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Abstract. Background and aims: Missed Nursing Care is defined as planned care in the patients care process 
that is omitted or delayed. Despite their importance in Italy, there are just few studies that measure Missed 
Nursing Care’s prevalence and causes. We are not aware of studies published in literature that have related 
Missed Nursing Care with the presence or absence of support staff. Aims: This study’s objective, was to meas-
ure nurse’s perception and reasons for missed care in surgical wards with or without Health Care Assistants, 
and, to assess whether there is a significant difference between the two groups of nurses. Method: A Cross-
sectional observational study was conducted through the administration of the “Missed Nursing Care Survey” 
in the Italian Version to nurses of the wards surveyed. Results: Results have confirmed that the most frequent 
Missed Nursing Care are hygiene and mobilisation activities as reported in other Italian and foreign studies, 
with higher frequency in wards without Health Care Assistance. Also, the study confirmed other Italian and 
foreign study results recognising the most significant motivation for Missed Nursing Care’s as the lack of staff 
and unexpected events. Conclusions: Without wishing to attribute a cause/effect relation, it is interesting to 
assess the results, which seem to show that the presence of Health Care Assistances contributes to reduce the 
prevalence of missed activities. The lack of staff has revealed higher average of Missed Nursing Care for both 
groups, which seems to direct our attention not only towards the presence of Health Care Assistances but in 
regards to their inclusion in care activities. It may be necessary to reflect on the priority that nurses give to 
certain activities. (www.actabiomedica.it)
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Introduction

The first notion of missed nursing care began to 
show in qualitative studies conducted in some surgical 
wards in American hospitals in 2006 (1).

Missed nursing care is defined as “any aspect of 
the patient care that has been (partially or totally) 
omitted or delayed” (2).

It is important to emphasise that the Missed 
Nursing Care (MNC) are omission errors (for exam-
ple: not teaching the patient) instead of commission 
errors (for example: giving the wrong medication to a 
patient) (2,3).

Furthermore, there are studies in literature, in 
which other related concepts were considered, such 
as: Unfinished care (4) and rationed care (5). Moreo-
ver, Sochalski’s study (4)showed that the quality of 
assistance was strongly related to unfinished care. 
(r=634; P<001).

In contrast to commissioning errors, there are no 
studies in literature that implement (or propose) inter-
ventions to reduce MNCs.

The MNC studies used three conceptual models 
which depart from three different definitions and uti-
lise three different assessment tools. The approaches are 
identified with the terms: Task Undone (TU), Implicit 
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Rationing (IR) and Missed Care (MC). The TU ap-
proach sets patients and organisational outcomes, on 
the contrary, MC and IR focus their attention on pa-
tient and nurses outcomes (6).

Although it’s not possible to compare these stud-
ies because of the different instruments, outcomes and 
approaches used, the results allowed us to underline 
how the MNC represent an element to assess the qual-
ity of the assistance provided, therefore, deserves the 
attention not only of clinical nurses but also of nursing 
managers.

In a quantitative study on Missed care con-
ducted by a Swiss team, it was concluded that even 
if the MNC levels were low, they identified signifi-
cant predictors for six nursing sensitive outcomes 
(patient satisfaction, drug administration mistakes, 
patient falls, healthcare associated infections, pres-
sure sores, and critical accidents that involved pa-
tients in the last year).

Another qualitative study on the identification 
of MNCs has recognised nine areas of Missed Care 
(Walking, passive mobilisation, delayed or missed 
feeding, patient education, discharge planning, emo-
tional support, hygiene, documents collection/trans-
mission and surveillance), and seven probable reasons 
for Missed Care (e.g. limited time for nursing inter-
vention, poor cooperation etc..) (1)

Other research, most of which were observational- 
qualitative, have detected non completed nursing care asː 
Walking, mobilisation, feeding, wound care, patient ed-
ucation, hand washing and care of peripheral IV line (7).

