
Aim: The aim of our contribution is to analyze approaches to the operationalization of the concept of rationing/missed/unfinished care 
and to provide an overview of tools to measure it.
Methods: The method of content analysis of research studies published in the scientific databases PubMed, ScienceDirect, and ProQuest 
was used in the processing of paper.
Results: In our contribution, we analyzed three approaches and measuring tools which were developed for measuring the phenomenon – 
MISSCARE Survey, BERNCA/PIRNCA, and TU instruments. We identified differences in the range of activities, time period, scoring and 
evaluation.
Conclusion: We conclude that the phenomenon is mostly related to independent nursing activities and the most frequent reason for its oc-
currence is the insufficient number of nursing staff. Based on the analysis, we note that the phenomenon not only significantly influences 
patient satisfaction but also the job satisfaction of nurses – and this is reflected in the quality of provided care. We emphasize the need to 
be concerned about the mentioned phenomenon using specific measuring tools in studies conducted in the Slovak Republic.
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Introduction

The concept of rationing/missed/unfinished care is a mul-
tidimensional universal phenomenon that is discussed in 
an international context mainly with reference to the global 
lack of nurses and the implications of this shortage for health 
care quality – particularly patient safety. From the historical 
point of view, the phenomenon was initially examined in the 
medical fields (Jones, 2015) as a result of the imbalance be-
tween funding shortages and healthcare costs reduction or, 
more specifically, the imbalance of cost-saving measures on 
the one hand and the rising healthcare demands on the oth-
er. It has become the subject of systematic research in nurs-
ing over the past decade, mainly in relation to the continuing 
trend of the deepening global nursing shortage. These factors 
have prompted an extensive number of qualitative and quan-
titative researches in various countries, including interna-
tional comparative studies, from which the best known is the  
RN4CAST Study (Aiken et al., 2014; 2017; 2018; Ausserhofer 
et al., 2014). The observed indicators (the consequences of the 

phenomenon) were for example postoperative mortality (Ai-
ken et al., 2018; Schubert et al., 2012); falls (Kalisch and Lee, 
2012; Lucero et al., 2010); nosocomial infections (Lucero et al., 
2009; 2010; Schubert et al., 2008); pressure ulcers (Schubert 
et al., 2008; 2009); adverse events, medication errors (Lucero 
et al., 2010; Schubert et al., 2008; 2009); satisfaction of the 
patients with the provided care (Hessels et al., 2015; Schubert 
et al., 2009). Several authors (Aiken et al., 2018; Kalisch and 
Lee, 2012) consider rationing/missed/unfinished nursing care 
to be a significant mediator of the relationship between the 
personal care assurance (the number of staff) and indicators of 
the care provided (falls, patient mortality) – meaning that the 
negative impact of the nursing shortage on the quality of the 
provided care is mediated particularly by the phenomenon of 
rationing/missed/unfinished nursing care. This care has neg-
ative consequences, not only for the patients themselves and 
the care provided, but also for the nurses.

Systematic reviews of studies referring to the phenom-
enon (Jones, 2015; Papastavrou et al., 2016) pointed out 
its negative influence on the job satisfaction of nurses and 
their intentions to leave the workplace (Jones, 2014; Kalisch 
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et al., 2011). Papastavrou et al. (2016) categorized the aims 
of rationing/missed/unfinished nursing care research into 
three areas. According to the authors, the first research area 
concentrated on the clarification of the phenomenon in the 
context of organizational aspects of health care and the work 
environment of nurses. The results of the studies in this area 
(Al-Kandari and Thomas, 2009; Ausserhofer et al., 2014; Hes-
sels et al., 2015; Kalisch et al., 2009a; Schubert et al., 2008) 
contribute to a systematic mapping of the associated factors, 
or more precisely, predictors of the phenomenon; such as the 
work environment, patient-nurse ratio, performing non-nurs-
ing interventions, nursing workload, unexpected increase in 
the number of patients (or an unplanned increase in care de-
mands, material or resources), communication barriers within 
the team or in the nurse-patient relationship and, last but not 
least, ineffective delegation of the tasks (Ausserhofer et al., 
2014; Jones, 2015; Kalisch et al., 2009a; 2011). According to 
Jones (2015), the number of nurses along with the work en-
vironment characteristics are clearly stronger predictors than 
the individual characteristics of the nurses (e.g. age, education, 
length of practice, etc.). Individual factors (antecedents/caus-
es) were incorporated into several conceptual frameworks of 
rationing/missed/unfinished nursing care: Kalisch’s model of 
missed care (Kalisch et al., 2009a), Lucero’s model of process 
of care and outcomes (Lucero et al., 2009), Hessels’ adapted 
model of missed care (Hessels et al., 2015), Schubert’s model 
of the implicit rationing of nursing care (Schubert et al., 2007) 
or Bail’s conceptual framework of failure to maintain (Bail and 
Grealish, 2016).

