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Abstract
Aim:To compare the occurrence and the reasons for unfinished care among coronavirus
disease (COVID-19) and non-COVID-19 patients as perceived by nurses.
Background: The recent pandemic has imposed tremendous changes in hospitals in all
countries.
Introduction: Investigating the occurrence of and the reasons for unfinished care as
perceived by nurses working in COVID-19 and non-COVID-19 units might help to gain
insights and to address future pandemics.
Methods: A comparative cross-sectional study based on STROBE guideline has been
performed from November 2020 to January 2021. The Unfinished Nursing Care Sur-
vey, comprising part A (elements) and part B (reasons), was administered online to
all 479 nurses working in medical and surgical units converted progressively into
COVID-19 and non-COVID-19 units. A total of 90 and 200 nurses participated,
respectively.
Results: No differences in the unfinished care occurrence have emerged at the overall
level between nurses caring for COVID (2.10 out of 5; 95% confidence interval [CI],
1.94–2.27) and non-COVID-19 patients (2.16; 95% CI, 2.06–2.26). Reasons for unfin-
ished care reported significant higher averages among nurses caring for COVID (2.21;
95%CI, 2.10–2.31) as comparedwith those caring for non-COVID-19 patients (2.07; 95%
CI, 2.01–2.14; p = 0.030).
Discussion: The overall occurrence of unfinished care was slightly higher compared
with pre-pandemic data in all patients.
Conclusions: Reasons triggering unfinished care were slightly different and were due to
priority setting and human resources issues, which were perceived at higher significance
among nurses working in COVID-19 compared with non-COVID-19 units.
Implication for nursing and health policies: A clear map of action has emerged
that might be valid in the post-COVID-19 era as well as in the case of future
pandemics.

KEYWORDS
COVID-19 patients, instrument, Mokken scaling, unfinished nursing care

INTRODUCTION

Unfinished nursing care (UNC) indicating aspects of the care
required by patient that is omitted either in part or as a whole
or postponed (e.g., Kalisch et al., 2009) has attracted huge
professional and scientific interest in recent years. Accord-
ing to the evidence developed, elements of nursing care at
risk of being missed have similarities across the world and

settings (Jones et al., 2015), resulting in some fundamental
needs, such as oral care, ambulation, and emotional support
as the most frequently omitted care (e.g., Griffiths et al., 2018).
Among the reasons for these, similarities across settings and
countries have also been reported: at the unit level, workforce
and material resource shortages, intrateam communication,
and working environment issues as well as the philosophy of
care influencing internal values, beliefs, and habits (Kalisch

Int Nurs Rev. 2022;1–12. © 2022 International Council of Nurses wileyonlinelibrary.com/journal/inr
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& Williams, 2009; Schubert et al., 2007) have been under-
lined to affect the occurrence of UNC. At the hospital and
healthcare system levels, policies and values affecting priori-
ties (Jones et al., 2020) have been reported to ultimately affect
the occurrence of unfinished care at the bedside, threatening
patient safety (Kalánková et al., 2020), as well as nurses’ sat-
isfaction and intention to remain in the profession (Dhaini
et al., 2017). However, the evidence progressively accumulated
to date in this field has concerned stable health services and
professional systems (Papastavrou & Suhonen, 2021), or the
services and systems under the pressure of the developmental
changes triggered by reforms (Unger et al., 2020). Describing
the occurrence and reasons for unfinished care as perceived by
nurses during an outbreak, and comparing findings with the
occurrence of UNC in settings not exposed to the unprece-
dent changes lived by the healthcare systems, might support
nurse managers in designing anticipatory strategies that are
required during infectious disease outbreaks (von Vogelsang
et al., 2021).

BACKGROUND

The recent pandemic of coronavirus disease (COVID-19) has
imposed tremendous hospitals changes in all countries: the
mission of the units (e.g., surgical and medical) has been pro-
gressively changed, devoting them to the care of COVID-19
patients. Teams have been rearranged by urgently recruiting
newly qualified graduates, experts (e.g., Danielis et al., 2021),
as well as nursing students by offering accelerated introduc-
tion programs, while the routines of the units have been dis-
rupted (Cadge et al., 2021). Hospitals have addressed material,
logistic, and human resources to deal with the pandemic, and
the entire healthcare system has been changed in its priorities
by suspending or postponing programmed procedures and by
giving high priority to COVID-19 patients. Moreover, the sus-
pension of hospital access by relatives has left patients’ emo-
tional needs completely in the hands of the healthcare workers
(Ambrosi et al., 2020).
Several unplanned changes have been introduced during

the first wave, which started in theRepublic of China, and then
reached Italy, which was the first European country (Ritchie
et al., 2020) to be tremendously affected by the pandemic (Liu
et al., 2020).More planned changes have been implemented in
the second wave, which occurred in Italy from October 2020,
in order to increase the capacity of the healthcare system. As a
consequence of the continuous high priority given to COVID-
19 patients, increased concerns regarding the missed care for
other patients have been documented, along with its impact
on healthcare inequalities (e.g., reduction of care delivered;
Nash et al., 2020), patient safety, ethical issues, and new forms
of global health insecurity (Šehović & Govender, 2021). How-
ever, only one study has been performed to date tomeasure the
missed care occurring among COVID-19 and non-COVID-
19 patients in Sweden (von Vogelsang et al., 2021). One hun-
dred thirty nurses were involved during the first wave of the
COVID-19 pandemic, and their perceptions were compared

with data collected in pre-pandemic times among 157 nurses
in 2019. Few differences emerged regarding the elements of
missed care, whereas no significant differences were docu-
mented regarding the missed care reasons, suggesting that
during the outbreak the quality of care and the patient safety
are also good (von Vogelsang et al., 2021).