Many of the reasons why it is possible to identify 
MNC are related to the structural dimension of the 
care environment, documentation procedures, tech-
nologies of nursing care, care models, worsening of 
patient condition (8)

MNC can lead to negative outcome for patients, 
as high postoperative mortality rates and low patient 
satisfaction rate (9,10).

Some observational/ quantitative Italian stud-
ies have identified Missed care in hospital environ-
ment. In an Italian study (11), they considered 12 
medical wards (interviewing a total of 252 nurses and 
165 HCAs) of a North Italian hospital and they uti-
lised the MISSCARE tool. This research underlined 
that patient walking, 2 hourly positional change, and 

discharge education were the most missed items. On 
the contrary, the less frequent Missed care includedː 
blood sugar monitoring, hand hygiene, wound care 
and skin control.

The study reported that the most likely causes to 
MNC were related toː an increase of number of pa-
tients, worsening of patient condition and lack of staff. 
Instead, the less probable wereː tensions and commu-
nication difficulties between the nursing team, other 
wards failed to fulfil their duties and inadequate nurse 
handover.

A second study (12), included seven hospitals 
in Bolzanoˈs county, with a total of 46 wards (inter-
viewing a total of 934 between nurses and HCAˈs. 
They used a different tool (Basel Extent of Rating of 
Nursing Care questionnaire). In this case the MNC 
concernedː Patient care planning, confused patient 
surveillance, emotional support and family meetings.

Another Italian study conducted by (13), included 
five hospitals, with a total of 67 wards (979 nurses). 
This research showed that the MNC concernedː walk-
ing, passive mobilisation and oral hygiene. Instead 
the less omitted care includedː vital signs monitor-
ing, wound care and blood sugar monitoring. The 
highlighted causes wereː increase number of patients, 
critical patient conditions, and lack of staff. Less sig-
nificant causes wereː other ward failed to fulfil their 
duties, tension between staff members, inadequate 
nurse handover.

Another research conducted in two hospitals in 
Italy, which included a total of four medical wards  
(total nurses 51) showed that walking, passive mobili-
sation and oral hygiene were the most frequent MNC. 
Also in this research as in the previous one, the identi-
fied causes wereː Inadequate number of staff, critical ill 
patients, an increase number of patient or worsening 
of their conditions and high number of admissions/
discharges (14).

The results between the Italian and foreign studies 
are similar.

Although there are some studies that have investi-
gated the MNC in relation to team work and/or pres-
ence of support staff (15,16,17), not all of these studies 
were in a hospitalised area, indeed only few of those 
considered supporting figures similar to HCAs. For 
this reason, we encountered difficulties in comparing 
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results. However, the conclusion showed that MNC 
are a phenomenon present in different international 
contexts and they recognise different related predictors.

A study indentifies as predictor elements for 
MNCː type of ward, nurses age, their perception about 
staffing, and their perception about work (16). This 
was confirmed by previous studies (18).

In Italy, Palese, Ambrosi et al (11), have measured 
nurses and HCAs perception about MNC related to 
their role and responsibility through the MISSCARE 
survey. The results showed that the difference between 
the two groups were significant for some missed care. 
The HCAs perception about MNC differed from 
nurses for oral hygiene and feeding while the food 
is warm. In fact, nurses considered more blood sugar 
monitoring, assessment of patient’s general condition 
and evaluation of medication effectiveness. Between 
the two groups there were significant differences in 
measurements. For example, for the HCAs the una-
vailability of the caregiver was significant, instead for 
nurses, the inadequate handover between shifts, ten-
sions or difficulties in communication between the 
team were deemed more signifcant.

There are many studies about MNC in surgical 
departments. A study conducted in the UK (9) was 
included in the European study RN4CAST. This re-
search showed that the increase of nurse work load 
(10%) was related to the rise of missed care of 7% (OR 
1.068, 95% CI 1.031-1.106) and the increase of 16% 
of probability of death for patients within 30 days from 
the admission.