The second area of research (Halvorsen et al., 2008; 2009) 
focuses on the philosophical and ethical aspects of the implicit 
rationing of the nursing care phenomenon, especially in rela-
tion to the decision-making process of the selection interven-
tions – in particular, the identification of priorities in nursing 
care.

According to Papastavrou et al. (2016), the third research 
area focuses on the examination of implicit rationing of nurs-
ing care per se, as well as of its implications on the quality of 
the care and on patient safety (Jones, 2015; Kalisch et al., 
2009a; Lucero et al., 2010; Schubert et al., 2008; Sochalski, 
2004). Based on the review of research studies in this area, 
Jones (2015) and Papastavrou et al. (2016) have identified the 
interventions most frequently missed or withheld in the clini-
cal practice due to insufficient resources (personal, time, mate-
rial, skill-mix). Results in this area point out a high prevalence 
of these interventions with considerable variability depending 
on the tool used (its sensitivity and specificity). According to 
Jones (2015), the differences in the level and the occurrence 
frequency of the most frequent undone/unfinished interven-
tions depend on the approach to their measuring. In the sys-
tematic reviews (Jones, 2015; Papastavrou et al., 2016), the in-
consistency in terminology and the different terms (e.g. missed 
nursing care, unfinished care, care left undone, implicit rationing 
of nursing care) to describe the phenomenon is denoted, which 
has a negative effect on its systematic mapping (Papastav-
rou et al., 2016). In the first quantitative study of rationing/
missed/unfinished nursing care published by International 
Hospital Outcomes Research Consortium – IHORC in the USA, 
the term nursing care left undone was used (Aiken et al., 2001; 
Jones, 2015).

However, various different terms have consequently ap-
peared in other American and European studies: missed nurs-
ing care – the USA (Kalisch, 2006), Australia (Henderson et al., 
2017); implicit rationing of nursing care – Switzerland (Schubert 
et al., 2007); task incompletion – Kuwait (Al-Kandari and Thom-

as, 2009); care left undone – European countries (Ausserhofer 
et al., 2014), the United Kingdom (Leary et al., 2014); failure 
to maintain – Australia (Bail and Grealish, 2016); unmet nursing 
care needs – the USA (Lucero et al., 2009), and others. We have 
found various translations of the above-mentioned terms in 
Slovak and Czech scientific literature, e.g. care rationalization, 
rationing of care, missed care, unfinished care (Gurková and 
Jakubcová, 2017; Zeleníková et al., 2017).

 The approaches to the conceptualization and further oper-
ationalization of rationing/missed/unfinished nursing care are 
divided into three groups by Jones (2015) – the approach fo-
cusing on unfinished interventions, the approach taking into 
account the implicit rationing of nursing care and the approach 
addressing missed care. Each of these approaches is character-
ized by specific conceptual definitions, theoretical frameworks 
as well as measuring tools. Within the mentioned approach-
es, several assessment tools have been developed, not only to 
evaluate the individual aspects of the mentioned nursing care 
but also to examine the causes leading to the phenomenon 
(Jones et al., 2015). The measuring tools target the identifi-
cation of unfinished, undone interventions together with the 
reasons leading to these phenomena. Aspects of this nursing 
care may be possibly evaluated either from the point of view 
of the patient or from the nurses’ perspective (Papastavrou et 
al., 2014). Based on the measurement findings, it is possible to 
identify and take the necessary precautions to eliminate the 
occurrence of rationing/missed/unfinished nursing care. The 
aim of this paper is the analysis of the approaches to the oper-
ationalization of the concept of rationing/missed/unfinished 
nursing care and to provide an overview of the tools used for 
its measurement.

 
Materials and methods

This article was processed as an overview study using the 
method of content analysis of the studies published within 
the scientific databases PubMed, ScienceDirect, and ProQuest 
available in the Comenius University Academic Library (where 
the study was conducted). The search was realized through the 
stated keywords: missed, unfinished, rationing, care, nursing, 
measuring tools using the Boolean operators “AND” and “OR”. 
In the initial phase of the search, 189 studies were acquired. 
The selection was narrowed by using the search criteria: lan-
guage (English, Slovak), publishing year (2000–2017) and full-
texts. The specific time range and the year of the start point 
were chosen because of the fact that the first qualitative and 
quantitative studies in this field have been published since 
that time. Using these criteria 85 studies were found. 25 stud-
ies were found in PubMed, 21 in ScienceDirect, and 9 studies 
in ProQuest. After removing 30 duplicates, 55 studies were 
obtained and then used when processing the overview study 
(Fig. 1).