AIMOF STUDY

With the intent to learn from the profound crisis that all coun-
tries are living while dealing with the pandemic (Palese et al.,
2021a), the aim of the study was to measure occurrence of and
the reasons for UNC among COVID-19 and non-COVID-19
patients as perceived by nurses during the second wave.

METHODS

Design

A comparative cross-sectional study was performed from
November 2020 to January 2021. The findings are here
reported according to the Strengthening the Reporting of
Observational Studies in Epidemiology checklist statement
(Von Elm et al., 2007; Table S1).

Setting

The study has been conducted in the Veneto region, north-
east Italy, one of the hardest hit areas since the first wave. Two
large healthcare trusts with their hospitals offering 1500 and
2175 beds, respectively, and serving around one million citi-
zens were identified. As reported in Table S2, homogeneous
strategies were implemented in the approached hospitals to
face the increased cases that occurred in the second wave,
which was initiated in the middle of October 2020. Accord-
ing to the research protocol (Di Falco et al., 2021), 22 units
were identified, distributed equally between medical and sur-
gical units. These units progressively changed their mission,
resulting at the end of the study in 15 COVID-19 non-intensive
patient units and in seven non-COVID-19 units caring for
medical, geriatric, medical-surgical, and orthopedic patients.
Nursing students did not attend their clinical placements dur-
ing the study period.

Participants

All registered nurses (RNs; N = 479) working in the
approached hospitals and settings on October 2020, just
before the second wave, and willing to participate in the study,
were eligible. These nurses were invited to participate in the
study by sending them the link survey; the system refused
some links (77; 16.1%) (as wrong emails) while 13 (2.7%) RNs
refused to participate.
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Data collection instruments and methods

The Unfinished Nursing Care Survey (UNCS; Bassi et al.,
2020) was used, which is composed of two sections:

1. Part A (elements of UNC): The scalability coefficient
for each item (Hi) was assessed, and a strong scalabil-
ity (H = 0.52) emerged. All 38 elements of the UNC
were included in the tool, and participants were asked to
respond based on a 5-point Likert scale, ranging from 1
“never” to 5 “always unfinished.” “Not applicable in my
patients/setting” was also a possible option.

2. Part B ( reasons for UNC) in the following six factors:
“Communication” (5 items, α 0.890); “priority setting” (3
items, α 0.755); “nurses’ aides supervision” (4 items, α
0.853); “material resources” (3 items, α 0.766); “human
resources” (2 items,α 0.734); and “workflowpredictability”
(2 items, α 0.732). Participants were asked to answer using
a 5-point Likert scale, ranging from 1 “not a significant” to
5 “a very significant reason.”

The UNCS was accompanied by questions exploring
the demographic and professional background. Information
regarding the study aims and procedures was ensured with
an online meeting where all nurse managers and eligible
RNs were invited. Then, written information was provided at
the unit level and in the online link, where written consent
was requested before the questionnaire display. Three email
reminders were issued during the period. In Table S3, strate-
gies implemented to prevent bias are summarized.

Data analysis

Questionnaires were checked for their completeness: a total
of 22 (7.5%) reported some missed items in the demo-
graphic/professional section, 96 (33.1%) reported elements of
nursing care “Not applicable in my patients/setting” (part
A), while no missing items emerged in part B. Given the
explorative nature of the study, and the high completeness
of answers according to the literature on online research sur-
veys (Kongsved et al., 2007), all questionnaires were retained.
For each variable under investigation, the precise answers
obtained have been reported in the tables.
Categorical variables have been summarized in frequen-

cies and percentages, whereas averages and 95% CI were cal-
culated in the case of continuous variables. The reliability of
the UNCS scale part A was measured using the Molenaar
Sijtsma Rho coefficient (acceptable values ≥ 0.7; van der
Ark, 2012). In both subsamples (COVID19 and non-COVID19

Q data), the reliability was high (> 0.95). An automated item
selection procedure assessed the unidimensionality of part A
up to a lower bound of 0.35. By computing the Loevinger H-
coefficient (scalability), the goodness of fit of the model was
also assessed by considering the findings as following: weak if
0.3≤H< 0.4, moderate if 0.4≤H< 0.5, and strong if H> 0.5.
In our sample, the HT values were 0.496 (standard error [SE]

0.042) and 0.568 (SE 0.063) for non-COVID-19 and COVID-
19 data, respectively. In both cases, the result was better than
that obtained with the full data set (HT = 0.495), and the Hi
ranges from 0.380 to 0.703 and from 0.377 to 0.604, respec-
tively. Thus, given the small sample size, we set up the algo-
rithm to lead to four rest-score groups (Stochl et al., 2012).
Both monotonicity and invariant item ordering (IIO) were
assessed considering this suggestion. With such a setting, the
automatic procedures suggested minimal data reduction (4
and 5 itemsmust be removed): notwithstanding,we decided to
keep the whole set of items aiming to directly compare the two
groups of observations. The part B factor structure was also
assessed by performing a confirmative factor analysis (data
available from the authors).
The IBM SPSS Statistics (version 26.00) and the R soft-

ware (R Core Team, 2020) forMSA (Mokken package, van der
Ark, 2012) were used to perform the analysis. In all analyses,
p < 0.05 was set as statistically significant.