Patients and method

Aims

The recent introduction of support figures in some 
operating units of the surgical department has led us 
to carry out a cross-sectional observational study. The 
research questions can be stated as follows:

 - Assess nurses perception about MNC and 
linked reasons in wards with HCAs

 - Assess nurses perception about MNC and 
linked reasons in wards without HCAs

 - Assess if and how there are perception modifi-
cations in the two groups and the possible rea-
sons and if these differences are significant

Design

The cross-sectional study was conducted through 
the administration of an anonymous questionnaire, 
given to nurses from eight surgical wards North Italy 
Hospital, four of which had HCAs and four which 
had not.

Participants and procedures

The sample is represented by nurses with at least 
one year of service in the following surgical depart-
ments: general surgical, week surgery, maxillofacial, 
otolaryngology, thoracic and vascular, traumatology 
(2) and urology.

They were contacted by the respective coordina-
tors and on a voluntary basis, after having been in-
formed and given their consent, the paper version of 
the questionnaire was delivered.

The questionnaires were then collected in a spe-
cial box and delivered to the research manager.

Instruments

The Missed Nursing Care survey in the Italian 
version (13) was used to measure MNC. An authorisa-
tion was requested and obtained for its use. The survey 
included 2 session.

First (session A) formed by 24 items each of 
which identify an activity. The respondent had to 
indicate the frequency of omission through a Lik-
ert scale (5 steps from 1=never missed to 5= always 
missed). (For example: Patient walking 3 times a day 
as planned)

Contrary to the original version, in this new one, 
when an activity is not included in the ward jobs, the 
responder could answer with “Not necessary activity”. 
(the authors of original version have responded with a 
positive opinion for entering this option).

The second part (Session B), was formed by 17 
items, each of which identify a possible omission cause 



Acta Biomed 2023; Vol. 94, N. 4 e20231934

Ethical statement

After reading the informed consent and express-
ing their agreement, the participants filled out the 
questionnaire.Given that we collected no personal 
information, participant were adult and completely 
anonymus, and participantation was voluntary, Ethic 
Committee Approval was not required in accordance 
with with national laws (20).

Results

Sample

Compared to the total number of nurses con-
tacted (n=113), 7 did not express their consent, there-
fore 106 questionnaires were withdrawn and analysed, 
with a total response rate of 94%.The response rate in 
the wards varied between 68.4% and 100%

Regarding the total number of surveys (n=106). 
67.9% (n=72) of the respondents were female and 
30.2% (n=32) were male, meanwhile 1.9% (n=2) did 
not express any indication of gender.

The average respondents age is 39.05 (sd ± 10.23), 
with a minimum age of 22 and max of 62 years old. The 

(example: unexpected increase of number/ patient crit-
ical condition of the ward).

The participant had to answer through a 4 steps 
Likert scale (from 1= not significant to 4= significant) 
indicating “in which measure” the cause is plausible 
regarding the ward reality (eg.: Inadequate number 
of staff). In the Italian version (13), this second part 
acknowledges 4 factors: “Lack of resources (5 items), 
lack of staff (4 items), communication (6 items), Un-
expected events (2 items). The instrument reliability 
was underlight by the Cronbach coefficient (table 1), it 
shows acceptable value from (65) to excellent (91, 19).

Data analysis

The collected data were processed through IBM-
SPSS23 ® software.

For each items and factors continuous variables 
including average, standard deviation/median and 
IQR were calculated. Meanwhile, for nominal vari-
ables only frequencies were calculated.

The comparison between the scores was obtained 
using the U test from Mann Withney that utilises inde-
pendent samples given that the Kolmogorov- Smirnov 
has shown an abnormal data s distribution (p< .005).