 
Results

Measuring tools of the phenomenon of rationing/
missed/unfinished care
More than 20 measuring tools examining this phenomenon 
can be found in the literature concerning nursing care. All the 
realized researches using measuring tools represent one of the 
three research approaches to the phenomenon of rationing/
missed/unfinished care (Jones et al., 2015). The individual re-
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search approaches differ in the utilization of the terms and in 
the measuring tools and criteria for data collection in relation 
to time range. As has already been mentioned, Jones (2015) 
divides the approaches to the phenomenon on the basis of 
conceptualization and further operationalization of rationing/
missed/unfinished care into three categories – the missed care 
approach developed from the model of Kalisch (2006); the ap-
proach of implicit rationing of care developed within the “Ra-
tioning of Nursing care in Switzerland (RICH) Study” (Schubert et 
al., 2007), and the approach of unfinished interventions pub-
lished in “International Hospital Outcomes Research Consortium 
(IHORC)” (Sochalski, 2004). The common feature of the meas-
uring tools of the individual approaches is that these tools ask 
the nurse to evaluate the care she provided during her previous 
working shifts, to identify the elements which she was not able 
to finish (or the tasks she missed most frequently due to lack 
of time), communication or material resources (Kalisch et al., 
2009a; Kalisch and Williams, 2009). Within the unfinished 
care approach (Halvorsen et al., 2008), the nurses are asked 
to take their latest shift into account. In implicit rationing of 
care (Jones, 2014; Schubert et al., 2007) nurses assess their 
last seven working shifts. In the missed care approach (Kalisch 
and Williams, 2009) nurses are asked to mark the frequency of 
missing the individual elements of care. All of the measuring 
tools are valid and reliable (Jones et al., 2015; Papastavrou et 
al., 2014). In the following sections, we describe only these, 
which specifically assess the individual approaches to the phe-
nomenon of rationing/missed/unfinished care (Table 1).

Unfinished care and the Task undone instrument
Unfinished care was identified as a part of the nursing care 
process constructed between the organizational system struc-
ture and the outcomes. It is a common phenomenon in the 
conditions of acute care facilities (Jones et al., 2015). One of 
the first tools for measuring unfinished care was the Task un-
done tool (TU). Its items were developed based on the litera-
ture review of the tools focusing on the nurses’ perception of 
quality of the provided care and a qualitative research (data 
were collected using the method of focus groups). The tool was 
tested in the USA, and data about the psychometric charac-
teristics are reported in a single study (Lucero et al., 2009). 
This instrument originated from Lucero’s model of the process 
of care and its outcomes (Lucero et al., 2009) and was used 
in a well-known international RN4CAST Study (Aiken et al., 
2014; 2017; 2018; Ausserhofer et al., 2014). In Sochalski’s 
study (2004) and in the study by Lucero et al. (2009), the tool 
was used in the context of unfinished activities with the re-
flection of the quality of the provided nursing care. Several 
modifications of the instrument were developed and the mod-
ifications of the tool recently being used are TU-5, TU-7, TU-9, 
and TU-13. The number behind each abbreviation represents 
the number of items in the tool. The tool focuses on the tasks 
left undone by the nurse during the last working shift. It also 
includes nursing tasks related mainly to planning, documen-
tation, hygiene care, education, coordination and patient dis-
charge, and emotional support. Compared to other measuring 
tools it includes the smallest number of items. The items are 
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Table 1. Measuring tools of the phenomenon of rationing/missed/unfinished care

Instrument Author, 
year

Country  
of origin

Areas of the assessment Number 
of items

Evaluation description Psychometric 
properties

MISSCARE 
Survey

Kalisch and 
Williams 
(2009)

the USA 
(Michigan)

3 parts: 1st part (20 items) – demographic 
data of nurses and data regarding the 
clinical environment of the nursing 
practice;
part A (24 statements) – elements of 
missed nursing care (individual needs 
of the patient; discharge planning and 
patient education; basic nursing care; 
regular assessment);
part B (17 statements) – reasons for 
missed nursing care (labor, communication 
and material resources)

41 part A – the nurse evaluates 
the aspects of missed nursing 
care during the past 7 working 
shifts on Likert scale (0 – not 
applicable (e.g., on night shift), 
1 – never missed, 5 – always 
missed); part B – the nurse 
evaluates reasons for occurrence 
by Likert scale (1 – not reason 
for missed care, 4 – very 
significant reason)