Ethical issues

The research protocol was approved by the Ethical Com-
mittee of the Verona Teaching Hospital (CESC Prot. n. 3875
del 21/01/2020, Prog. 2443CESC) and of the Azienda ULSS 9
Scaligera (September 23, 2020, and October 1, 2020, prot. N.
776). Confidentiality of the data collected was ensured at the
nurse, unit, and hospital levels.

RESULTS

Participants

A total of 90 nurses caring for COVID-19 and 200 caring
for non-COVID-19 patients participated. In all demographic
andprofessional variables (Table 1), nurseswere homogeneous
with the exception of education achieved at Bachelor levels,
which was significantly more among those nurses caring for
non-COVID-19 (56.3% vs 72.2%, p = 0.009) compared with
those caring for COVID-19 patients. Moreover, fewer nurses
were working full time in COVID-19 than in non-COVID-
19 units (70.0% vs. 85.0%, p = 0.001), and they reported
to have cared for more significant discharges (1.5; 95% CI,
1.0−2.0 vs. 0.9; 95% CI, 0.6−1.1; p = 0.028). Furthermore,
nurses working in COVID-19 units perceived a higher nurses’
aides (75% of the time: 41.1% vs. 37.5%, p= 0.012) and nursing
staff adequacy (75% of the time: 45.6% vs 37.0%, p = 0.053),
compared to those who were working in non-COVID-19
units.

Unfinished care occurrence and prioritization

All 38 elements included in theUNCS have emerged as appro-
priate (Table 2) according to the Hi indexes (ranging from
0.375 [SE 0.129], “Collect data on the situation of patients
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TABLE  Nurses’ profile working with COVID-19 (n = 90) and non-COVID-19 (n = 200) patients

Individual and professional variables (number of respondents)
COVID-
(n = ) N (%)

Non-COVID-
(n = ) N (%) p value

Gender, female (90, 200) 80 (88.9) 169 (84.5) 0.321

Age, years, average (95% CI) (90, 200) 40.1 (37.8−42.3) 37.7 (36.2−39.2) 0.085

Nursing education (87, 190)

Nursing diploma
Bachelor in nursing

38 (43.6)
49 (56.3)

53 (27.8)
137 (72.2)

0.009

Specialization, master in nursing science 10 (11.4) 20 (10.5) 0.608

Experience as a nurse, years, average (95% CI) (90, 200) 16.1 (13.7−18.6) 13.5 (11.9−15.1) 0.075

Experience as a nurse, in this unit, years, average (95% CI) (0, 200) 5.0 (3.6−4.9) 6.0 (4.9−7.1) 0.275

Working profile (90, 200) 0.001

Full-time
Part-time, 30 hours/week
Part-time, 24 hours/week
Part-time, 18 hours/week
Other

63 (70.0)
5 (5.6)
18 (20.0)
3 (1.5)
5 (2.5)

170 (85.0)
11 (5.5)
11 (5.5)
3 (1.5)
5 (2.5)

Shift profile (90, 200) 0.248

Mornings, afternoons, nights
Only mornings and afternoons (no nights)

84 (93.3)
6 (6.7)

178 (89.0)
22 (11.0)

Shifts schedules: changes occurred urgently last month (89, 200) 0.202

None
From 1 to 2 shifts
From 3 to 4 shifts
> 5 shifts

28 (31.1)
48 (53.3)
9 (10.0)
4 (4.4)

61 (30.5)
93 (46.5)
38 (19.0)
8 (4.0)

Extra working hours, last  months, average (95% CI) (88, 187) 24.0 (17.6−30.5) 21.0 (5.17.2−24.8) 0.429

Absences due to health reasons in the last  months (89, 199) 0.959

None
1 day
2−3 days
4−6 days
> 6 days

51 (62.2)
5 (6.1)
11 (13.4)
7 (8.5)
8 (9.8)

119 (65.4)
11 (6.0)
23 (12.6)
11 (6.0)
18 (9.9)

Last shift

Patients cared for, average (95% CI) 11.4 (10.4−12.3) 11.1 (10.5−11.7) 0.694

Newly admitted, average (95% CI) 1.9 (1.2−2.5) 1.4 (1.0−1.7) 0.209

Discharged, average (95% CI) 1.5 (1.0−2.0) 0.9 (0.6−1.1) 0.028

Perceived adequacy of the nurses’ aides of the unit (89, 200)

100% of the time
75% of the time
50% of the time
25% of the time
0% of the time

13 (4.4)
37 (41.1)
24 (26.7)
13 (14.4)
2 (2.2)

14 (7.0)
69 (37.5)
76 (38.0)
34 (17.0)
17 (8.5)

0.012

Perceived adequacy of the nursing staff of the unit (90, 200)

100% of the time
75% of the time
50% of the time
25% of the time
0% of the time

8 (8.9)
41 (45.6)
27 (30.0)
14 (15.6)
8 (8.9)

7 (3.5)
74 (37.0)
82 (41.0)
31 (15.5)
6 (3.0)

0.053

Intention to leave the unit (90, 199) 0.256

No
Yes, in the next 6 months
Yes, in the next 12 months

54 (60.0)
24 (26.7)
12 (13.3)