Table 1. Scale factors probable causes

Factors Item Cronbach’s alpha

Lack of resources • Medications not available when needed (pharmacy has not delivered)
• Inadequate nurses handover from the previous shift
• Other wards did not fulfil their duties (e.g. physiotherapist did not make the 

patient walk)
• Supplies/equipment not available when needed (e.g .ECG)
• Supplies / equipment not working when needed (e.g. ECG)

.787

Communication • Lack of support/help between staff member
• Tension or miscommunication between staff nurse and HCAs
• Tension or miss communication between nurse staff
• Tensions or miss communication between doctor and nurse staff
• Failure to report missed care by HCAs
• Caregiver not available

.914

Lack of staff • Inadequate number of staff
• Inadequate number of support staff (e.g. HCAs)
• Not balance ratio patients to nurse
• High number of admissions/discharges during a shift

.740

Unexpected event • Clinical critical patient condition (e.g. patient worsening)
• Unexpected rise of number/critical patient condition in a ward

.657
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this group of departments, the least omitted activities 
were: Blood sugar monitoring as prescribed (m=1.37, 
DS±0.837), Fluid balance monitoring (input/output) 
(m=1.56; DS 0.958) and Vital signs monitoring as 
planned (m=1.72, SD±0.978).

Similarly in the wards with HCAs the activi-
ties that were mostly omitted were: Patient walking 3 
times a day as planned (m=3.27; DS±1.326), Patient 
passive mobilization (m=3.10; DS±1.246) and Oral 
Hygiene (m=2.87; DS±1.209). While those omitted to 
a lesser extent were: Blood sugar monitoring as pre-
scribed (m=1.22; DS±0.743), Vital signs monitoring 
as planned (m=1.49; DS±0.916) and Hands hygiene 
(m=1.47; DS±1.002).

It is interesting to note how the activities most 
omitted, as well as those omitted to a lesser extent, 
were equal between the two groups even if with lower 
averages in the group of departments with HCAs. 
However, with respect to the average differences de-
tected, only some of them were significant (es. Patient 
passive mobilisation, Meal preparation and setting for 
auto sufficient patients, Patient assessment at least 
once per shift).

As it is showed in table 3, in wards without 
HCAs the higher average for the groups included: 
inadequate number of HCAs (m=3.82 – DS±0.508), 
inadequate number of Health Care personnel (m=3.75 
– DS±0.434) and high number of admissions/dis-
charges (m= 3.30 – DS±0.89). Meanwhile, for the 
other group of wards (with HCAs) the higher aver-
age included: “high number of admissions/discharges 
within a work shift” (m=3.45 – DS±0.74) and inad-
equate number of HCAs (m=3.32 – DS±0.86).

The motivation that recorded lower averages, and 
therefore less identified as the causes of missed care in 
wards without HCAs included: “Supplies/equipment 
not available when needed (e.g. ECG)” (m=0.95 – DS± 
1.04), “not operating supplies/equipment when needed 
(e.g. PC) (m= 2.02 – DS± .99) and “ inadequate nursing 
handover from the previous shift” (m= 2.05 – DS±0.95); 
In wards with HCAs the reasons with lower average 
were “ Tensions and miscommunication between nurse 
staff members” (m=1.96 – DS±0.97), “Supplies/equip-
ment not available when needed (e.g. ECG)” (m= 2.04 
– DS± 1.07), “not operating supplies/equipment when 
needed (e.g. PC)” (m= 2.15 – DS± 1.11)

average years of experience is of 13.44 (sd ± 9.85) with 
a minimum of 1 and maximum of 42 years. The average 
years of experience in the actual ward is 5.78 (sd ± 5.95) 
with a minimum of 1 and maximum of 30 years.

79.24% (n =84) of respondents have a University 
degree, meanwhile 17.9 % (n =19) have a Regional di-
ploma. 2.8% (n=3) did not answer.

91.5% (n=97) work shifts, meanwhile 6.6% (n=7) 
only during the day. 1.9% (n=2) did not answer.