(α = 0.93); 
reliability of 
test-retest 
0.87

Basal Extent 
of Rationing 
Nursing Care 
(BERNCA)

Schubert et 
al. (2007)

Switzer- 
land

daily living activities; care - support; 
rehabilitation, instructions, education; 
monitoring – safety; documentation

20 the nurse evaluates the 
frequency of unfinished nursing 
care activities during the past  
7 working shifts on Likert scale  
(0 – never, 3 – often)

α = 0.93

Perceived 
Implicit 
Rationing of 
Nursing Care 
(PIRNCA)

Jones 
(2015)

USA  
(Texas)

assistance with physical care; 
implementation of prescribed treatment 
plan; emotional support and teaching; 
surveillance/vigilance; coordination of care 
and discharge planning; documentation

31 the nurse evaluates the 
frequency of unfinished 
particular activities (direct. 
delegated) during the past  
7 working shifts on Likert scale 
(0 – never, 3 – often; response 
option – not needed)

α = 0.97

The Neonatal 
Extent 
of Work 
Rationing 
Instrument 
(NEW-RI)

Rochefort 
and Clarke 
(2010)

Canada 
(Quebec)

life support and technologically-oriented 
nursing care; parental support, teaching 
and infant comfort care; patient 
surveillance; discharge planning

52 the nurse evaluates the 
frequency of realized tasks; 
prioritization of tasks and 
frequency of missed activities 
during the last 30 days on Likert 
scale (1 – very rarely, 4 – very 
often)

α = 0.81–0.93 
(4 subscales)

Task undone 
(TU-5)

Zhu et al. 
(2012)

China patient surveillance; preparing patients 
and families for discharge; skin care; pain 
management; treatment and procedures

  5 response option: YES/NO; the 
nurse evaluates the last working 
shift

not reported

TU-7 Aiken et al. 
(2001)

USA  
(Pennsyl- 
vania)

patient and family education; preparing 
patients and families for discharge; 
comfort/interview with patients; 
documentation of nursing care; hygiene; 
development or updating of nursing care 
planns

  7 response option: YES/NO; the 
nurse evaluates the last working 
shift

α = 0.73

TU-9 Al-Kandari 
and Thomas 
(2009)

Kuwait patient and family education; preparing 
patients and families for discharge; 
comfort/interview with patients; 
documentation of nursing care; hygiene; 
treatment and procedures

  9 response option: YES/NO; the 
nurse evaluates the last working 
shift

not reported

TU-13 Ausserhofer 
et al. (2014)

12 Euro- 
pean  
countries

patient surveillance; documentation of 
nursing care;
adequate timing of administration of 
medications; interview with patients; 
development or updating of nursing 
care planns; education of patients and/
or family; turning;oral hygiene; pain 
management; care planning; preparing 
patients and families to discharge; skin 
care; treatment and procedures

13 response option: YES/NO; the 
nurse evaluates the last working 
shift

not reported

Kalánková et al. / Kontakt
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dichotomous. The score is calculated as the sum of all items in 
the tool (Jones et al., 2015).

Missed care and MISSCARE Survey
The missed care approach originates from the Kalisch’s con-
ceptual framework of missed care (Kalisch, 2006; Kalisch et al., 
2009a). Kalisch (2006) developed her model based on qualita-
tive research. The focus groups method was used when collect-
ing the data (the research sample consisted of 107 registered 
nurses, 15 licensed practical nurses, and 51 healthcare assis-
tants). The result of the qualitative study was the identifica-
tion of 9 areas of missed care and 7 areas of the most frequent 
reasons for missed care. Within the continuity of the findings 
from the focus groups, she created a model of missed nurs-
ing care based on a conceptual analysis, which she identified 
as the necessary nursing care for a patient that was partially 
or fully omitted by the nurse even though the patient needed 
or required this care (Kalisch et al., 2009b). In her conceptu-
al framework, she identified 9 components of missed nurs-
ing care and 7 areas of the most common reasons for missed 
care in acute care settings. Based on the presented conceptual 
framework, the tool MISSCARE Survey (MISSCARE) was devel-
oped and tested. The items in this tool are based on the results 
of qualitative research, conceptual analysis, and pilot testing. 
The tool comprises 3 parts. The first part contains 20 closed 
and semi-closed items related to the demographic data of the 
nurses and to the clinical environment of the nursing practice. 
The following part – part A, contains 24 items and evaluates 
how often the listed nursing activities are missed or omitted. 
The 5-point Likert scale is used and it ranges from “always 
missed” to “never missed”. The third part – part B, contains 
17 items. On the 4-point Likert scale ranging from “a very sig-
nificant reason” to “no reason for missed care”, nurses mark 
the reasons for missed care based on their best belief (Kalisch 
et al., 2009a).