100 (50.0)
55 (27.5)
44 (22.0)

(Continues)
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TABLE  (Continued)

Individual and professional variables (number of respondents)
COVID-
(n = ) N (%)

Non-COVID-
(n = ) N (%) p value

Satisfaction as a nurse (90, 200) 0.281

Very satisfied
Satisfied
Neither satisfied nor dissatisfied
Very dissatisfied

19 (21.1)
50 (55.6)
13 (14.4)
8 (8.9)

48 (24.0)
89 (44.5)
45 (22.5)
18 (9.0)

Satisfaction in the current role (90, 200) 0.821

Very satisfied
Satisfied
Neither satisfied nor dissatisfied
Very dissatisfied

11 (12.2)
47 (52.2)
23 (25.6)
9 (10.0)

24 (12.0)
98 (49.0)
50 (25.0)
28 (14.0)

Satisfaction with the teamwork (90, 200) 0.363

Very satisfied
Satisfied
Neither satisfied nor dissatisfied
Very dissatisfied

13 (14.4)
48 (53.3)
18 (20.0)
11 (12.2)

24 (12.0)
95 (47.5)
60 (30)
21 (10.5)

CI, confidence interval; COVID-19, coronavirus disease 2019.

at the beginning of the shift,” to 0.703 [SE 0.097], “Perform
bedside glucose monitoring as prescribed”) among nurses
caring for COVID-19 patients and with similar findings (from
0.377 [SE 0.072] to 0.557 [SE 0.075], respectively) among
those who cared for non-COVID-19 patients. However, a
few of them have been considered not applicable to their
patients or setting by participants (Table S4) with only three
significant differences between groups: “Providing clinical
teaching to nursing students” (nurses caring for COVID-19
patients = 11; 12.2% vs. non-COVID-19 = 4; 2% p ≤ 0.001);
“Providing mouth care to patients who need it” (0, −% vs. 9,

Q 4.5%; p= 0.041); and “Monitoring intake/output” (4, 4.4% vs.
24, 12%; p = 0.044).
As reported in Table 2, no differences in the UNC occur-

rence have emerged at the overall level between nurses caring
for COVID-19 (2.10 out of 5; 95% CI, 1.94−2.27) and non-
COVID-19 patients (2.16; 95% CI, 2.06−2.26). Unfinished
elements ranged from never missed (“Perform bedside glu-
cose monitoring as prescribed”) without any statistical differ-
ences between groups (COVID-19: 1.38, 95% CI, 1.19−1.57 vs.
non-COVID-19 units: 1.35, 95% CI, 1.23−1.46) to more than
occasionally unfinished (“Help patients in need in ambula-
tion,” 3.07, 95% CI, 2.80−3.34 vs. 3.19, 95% CI, 3.01−3.37,
respectively). However, only one element out of the 38 has
been reported to be missed significantly less often in among
COVID-19 compared with non-COVID-19 patients, namely,
“Administeringmedication within 30minutes of the time pre-
scribed” (2.32, 95% CI, 2.08−2.56 vs. 2.72, 95% CI, 2.56−2.88;
p = 0.006).
The scalability of the UNCS part A between groups

(COVID-19, H = 0.515 vs. non-COVID-19, H = 0.486) was
strong and moderate, respectively. Moreover (Table 2), the
order of some priorities was different, such as “Providing
personal hygiene to patients who need it” (the fourth prior-
ity among nurses working in COVID-19 units vs. the 10th),
“Helping patients who are unable to eat independently and/or

have clinical problems” (16th vs. 21st), and “Ensuring the com-
fort of the patients” (23.5th vs. 27th).

Reasons for unfinished care

At the overall level as reported in Table 3, reasons measured
with the UNCS part B obtained a significant higher average
among nurses caring for COVID-19 (2.21, 95% CI, 2.10−2.31)
comparedwith those caring for non-COVID-19 patients (2.07,
95% CI, 2.01−2.14), (p = 0.030). Homogeneously between
groups, the most significant unfinished care reason was issues
in the “priority setting” (nurses caring for COVID-19 average
2.78 out of 5, 95% CI, 2.63−2.93 vs non-COVID-19 patients
2.60, 95% CI, 2.51−2.70), while the least significant was the
“workflowpredictability” (1.60, 95%CI, 1.47−1.73 vs. 1.50, 95%
CI, 1.42−1.58). However, a statistical difference only emerged
between groups in the “priority setting” and in “human
resources” factors (p = 0.049, p = 0.007, respectively), with
higher scores among nurses caring for COVID-19 patients.

DISCUSSION

Participants

To our best knowledge, this is the first study comparing the
occurrence and reasons of unfinished care between COVID-
19 and non-COVID-19 units as perceived by nurses exposed
to the same system pressure (Jones et al., 2020). Recently, von
Vogelsang et al. (2021) have compared data collected during
the first pandemic wave with those of 2019 under different sys-
tem conditions.
Participants’ profile was similar to that documented in

available studies onmissed care in the Italian context (e.g., Sist
et al., 2017). Moreover, the profile was homogeneous between
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TABLE  Reasons of unfinished nursing care as perceived by nurses caring by for COVID-19 (n = 90) and non-COVID-19 (n = 200) patients

Reasonsa
COVID-
Average (% CI)

Non-COVID-
Average (% CI) p-value

Factor , Communication (90, 200) . (.−.) . (.−.) .