15% (n=16) of the respondents, have furthermore, 
declared to have a first degree Master; 2.8% (n=3) have 
a second level Master degree;

Prevalence of missed nursing care

The following table shows the mean values and 
medians of omitted activities, comparing data

Reasons for missed nursing care

The values shown in the following table represent 
the averages and medians detected, comparing the val-
ues between unit with and without HCAs

If the measures of the factors making up these 
item batteries are to be considered, the results are rep-
resented in Table 4.

Table 4 shows that the factors: Unforeseen, Com-
munication and Lack of staff recorded higher meas-
ures in the group of wards without HCA. Whereas 
the factor "Lack of resources" recorded a greater 
measure in the wards with HCA. It should be pointed 
out, however, that the Mann-Whitney U-test for in-
dependent samples did not reveal any significance 
between the differences in the medians measured be-
tween the two groups.

Conclusion

As shown in table 2, in the wards without HCAs, 
the activities most omitted were: Meal preparation and 
setting for auto sufficient patients (m=3.77; DS±1.352), 
Patient walking 3 times a day as planned (m=3.70; 
DS±1.043) and Patient passive mobilization (m=3.57; 
SD±1.126), Oral Hygiene (m=3.46; SD±1.293). For 
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Table 2. Missed care (different between wards)

HCAs Presence

Activities no yes no yes
Mann-Whitney 

U test

n m DS n m DS MD IQR MD IQR Sign.
Patient walking 3 times a day as 
planned

57 3.70 1.043 49 3.27 1.326 4.0 1.0 4.0 1.0 .127

Patient passive mobilisation 57 3.57 1.126 49 3.10 1.246 4.0 1.0 3.0 2.0 .054
Meal preparation and setting for 
auto sufficient patient

57 3.77 1.352 49 2.44 1.231 4.0 2.0 2.0 3.0 .000

Oral Hygiene 57 3.46 1.293 49 2.87 1.209 4.0 2.0 3.0 2.0 0.15
Assist not sufficient patient with 
feeding

57 3.25 1.135 49 2.28 1.174 3.0 2.0 2.0 2.0 .000

Discussion about discharge 
plan and teaching of care to be 
performed at home

57 3.24 1.186 49 2.32 1.144 3.0 1.0 2.0 1.0 .000

Medications administration 
within 30 minutes before or after 
the given time

57 2.35 1.101 49 1.94 0.998 2.0 1.0 2.0 2.0 .048

Filling in nurse records 57 1.80 1.043 49 1.89 1.080 2.0 1.0 1.0 2.0 .687
Patient/family teaching 57 2.29 1.202 49 2.04 0.978 2.0 2.0 2.0 2.0 .397
Patient/family emotional support 57 2.45 1.094 49 2.02 0.887 2.0 2.0 2.0 1.0 .40
Patient’s hygiene and skin control 57 2.21 1.176 49 1.51 0.893 2.0 2.0 1.0 1.0 .001
Evaluation of the insertion site 
of peripheral or central venous 
catheters according to Hospitals 
protocol

57 2.25 1.148 49 1.94 0.966 2.0 2.0 2.0 1.0 .188

Answering the bell within 5 
minutes from the call

57 2.18 1.120 49 1.71 0.922 2.0 2.0 1.0 2.0 .25

Administration therapy as needed 
within 15 minutes

57 1.98 1.024 49 1.55 0.914 2.0 1.0 1.0 1.0 .020

Participating in multidisciplinary 
wards meeting when requested

57 2.43 1.042 49 2.12 1.077 2.0 1.0 2.0 3.0 .106

Assist patient with elimination 
needs within 5 minutes from the call

57 2.69 1.136 49 1.93 0.925 2.0 1.0 2.0 2.0 .001

Wound care 57 2.04 1.061 49 1.51 0.893 2.0 2.0 1.0 1.0 .005
Vital signs monitoring as planned 57 1.72 0.978 49 1.49 0.916 1.0 2.0 1.0 1.0 .125
Fluid balance monitoring (input/
output)