Implicit rationing of care and the BERNCA, PIRNCA, 
and NEW-RI instruments
The approach of implicit (hidden) rationing of nursing care 
originates from Schubert’s conceptual framework (Schubert 
et al., 2007). The implicit rationing of care is defined as the 
withholding of the necessary nursing activities due to lack of 
resources (personnel, time, material, and skill-mix). Accord-
ing to Schubert et al. (2008), the implicit rationing of nursing 
care occurs in the process of providing nursing care, however, 
as opposed to the explicit (external) rationing it is based on 
the decision of the nurse (as a reflection of her values, beliefs, 
team rules etc.). Based on the inducted conceptual framework, 
the Basel Extent of Rationing of Nursing Care (BERNCA) instru-
ment was developed and tested. The areas of assessment in 
the BERNCA tool include daily living activities, care – support, 
rehabilitation, instructions, education, monitoring-safety, and 
documentation. Unlike the tool MISSCARE Survey, the main 
focus in the BERNCA instrument is placed on the planning 
and evaluation of the provided nursing care. However, items 
regarding the treatment, examinations and treatment proce-
dures are missing (Jones et al., 2015). The tool is developed in 
order for the nurses to evaluate the frequency of unfinished 
activities of nursing care that should have been provided in the 
past seven working shifts (Schubert et al., 2007). It contains 
20 items which are evaluated on the frequency scale from 0 
(never) to 3 (often). Later the score was changed by adding the 
option “not needed”. Individual items of the tool are calculated 
as the mean score (Schubert et al., 2008; 2009).

The BERNCA is a reliable and valid instrument to measure 
the implicit rationing of nursing care, developed and tested 
among German and English speaking nurses who work in Eu-
ropean hospitals, but it was not evaluated in the conditions of 
American practice (Jones et al., 2015). Jones (2014) created 
and consequently adapted the American version of the BERN-
CA, called the Perceived Implicit Rationing of Nursing care Instru-
ment (PIRNCA). This tool was adapted to be used by American 
medical-surgical nurses in their work environment, and the 
psychometric characteristics’ evaluation has proven its good 
validity and reliability (Jones et al., 2015). Jones (2014) added 
activities originating from specific competencies of nurses in 
the USA. Compared to the original version of the BERNCA, it 
contains a wider range of interventions. It contains 31 items 
which represent the necessary activities focused on nursing 
assessment, problem identification, care planning, the realiza-
tion of interventions and the evaluation of the provided care. 
Among the interventions, she included, e.g., early response to 
the patient’s need or request, documentation assessment by 
the team providing care, providing basic hygiene care, docu-
mentation of all nursing interventions/care, patient educa-
tion, providing emotional and psychological support, commu-
nicating the important information with other members of 
the team and the nursing care plan evaluation (Jones, 2015). 
Compared with the original version of the BERNCA, items in 
the PIRNCA instrument are evaluated on the frequency scale 
from 1 (never) to 4 (often), with the option “not needed” (0) 
included. The score is calculated as the mean of all the items.

Another instrument developed in the USA is called The 
Neonatal Extent of Work Rationing Instrument (NEW-RI), which 
was adapted for use in the work environment of neonatal in-
tensive care units and was translated to English and French 
languages (Jones et al., 2015). The tool has been used only 
twice (Rochefort and Clarke, 2010; Rochefort et al., 2016).

 
Discussion

From the chronological point of view, the first published stud-
ies were based on the approach of unfinished interventions 
using the tools known as Task Undone. Aiken et al. (2001) 
compared unfinished care in Germany, the United States and 
Canada using the TU 7 instrument in their well-known study. 
More than half of the nurses stated that the most frequently 
unfinished interventions were interviewing the patients, de-
veloping or updating nursing care plans (Aiken et al., 2001) 
and education of patients or family. The same conclusions were 
later made by Aiken et al. (2013) based on their study in the 
conditions of 12 European countries, where the lack of time 
was determined to be the main reason for the incompletion 
of nursing activities. Sochalski (2004) found a strong relation-
ship between unfinished care and the quality of nursing care 
and patient safety through this tool. Ausserhoffer et al. (2014) 
found that unfinished nursing care is widespread in all Europe-
an countries in the RN4CAST study using the TU-13 tool. The 
most frequent unfinished nursing activities in different coun-
tries using the TU tool have been identified and they comprise 
the following: interviews with the patients, patient education, 
development and updating the nursing care plans (Aiken et al., 
2001; 2013; Ball et al., 2014; 2016; Lucero et al., 2010), patient 
safety and patient surveillance (Ausserhofer et al., 2014; Zhu 
et al., 2012), and the adequate documentation of nursing care 
(Al-Kandari and Thomas, 2009) due to lack of time during the 
last shift of nurses (Ball et al., 2014; 2016). 