Tension/conflicts within the nursing staff 2.84 (2.63−3.06) 2.81 (2.68−2.94) 0.779

Incomplete or interrupted communication among nursing staff 2.53 (2.33−2.74) 2.38 (2.25−2.52) 0.240

Tension/conflicts between nursing and medical staff 2.37 (2.18−2.55) 2.40 (2.27−2.53) 0.775

Incomplete or interrupted communication between nursing and
medical staff

2.11 (1.91−2.31) 1.97 (1.84−2.09) 0.221

Lack of support/collaboration among team members 2.16 (1.95−2.36) 2.23 (2.10−2.36) 0.535

Factor , Priority setting (90, 200) . (.−.) . (.−.) .

Inadequate nursing care model (e.g., functional task-oriented
model of care)

2.79 (2.60−2.98) 2.50 (2.36−2.63) 0.016

Inaccurate initial priority setting 2.84 (2.65−3.04) 2.63 (2.51−2.75) 0.054

Inadequate priority reassessment during the shift 2.71 (2.53−2.89) 2.70 (2.59−2.80) 0.876

Factor , Nurses’ aide supervision (90, 200) . (.−.) . (.−.) .

Nurse aides missed or delayed reporting the tasks left undone 2.56 (2.37−2.74) 2.46 (2.34−2.58) 0.402

Inadequate supervision of the tasks assigned to the nurse aides 2.56 (2.37−2.74) 2.53 (2.40−2.65) 0.786

Incomplete or interrupted communication between nursing staff
and nurse aides/assistive personnel

2.44 (2.25−2.64) 2.33 (2.19−2.46) 0.323

Factor , Material resources (90, 200) . (.−.) . (.−.) .

Other departments did not provide the service expected (e.g.,
delay in diagnostic processes)

2.47 (2.29−2.64) 2.33 (2.21−2.44) 0.177

Medications prescribed not available 2.10 (1.92−2.28) 1.92 (1.80−2.03) 0.086

Equipment not available/not functioning properly when needed 2.01 (1.81−2.22) 1.83 (1.71−1.95) 0.108

Factor , Human resources (90, 200) . (.−.) . (.−.) .

Inadequate number of nurses 1.64 (1.49−1.80) 1.49 (1.39−1.59) 0.094

Inadequate number of nurse aides 1.88 (1.70−2.06) 1.58 (1.47−1.69) 0.003

Factor , Workflow predictability (90, 200) . (.−.) . (.−.) .

Unexpected rise in patient acuity 1.64 (1.48−1.81) 1.50 (1.40−1.59) 0.098

Heavy admission/discharge activity during the shift 1.57 (1.43−1.70) 1.52 (1.42−1.61) 0.554

Total . (.−.) . (.−.) .

CI, confidence interval.
a”not a significant reason” (1); “a significant reason” (5).

COVID-19 and non-COVID19 units, suggesting that experi-
enced nurses have been involved in the care of COVID-19
patients, whereas other countries have also involved newly
qualified graduates and nursing students (e.g., Casafont et al.,
2021). Although the competencies required by COVID-19
patients have been developed mainly in the field (Ambrosi
et al., 2020), the healthcare organizations involved in our study
seem to have ensured expert nurses in both groups of patients
without distinction.
Only three variables were significantly different between

nurses working with COVID-19 and non-COVID-19 patients:
those working with COVID-19 patients were more often part-
time nurses, and this might be due to the attempt of the nurse
managers to prevent the poor comfort consequent to the per-
sonal protective equipment (PPE) worn by them, by reducing
the exposure time.Moreover, although the number of patients

cared for was homogeneous (in the ratio of 1 nurse for 11
patients), a higher number of discharges were reported in the
COVID-19 units; those working with COVID-19 patients per-
ceived the adequacy of nurses’ aides and nursing staff signifi-
cantly more often. Nurses working with COVID-19 patients
might have been better supported by nurse managers, thus
reporting a perception of working in a context with more ade-
quate staff resources. The study was conducted in the initial
phase of the second wave, after a normalized period occurred
during the previous summer, which might have helped nurses
to recover from the stress. In this context, the number of days
off due to health issues, as well as the number of extra hours
worked, were not only homogeneous between groups but also
slightly inferior when compared to previous Italian studies
(Palese et al., 2015). Therefore, individual resources in addi-
tion to the support received by nurse managers might have
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mitigated the stress documented in the first wave (e.g., Mo
et al., 2020) by rendering the nursing system more prepared
to deal with the pandemic (Lee et al., 2021).