57 1.56 0.958 49 1.56 0.896 1.0 1.0 1.0 1.0 .756

Hands hygiene 57 2.00 1.274 49 1.47 1.002 1.0 1.0 1.0 1.0 .009
Blood sugar monitoring as 
prescribed

57 1.37 0.837 49 1.22 0.743 1.0 0.0 1.0 1.0 .225

Patient assessment at least once 
per shift

57 1.95 1.239 49 1.45 0.980 1.0 1.0 1.0 1.0 .013

Patient condition re evaluation 57 1.88 1.087 49 1.56 0.796 1.0 2.0 1.0 2.0 .178
Evaluation of administered 
medications

57 2.13 1.251 49 1.73 0.844 1.0 2.0 2.0 1.0 .212

Note: MD=median; IQR: Interquartile range
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between the two groups of wards is the one referring to 
"Medicines not available when needed" and contrary 
to the other two significant differences, the highest 
measure was in the wards with HCA.

Table 4 shows that the factors: Unforeseen, Com-
munication and Lack of staff recorded higher meas-
ures in the group of wards without HCA. Whereas the 

Only for a few items, a significant difference was 
found between the two groups of UNITs, namely for 
the items: Inadequate number of health personnel (p< 
.005), Inadequate number of healthcare personnel (e.g. 
HCAs, auxiliaries) (p<0.005), with a greater extent in 
UNITs without HCAs. While the other significant 
difference, albeit at the limit of significance (p<.005) 

Table 3. Possible causes of Missed Care (difference between wards)

HCAs Presence

no yes no yes
Mann-Whitney 

U test

Reasons for Missed Nursing Care n m DS n m DS MD IQR MD IQR Sign.

Inadequate number of staff 57 3,75 0,434 49 3,38 0,866 4.00 1.00 4.00 1.00 .023

Urgent patient condition 
(worsening of patient condition)

57 3,23 0,809 49 3,09 0,915 3.00 1.00 3.00 2.00 .450

Unexpected rise in number of 
patient /patient’s critical condition

57 3,27 0,774 49 3,28 0,861 3.00 1.00 3.00 1.00 .726

Inadequate number of staff (e.g. 
HCAs)

57 3,82 0,508 49 3,32 0,862 4.00 0.00 4.00 1.00 .000

Unbalance number of patients per 
nurse

57 3,27 0,904 49 3,29 0,898 3.00 1.00 4.00 1.00 .853

Medications not available when 
needed

57 2,07 0,912 49 2,45 0,951 2.00 2.00 2.00 1.00 .042

Inadequate nurses handover from 
the previous shift

57 2,05 0,951 49 2,19 0,960 2.00 2.00 2.00 3.00 .505

Other wards failed to fulfil their 
duties

57 2,47 0.908 49 2,44 1,109 3.00 1.00 300 1.00 .861

Supplies/equipment not available 
when needed(e.g .ECG)

57 1,95 1,042 49 2,04 1,071 2.00 2.00 2.00 2.00 .641

Supplies / equipment not working 
when needed (e.g. ECG)

57 2,02 0,991 49 2,15 1,111 2.00 2.00 2.00 2.00 .643

Lack of support/help between staff 
member

57 2,45 1,127 49 2,31 1,035 3.00 2.00 2.00 2.00 .534

Tension or miscommunication 
between staff nurse and HCAs

57 2,39 1,056 49 2,21 1,010 2.50 1.00 2.00 1.00 .372

Tension or miss communication 
between nurse staff

57 2,30 1,085 49 1,96 0,967 2.00 2.00 2.00 1.00 .104

Tensions/communication problems 
between doctors and nurses

57 2,46 1,019 49 2,42 0,919 2.50 2.00 2.00 100 .869

Failure to report missed care by 
HCAs

57 2,40 1,098 49 2,48 0,937 2.00 1.00 3.00 1.00 .579

Caregiver unavailable 57 2,67 0,852 49 2,86 0,842 3.00 1.00 3.00 1.00 .217

High number of admissions/
discharges during a shift

57 3,30 0,893 49 3,45 0,738 4.00 1.00 4.00 1.00 .488

Note: MD=median; IQR: Interquartile range
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guaranteeing not only quality intra-hospital care, but 
they even represent strategic interventions to ease the 
transition to other setting of care (or patient’s home), 
and they reduce the possibility of complications and 
patient’s re-admission.