Kalánková et al. / Kontakt



70

The second quantitative tool is the MISSCARE Survey. The 
results of the validation study confirmed good psychometric 
properties of the MISSCARE Survey in the USA (Kalisch and 
Williams, 2009). Authors tested the instrument on a sample 
of 459 registered nurses. The study results showed a signifi-
cant prevalence of missed nursing care in acute care hospitals. 
The missed patient assessment was found in 44% responses 
of respondents, while basic nursing care and the related ac-
tivities were reported in 73%. The most frequently omitted 
interventions included: ambulation, assessing the efficacy of 
the medication, turning, oral cavity care, patient education, 
and the administration of the medication to the patient in 
time. The least omitted areas included patient assessment and 
bedside glucose blood control. The most frequent reasons for 
omitting nursing interventions include staff resources (acute 
admissions, healthcare workers categorization, etc.), material 
resources (medication, devices, equipment, etc.), and commu-
nication (tension within the team, communication failure in 
the team, inadequate shift take-over, etc.). Since 2009, the tool 
has been translated into several languages: English, Turkish, 
Portuguese, Arabic, Icelandic (Jones et al., 2015) and tested 
not only in the Anglo-American cultural context (Castner and 
Dean-Baar, 2014; Friese et al., 2013; Kalisch and Lee, 2012; 
Kalisch et al., 2009a; 2011; Valles et al., 2016), but also in many 
European countries – Iceland (Bragadóttir et al., 2014), Italy 
(Palese et al., 2015), Cyprus (Papastavrou et al., 2016) and in 
the Arab countries (Rehem et al., 2017), Asia (Cho et al., 2015; 
Srulovici and Drach-Zahavy, 2017), Australia (Henderson et 
al., 2017), and New Zealand (Harvey et al., 2015). The tool is 
intended to be used by nurses but a version for patients was 
also tested (Kalisch et al., 2014). Through the MISSCARE Sur-
vey, the most common aspects of missed care and the causal 
factors of this phenomenon (Friese et al., 2013) were identified 
within the acute care. Phelan et al. (2017) also used this survey 
in their Irish study in community care settings and found that 
higher levels of missed care (70% prevalence in basic nursing 
activities) are related to the characteristics of the individual 
nurse, particularly if work experience is shorter than 5 years, 
age and unpaid overtime. The most frequent missed interven-
tion occurrences in the studies using MISSCARE Survey were 
reported to be interventions related to patient mobilization 
with an emphasis on turning of the patient every two hours, 
ambulation for three times a day or more (Gurková and Jakub-
cová, 2017; Srulovici and Drach-Zahavy, 2016; Valles et al., 
2016;), oral hygiene (Hernández-Cruz et al., 2017), patient ed-
ucation (Moreno-Monsiváis et al., 2015), emotional support 
(Kalisch and Lee, 2012; Kalisch et al., 2009a; 2011), mostly 
from the reason of a shortage of nursing staff and assisting 
staff (Gurková and Jakubcová, 2017; Henderson et al., 2017; 
Kalisch et al., 2009a; Phelan et al., 2017). The tool’s pilot test-
ing was performed in the Slovak Republic by the authors Gurk-
ová and Jakubcová (2017) on a research sample consisting of 
92 nurses from 4 hospitals in the eastern region of Slovakia. 
The authors confirmed the good internal consistency of both 
the tool’s subscales; part A and part B (Cronbach alpha ranged 
from 0.95–0.97). Due to the low number of respondents in the 
study, we can only consider the results to be indicative, with 
low validity and range of generalization, requiring further test-
ing on a larger representative sample.