Unfinished care occurrence and prioritization

First, we used the UNCS (Bassi et al., 2020) with all 38 ele-
ments of care: not all of these were applicable in the daily care
by nurses, and differences emerged in the clinical teaching of
students—given that they were not allowed to attend clini-
cal rotations in COVID-19 settings, or in the mouth care and
in monitoring intake/output, which, more often among non-
COVID-19 units, have been perceived as not being needed.
As a consequence, the set of nursing care elements were all
appropriate and applicable with slight differences likely due to
the different clinical issues of COVID-19 and non-COVID-19
patients.
At the overall level, no differences in the unfinished care

occurrence emerged between COVID-19 and non-COVID-
19 units as perceived by nurses. According to the findings, it
seems that patients are at the same risk of receiving unfinished
care: only in “Administering medication within 30 minutes of
the time prescribed” was the occurrence higher among non-
COVID-19 patients (2.72 vs 2.32): however, the clinical rele-
vance of the difference that emerged seems to be limited.
Moreover, the overall occurrence emerged in our study

(2.10 and 2.16 among COVID-19 and non-COVID-19 units,
respectively) was slightly higher when compared with previ-
ous studies (e.g., mean score 2.07 in Bassi et al., 2020). Similar
findings also emerged in the analysis of specific items (e.g.,
in our study: “Provide mouth care to patients who need it”
2.79 and 2.88 among COVID-19 and non-COVID-19 units;
vs. 2.67 as reported in Bassi et al., 2020). Findings suggest an
increased perception of missed care among nurses in times
of the COVID-19 pandemic—second wave. In contrast, von
Vogelsang et al. (2021) documented no differences in Sweden
during the first wave compared with previous data, conclud-
ing that the quality of care and patient safety were perceived
as good under both conditions.
The slightly increased occurrence that emerged in our

study might be due to different factors—such as the absence
of family support due to restrictions in hospital visits, thus
limiting their contribution to nursing care, the increased
intensity of workloads imposed by the second wave, the com-
plexity of care required by COVID-19 patients, and the revised
care processes and layout of units for non-COVID-19 patients
(Joo & Liu, 2021). Hospitals have been profoundly revised
in their structure and processes of care—and this might
have increased the complexity of workflows across the board
(Santos et al., 2021). However, clinical effects of the higher
occurrence of unfinished emerged care might differ between
patients: for example, active and passive mobilization, which
have emerged as more than occasionally unfinished, have
been reported to be crucial among COVID-19 patients,
given that they trigger immunomodulatory effects, mod-
ulate inflammation, stimulate nitric oxide synthesis path-

ways, controlling over oxidative stress (Fernández-Lázaro
et al., 2020).
Different priorities have emerged, suggesting that nurses

caring for COVID-19 patients seem to bemore focused on the
fundamental needs (Kitson et al., 2014), giving higher priority
to personal hygiene, eating, comfort, and a timely administra-
tion of medication; on the other hand, nurses working with
non-COVID-19 patients give higher priority to “Discuss with
physicians and other staff members the problems and inter-
ventions needed by patients.” Different models of care deliv-
ery, and nurses’ aides supporting them, as well as the complete
dependence and isolation of patients, might trigger these dif-
ferent priorities; however, underlying reasons given for differ-
ent priorities merit further analysis.
Communicatingwith patients and ensuring emotional sup-

port have been reported in both groups as being low prior-
ity, as shown in previous studies (e.g., Griffiths et al., 2018).
The higher need for communication and support in times of
increased solitude of patients due to isolation, and hospital
policies avoiding relatives’ visits, did not substantially change
the priority of these needs that remain at a lower level. On the
one hand, new solutions implemented in hospitals (e.g., video
calls) might have provided a surrogate satisfaction of these
needs; on the other hand, the PPE worn by nurses in COVID-
19 units and the need to prevent contact in non-COVID-
19 units might have minimized contacts and the importance
attributed to emotional care, an aspect that should be analyzed
further.

Reasons for unfinished care

At the overall level, nurses working with COVID-19 patients
reported a significant higher average of scores on reasons
included in the UNCS tool (2.21 out of 5) compared with their
colleagues (2.07), which resulted—as reported above—in a
similar amount of unfinished care occurrence. Although the
practical relevance of the difference seems to be limited, the
support received byCOVID-19 unitsmight havemitigated the
effects of such reasons perceived at higher significance. More-
over, the findings that emerged reflect the evidence available
(Bassi et al., 2020) in the averages of each factor, suggesting
that despite unprecedent circumstances lived, missed care is
due to the reasons already known (Papastavrou & Suhonen,
2021).
Only “priority setting” and “human resources” issues

reported significantly higher averages among nurses working
in COVID-19 than in non-COVID-19 units; however, in this
case, the practical relevance of the difference seems to be lim-
ited. However, surprisingly, in both groups of nurses, “work-
flow unpredictability” and “human resources” have been
ranked at the lowest significance: a pandemic is character-
ized by multiple changes in the care processes and a dramatic
increased demand of services. The managerial support per-
ceived by both groups of nurses might have mitigated these
issues. Moreover, “communication,” “priority setting,” and
“nursing aides’ supervision” have been reported in descend-
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ing order, respectively, as the more significant reasons trigger-
ing unfinished care. Communication issues might have been
increased during the pandemic due to PPE barriers and dis-
ruptions of the routines of the units (Matteis et al., 2021),Q

requiringmore integration among the staff. In addition, prior-
ity setting in turbulent environmentsmight bemore challeng-
ing and require additional competencies due to inadequate
care models, often based on the division of tasks. In such cir-
cumstances, supervising nurses’ aides might be an increased
complexity due to the limited direct supervision possible in
order to prevent unnecessary contacts, and the fragmenta-
tion of the care processes where nurses are at the bedside and
nurses’ aides supporting them.