It is important to underline as these activities 
have registered higher average in wards without HCAs 
(therefore the most omitted), rather than in wards with 
HCAs. For one of these activities “emotional support” 
the difference between averages has been found sig-
nificant. This could support the hypothesis that in 
wards with HCAs, nurses have the possibility to fully 
perform some of their duties, as the one just described. 
This entails an advantage to the quality of care pro-
vided and improves not only nursing outcomes.

Generally, in our study it was found that in wards 
with HCAs, all average MNC were lower, and there-
fore, it was less probable to have an omitted or delayed 
nursing care, regardless of whether these were of ex-
clusive nursing relevance or nursing ctivities that can 
be assigned to HCAs.

Considering the limitations of our study deter-
mined by the small sample of convenience, it is inter-
esting to evaluate the data in relation to the difference 
between wards with and without HCAs. With respect 
to the the data to be reflected upon is the small differ-
ence in terms of the average (absolute value) that was 
measured between the two groups. This suggests that 
the presence of support personnel to specific functions 
is not enough, but rather a reorganization the percep-
tion of inadequate staff numbers is in fact something 
that the two groups of departments have in common. 
It will be necessary to examine the activities and the 

factor "Lack of resources" recorded a greater measure 
in the wards with HCA. It should be pointed out, how-
ever, that the Mann-Whitney U-test for independent 
samples did not reveal any significance between the 
differences in the medians measured between the two 
groups.

In agreement with the results of international 
(21) (22) (23) and Italian studies (12) (13), even for 
our respondents “active/passive walking”, are the most 
compromised activities. As hypothesised by Sist et al 
(13), as this activities needs at least two operators at 
the same time, nurses tend to neglect it. It is impor-
tant to emphasise as this omitted activity can have a 
significant value in the failure to prevent some serious 
complications such as deep vein thrombosis and stag-
nation of bronchial secretions with consequent stasis 
pneumonia, as well as contributing to decrease rela-
tional capacity and space/time orientation and there-
fore rehabilitation.

The third and fourth most omitted interventions 
are respectively “Meal preparation and setting for auto 
sufficient patient” and “Oral hygiene”, each of which 
determines the quality of care provided, as they repre-
sent a principal intervention on patient’s comfort.

Then, in agreement with other pervious inter-
national (22) (23) and Italian studies (11)(12) (13) 
among the activities that have registered higher av-
erage were: “discharge plan”, “education”, “emotional 
support” and “drugs administration within 30 minutes 
from prescription”. These are direct nurses activities, 
which means that they do not need support person-
nel. Therefore they represent specific professional ac-
tivities of considerable importance that contribute to 

Table 4. Likely reasons factor (difference between wards)

HCAs Presence

Likely reasons factor no yes no yes
Mann-Whitney 

U test

n m DS n m DS MD IQR MD IQR Sign.

Unexpected event 57 3,24 0,726 49 3,18 0,804 3.50 1.00 3.50 1.00 .981

Lack of staff 57 3,54 0,486 49 3,42 0,649 3.75 .38 3.75 1.00 .915

Communication problem 57 2,44 0,852 49 2,40 0,796 2.50 1.25 2.33 1.17 .696

Lack of resources 57 2,11 0,721 49 2,25 0,776 2.00 .80 2.20 1.00 .346

Note: MD=median; IQR: Interquartile range
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