The third most widely and commonly used tool is the 
BERNCA, used in the Swiss study Rationing of Nursing Care in 
Switzerland (RICH) (Schubert et al., 2008) and in the modi-
fication of TU-13 in the well-known international RN4CAST 
study (Aiken et al., 2014; 2017; 2018; Ausserhofer et al., 
2014). The BERNCA was originally tested in acute care set-

tings, but later it was revised and adapted for use in nursing 
homes (Zúñiga et al., 2015). It has been translated into several 
languages (French, Greek, and English) and tested in European 
countries, especially in Switzerland (Dhaini et al., 2017; Schu-
bert et al., 2008; 2009; Zúñiga et al., 2015). According to the 
study of Jones (2015) conducted in the US, the results of stud-
ies suggest that implicit rationing of nursing care is a common 
phenomenon in conditions of hospital care and occurs in all 
its aspects, e.g., physiological and psychological needs, nursing 
documentation and others. VanFosson et al. (2017) compared 
unfinished care in the Burn Progressive Care Unit (BPCU) and 
the Burn Intensive Care Unit (BICU) in the United States us-
ing the PIRNCA instrument. In the Czech Republic, this tool 
was tested in a pilot study on a sample of 100 nurses from two 
medical facilities. The following activities have been identified 
by the nurses as the most frequent unfinished activities: time-
ly response to the request of the patient/family, supervision of 
the delegated activities, the evaluation and revision of the care 
plan, providing emotional and psychological support to the 
patient, monitoring of the emotional status and the patient’s 
behavior, as well as controlling the medical documentation. In 
addition to the unfinished activities, the nurses stated the rea-
sons for unfinished care: the inadequate number of staff, inad-
equate numbers of the assistive staff, unexpected patient ad-
missions and discharges, and unexpected deterioration of the 
patients’ health condition (Zeleníková et al., 2017). Rochefort 
and Clarke (2010) first used the NEW-RI tool to identify the 
nursing activities mostly rationed due to lack of time: activities 
related to discharge planning, parental support and teaching, 
and comfort care of the patients. In a newer study, Rochefort 
et al. (2016) confirmed the previous results and added a new 
finding: more than half of the nurses are dissatisfied with pain 
relief management. We can conclude that the following activi-
ties were identified among the most frequently rationing nurs-
ing activities: the education of patients and families (Jones, 
2015; Srulovici and Drach-Zahavy, 2017), emotional support 
(Ausserhofer et al., 2014; Jones, 2015; VanFosson et al., 2017; 
Zeleníková et al., 2017; Zúñiga et al., 2015), the adequate doc-
umentation of the provided nursing care (Ausserhofer et al., 
2014; VanFosson et al., 2017; Zeleníková et al., 2017; Zúñiga 
et al., 2015) and developing of the nursing care plans (Ausser-
hofer et al., 2014; Zeleníková et al., 2017; Zúñiga et al., 2015) 
due to lack of staff (Zeleníková et al., 2017) or emotional ex-
haustion of the nurses (Dhaini et al., 2017).

The conclusion from the above mentioned results is that 
the differences in the individual approaches caused a consider-
able variability of research results aimed at monitoring the lev-
el of prevalence of this phenomenon. For example, the dom-
inating interventions in the missed care approach (based on 
Kalisch’s conceptual framework) are the interventions to sup-
port patient mobility, whereas interventions on patient health 
status monitoring (Jones, 2015) dominated in the implicit 
rationing of care approach (based on Schubert’s framework). 
The approach of unfinished care (based on Lucero’s model) was 
dominated by interventions assessed regarding the quality of 
nursing care. Based on the results of the previously conducted 
studies a conclusion can be drawn that the above-mentioned 
phenomenon is most relevant to independent nursing activ-
ities, including communication with the patient, emotional 
support of the patient, education of the patient and a fami-
ly, documentation of the provided nursing care, development 
or updating of nursing care plans, discharge planning, and 
basic activities such as turning, ambulation with the patient, 
feeding, and hygiene care (Ausserhofer et al., 2014; Ball et al., 
2014; 2016; Dhaini et al., 2017; Jones, 2014; Rochefort and 
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Clarke, 2010). Similar results are achieved using all the men-
tioned evaluation tools, as has been confirmed by the pilot 
studies carried out in the conditions of the Slovak and the 
Czech Republic. Based on the analysis of the sources, we can 
state that the main reason for this phenomenon is the lack 
of nursing staff and the associated time shortage for the per-
forming of specific nursing activities (Hernández-Cruz et al., 
2017; Hessels et al., 2015; Kalisch et al., 2009a; Rochefort et 
al., 2016). The correlation between the occurrence of the phe-
nomenon in nursing care units and the patient outcomes, with 
an emphasis on increased mortality (Schubert et al., 2012), the 
formation of pressure ulcers (Castner and Dean-Baar, 2014) 
and an increased incidence of nosocomial infections (Lucero et 
al., 2009) was clearly confirmed. The studies have also shown 
a link between the phenomenon and patient satisfaction, but 
also with the job satisfaction of the nurses (Papastavrou et al., 
2014; Zúñiga et al., 2015).