Limitations

First, the study was conducted during the second wave, thus
under the pressure of the incremental number of COVID-19
cases: the incumbent stress might have affected the quality of
answers and the time required to complete the survey. Sec-
ond, given that the mission of the units has changed progres-
sively according to the increased number of cases admitted to
the hospitals, some participants might have been answering
under the pressure of becoming COVID-19 units while they
were not at the time of the survey. To prevent possible biases,
researchers adopted several strategies (Table S3). Third, the
number of participants was unbalanced (90 vs. 200) accord-
ing to the progressive changes in the mission of the units, and
this might have affected the perceptions of unfinished care
by nurses as more involved in managing extraordinary con-
ditions as compared with those working in non-COVID-19
units.However, in linewith the debate in the field (Palese et al.,
2021b), we involved only nurses working at the bedside.
Fourth, the UNCS part A was checked for violations of

IIO in each group (COVID-19 and non-COVID-19) (Stochl
et al., 2012), and no items were removed; in the original ver-
sion, itemswith the highest significant number of violations of
IIO were eliminated by retaining 21 of 38 (Bassi et al., 2020).
Changes in the violations suggest that the tool validity is influ-
enced by the context of care (Palese et al., 2021b) and therefore
should be continually assessed for validity.

CONCLUSIONS

Unfinished care during the second outbreak wave, as per-
ceived by nurses working in medical and surgical units pro-
gressively converted to the care of COVID-19 patients, was
measured. The overall occurrence of unfinished care is slightly
higher than that perceived in pre-pandemic times, suggesting
an increased perception ofmissed care in both COVID-19 and
non-COVID-19 units, without differences between groups.
Reasons triggering unfinished care were slightly higher
among nurses working in COVID-19 units and were linked
to the priority settings and human resources at higher signifi-
cance among them as compared with those nurses working in

non-COVID-19 units. However, the most significant reasons
triggering unfinished care were, in both groups, communica-
tion, priority settings and nurses’ aides supervision issues.

Implication for nursing and health policies

The profile of nurses caring for COVID-19 and non-COVID-
19 patients was substantially homogeneous, suggesting that
the second wave has been challenged by healthcare organiza-
tions by involving expert nurses in both groups of patients,
without distinction. However, the significant higher propor-
tion of part-time nurses involved in the care of COVID-19
patients suggests the need for strategies to ensure the conti-
nuity of care across the several nurses involved at the bed-
side; on the other hand, the low perception of staff adequacy
amongnon-COVID-19 unitsmight suggest a different support
provided by the managerial infrastructure, which is currently
more inclined to COVID-19 units. Ensuring support to both
teams might increase equity and safety in the care delivered
to patients. Moreover, according to the priorities emerged,
nurses caring for COVID-19 patients are focused on the fun-
damental needs, while those working with non-COVID-19
patients give higher priority to themultiprofessional care plan:
both nurses have ranked communication and emotional needs
at low priority, suggesting that nurse managers should help
them in prioritizing these elements of care by analyzing, in
depth, barriers and facilitators.
Reasons for unfinished care were similar to those reported

in previous studies before the pandemic, suggesting that under
the tremendous stress experienced by the system and by
nurses, such as in the second wave, the weaknesses already
documented (namely, communication, priority settings, and
nursing aides’ supervision issues) remained relevant. More-
over, the substantial stability of the patterns of unfinished care
reasons as compared with the pre-pandemic evidence avail-
able suggests a clear map of action for nurse managers that
might be valid in the post-COVID-19 era as well as in the case
of future pandemics.
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Kalánková, D., Kirwan, M., Bartoníčková, D., Cubelo, F., Žiaková, K. & Kuru-
cová, R. (2020) Missed, rationed or unfinished nursing care: a scoping
review of patient outcomes. Journal of Nursing Management, 28(8), 1783–
1797. https://doi.org/10.1111/jonm.12978

Kalisch, B.J., Landstrom, G.L. & Hinshaw, A.S. (2009) Missed nursing care:
a concept analysis. Journal of advanced nursing, 65(7), 1509–1517. https://
doi.org/10.1111/j.1365-2648.2009.05027.x

Kalisch, B.J. & Williams, R.A. (2009) Development and psychometric test-
ing of a tool to measure missed nursing care. The Journal of Nurs-
ing Administration, 39(5), 211–219. https://doi.org/10.1097/NNA.0b013e
3181a23cf5

Kitson, A.L., Muntlin Athlin, Å., Conroy, T. & International Learning Collab-
orative. (2014) Anything but basic: nursing’s challenge inmeeting patients’
fundamental care needs. Journal of Nursing Scholarship, 46(5), 331–339.
https://doi.org/10.1111/jnu.12081

Kongsved, S.M., Basnov, M., Holm-Christensen, K. & Hjollund, N.H. (2007)
Response rate and completeness of questionnaires: a randomized study of
Internet versus paper-and-pencil versions. Journal of Medical Informatic
Research, 9(3), e25. https://doi.org/10.2196/jmir.9.3.e25.

Lee, J., Cho, H.S. & Shin, S.R. (2021) Nursing strategies for the post-COVID-
19 era. International Nursing Review, 68, 149–152. https://doi.org/10.1111/
inr.12653

Liu, N., Zhang, F., Wei, C., Jia, Y., Shang, Z., Sun, L. et al. (2020) Prevalence
and predictors of PTSS during COVID-19 outbreak in China hardest-hit
areas: gender differences matter. Psychiatry Research, 287, 112921. https://
doi.org/10.1016/j.psychres.2020.112921

Mo, Y., Deng, L., Zhang, L., Lang, Q., Liao, C., Wang, N. et al. (2020)
Work stress among Chinese nurses to support Wuhan in fighting against
COVID-19 epidemic. Journal of Nursing Management, 28(5), 1002–1009.
https://doi.org/10.1111/jonm.13014

Nash, D.B., Angelo, M., Nash, E.J., Gleason, J.L. & Meyer, B.A. (2020) We
know health is not elective: impacts of COVID-19. PopulationHealthMan-
agement, 23(5), 378–385. https://doi.org/10.1089/pop.2020.0161

Palese, A., Ambrosi, E., Prosperi, L., Guarnier, A., Barelli, P., Zambiasi, P. et al.
(2015) Missed nursing care and predicting factors in the Italian medical
care setting. Internal and Emergency Medicine, 10(6), 693–702. https://doi.
org/10.1007/s11739-015-1232-6

Palese, A., Papastavrou, E. & Sermeus, W. (2021a) Challenges and opportuni-
ties in health care and nursing management research in times of COVID-
19 outbreak. Journal of NursingManagement, 29, 1351–1355. https://doi.org/
10.1111/jonm.13299

Palese, A.,Navone, E.,Danielis,M.,Vryonides, S., Sermeus,W.&Papastavrou,
E. (2021b)Measurement tools used to assess unfinished nursing care: a sys-
tematic review of psychometric properties. Journal of Advanced Nursing,
77(2), 565–582. https://doi.org/10.1111/jan.14603

Papastavrou, E. & Suhonen, R. (2021) Impacts of rationing and missed nurs-
ing care: challenges and solutions. Cham, Switzerland: Springer. https://doi.
org/10.1007/978-3-030-71073-6

Ritchie, H., Ortiz-Ospina, E., Beltekian, D., Mathieu, E., Hasell, J.,
Macdonald, B. et al. (2020) Coronavirus pandemic (COVID-
19). https://ourworldindata.org/coronavirus [Accessed 6th June
2021].

Santos, J.L.G.d., Balsanelli, A.P., Freitas, E.d.O., Menegon, F.H.A., Carneiro,
I.A., Lazzari, D.D. et al. (2021)Work environment of hospital nurses during
the COVID-19 pandemic in Brazil. International Nursing Review, 68, 228–
237. https://doi.org/10.1111/inr.12662

Schubert, M., Glass, T.R., Clarke, S.P., Aiken, L.H., Schaffert-Witvliet, B.,
Sloane, D.M. et al. (2008) Rationing of nursing care and its relationship to
patient outcomes: the Swiss extension of the International Hospital Out-
comes Study. International Journal for Quality in Health Care, 20(4), 227–
237. https://doi.org/10.1093/intqhc/mzn017 Q

Schubert, M., Glass, T.R., Clarke, S.P., Schaffert-Witvliet, B. & De Geest, S.
(2007) Validation of the Basel extent of rationing of nursing care instru-

https://doi.org/10.1111/jonm.13170
https://doi.org/10.1111/jocn.13449
https://doi.org/10.1111/jonm.13353
https://doi.org/10.1016/j.nedt.2020.104711
https://doi.org/10.1016/j.nedt.2020.104711
https://doi.org/10.1111/jonm.13253
https://doi.org/10.1111/jonm.13253
https://doi.org/10.1016/j.gerinurse.2016.07.003
https://doi.org/10.1016/j.gerinurse.2016.07.003
https://doi.org/10.7416/ai.2020.2394
https://doi.org/10.3390/ijerph17228496
https://doi.org/10.2146/ajhp070369
https://doi.org/10.1111/jan.13564
http://covid19.intelworks.io/
https://doi.org/10.1111/nhs.12700
https://doi.org/10.1111/nhs.12700
https://doi.org/10.1016/j.ijnurstu.2015.02.012
https://doi.org/10.1016/j.ijnurstu.2015.02.012
https://doi.org/10.1111/inr.12648
https://doi.org/10.1111/jonm.12978
https://doi.org/10.1111/j.1365-2648.2009.05027.x
https://doi.org/10.1111/j.1365-2648.2009.05027.x
https://doi.org/10.1097/NNA.0b013e3181a23cf5
https://doi.org/10.1097/NNA.0b013e3181a23cf5
https://doi.org/10.1111/jnu.12081
https://doi.org/10.2196/jmir.9.3.e25
https://doi.org/10.1111/inr.12653
https://doi.org/10.1111/inr.12653
https://doi.org/10.1016/j.psychres.2020.112921
https://doi.org/10.1016/j.psychres.2020.112921
https://doi.org/10.1111/jonm.13014
https://doi.org/10.1089/pop.2020.0161
https://doi.org/10.1007/s11739-015-1232-6
https://doi.org/10.1007/s11739-015-1232-6
https://doi.org/10.1111/jonm.13299
https://doi.org/10.1111/jonm.13299
https://doi.org/10.1111/jan.14603
https://doi.org/10.1007/978-3-030-71073-6
https://doi.org/10.1007/978-3-030-71073-6
https://ourworldindata.org/coronavirus
https://doi.org/10.1111/inr.12662
https://doi.org/10.1093/intqhc/mzn017


1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

26

27

28

29

30

31

32

33

34

35

36

37

38

39

40

41

42

43

44

45

46

47

48

49

50

51

52

53

54

55

56

57

58

59

 GRAZIA et al.

ment. Nursing Research, 56(6), 416–424. https://doi.org/10.1097/01.NNR.
0000299853.52429.62
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