 
Conclusions

Rationing/missed/unfinished nursing care represents a 
three-dimensional phenomenon incorporating the problem 
(lack of time and resources); the process (clinical decision-mak-
ing of nurses to prioritize and ration the care) and the result 
(unfinished care, errors of omission, failure to maintain). The 
aim of the overview study was to point out the phenomenon of 
rationing/missed/unfinished care in relation to the use of the 
selected measuring tools. Inconsistency in the conceptualiza-
tion was manifested in different approaches to the operation-
alization of the concept, and consequently in the variability of 
research findings focused on the monitoring of its level, par-
ticularly its prevalence.

In our overview, we analyzed three approaches and the 
tools which originated from these approaches to measure ra-
tioning/missed/unfinished care – the MISSCARE Survey, the 
BERNCA/PIRNCA and the Task Undone instruments. Each of 
these tools differs in the extent of the activities monitored, 
time period (last shift versus last 7 shifts or a non-specified 
period), scoring and evaluating (when evaluating dichotomous 
items, response rates versus sum score). The approach focused 
on missed care using the measuring tool MISSCARE Survey 
(studies originated from Kalisch’s conceptual framework) was 

dominated by the interventions focusing on patient mobility 
support, basic nursing care, emotional support of the patient 
and education.

The communication and interpersonal relationships, ma-
terial and personnel workplace maintenance were determined 
as the most common reasons for missed care in several coun-
tries. On the contrary, in the approach focused on implicit ra-
tioning of care (studies originating from Schubert’s conceptual 
framework) the interventions related to the monitoring of 
health status of the patients were dominant. Moreover, 6 in-
dicators related to the implicit rationing of nursing care were 
identified. At the same time, the concept of prioritization of 
nursing activities and the process of clinical decision-making 
of nurses dominates here. The most frequent reason for the 
phenomenon of implicit rationing of nursing care is, according 
to several foreign authors, the time shortage to carry out indi-
vidual nursing activities. The approach of unfinished activities 
(studies originating from Lucero’s model) is connected with 
the quality of the provided nursing care in a number of studies 
and was used in the RN4CAST study. The most frequent un-
finished nursing activities were identified in the scope of this 
approach, e.g. interviewing the patient, education or planning 
of the nursing care, mainly because of time shortage – whereby 
these findings also correspond with the results of studies us-
ing tools for measuring and evaluating the implicit rationing 
of care.

To conclude, we would recommend addressing the issues 
of rationing/missed/unfinished care from the point of view 
of conducting studies using measuring tools specific for the 
given phenomenon in the Slovak Republic (where the similar 
research is still in its early stages). We emphasize the need to 
pay attention to the work environment of nurses and to deter-
mine precautions which can eliminate the occurrence of this 
now much-discussed phenomenon.
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Využitie hodnotiacich nástrojov v posúdení fenoménu prideľovanej/chýbajúcej/nedokončenej 
starostlivosti

Súhrn
Úvod: Fenomén prideľovanej/chýbajúcej/nedokončenej starostlivosti je aktuálnym predmetom zahraničných výskumov v ošet-
rovateľstve. Jeho kvantifikáciu je možné dosiahnuť len prostredníctvom špecifických hodnotiacich nástrojov. S ich využitím je 
možné identifikovať nielen ošetrovateľské aktivity, ktoré sestry nerealizujú počas svojej služby, ale aj dôvody, ktoré vedú k vzniku 
tohto fenoménu.
Cieľ: Cieľom nášho príspevku je analýza prístupov k operacionalizácii konceptu prideľovanej/chýbajúcej/nedokončenej ošetrova-
teľskej starostlivosti a vytvorenie prehľadu nástrojov k jeho meraniu.
Metódy: Pre jeho spracovanie bola využitá metóda obsahovej analýzy odborných štúdií publikovaných vo vedeckých databázach 
PubMed, ScienceDirect a ProQuest.
Výsledky: V príspevku sme analyzovali tri prístupy a hodnotiace nástroje, ktoré boli vyvinuté k hodnoteniu fenoménu – MISSCA-
RE Survey, BERNCA/PIRNCA a TU nástroje. Identifikovali sme rozdiely v rozsahu sledovaných činností, časového rozmedzia, 
skórovaní a vyhodnocovaní.
Záver: Dospeli sme k záveru, že fenomén sa najviac týka nezávislých ošetrovateľských aktivít a najčastejším dôvodom jeho vzni-
ku je nedostatok ošetrujúceho personálu. Na základe analýzy konštatujeme, že fenomén významnou mierou ovplyvňuje nielen 
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