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Background. Missed nursing care, which has been explored in various acute care settings, results in adverse patient outcomes and
job dissatisfaction in nurses. However, little is known about missed care in the operating room. Objective. Tis study tested
a hypothesised model to identify relationships between nurses’ age, years of experience in the operating room, job satisfaction, and
intention to leave which have direct and indirect efects on the frequency of missed care. Te frequency of missed care was
hypothesised to be mediated by nurses reported perioperative competence and the reasons for missed care. Design. A cross-
sectional design using an online survey of Australian perioperative nurses was undertaken in 2022. Methods. All Australian
College of Perioperative Nurses members were invited to participate. Missed nursing care was measured using the MISSCARE
Survey-OR. Age, years of experience, and intention to leave were single-item measures. Satisfaction was a three-item scale.
Competence was measured by the 18-item Perceived Perioperative Competence Scale-Short Form. Structural equation modelling
was used to test our hypothesised model. Results. Of the 5,500 nurses invited, 853 (15.5%) responded, but only 602 (10.9%)
participant responses were usable for inclusion in the model. Te model demonstrates that participants’ age directly predicted the
frequency of missed care, nurse role satisfaction, perceived perioperative competence, and reasons for missed care.Te reasons for
missed care and perceived perioperative competence were mediators that were negatively associated with the frequency of missed
care. Conclusions. While the fnal model explained 22.6% of the frequency of missed care, other variables not identifed in this
study may infuence this outcome.

1. Introduction

Missed care is any aspect of care that is omitted or delayed, in
part or whole [1]. Tere is a large body of research on missed
nursing care in inpatient units, including medical-surgical
and intensive care units [2–5]. One review of 18 studies
identifed that 75% or more of nurses reported omitting care
[6]. An overview of seven reviews identifed missed care fell
into four categories: communication and information
sharing; self-management, autonomy, and education, in-
cluding care planning, discharge planning, and decision;
fundamental physical care; and emotional and psychological
care, including spiritual support [7]. An integrative review of

54 papers identifed that a combination of nurse, patient, and
organizational contextual variables explained 12 to 32% of
the variance in missed care across studies reporting this [3].
Tis same review acknowledged that predictors of missed
nursing care included perceived team interactions, adequacy
of resources, safety climate, and nurse stafng. Patient
outcomes negatively afected by missed nursing care include
hospital-acquired infections, pressure injuries, falls, dis-
charge planning, mortality, patient mobilisation, feeding,
and psychological and emotional support [1, 8–11]. Clearly,
missed care may compromise patient safety [7].

Several systematic reviews [3, 4, 6, 12–14] and an
overview of reviews [7] have identifed predictors of missed
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nursing care across a variety of hospital contexts but pre-
dominantly in medical-surgical settings [7]. Across these
reviews, factors found to be associated with missed nursing
care included skill mix, i.e., combination and distribution of
clinical skills and competencies in the nursing workforce [6],
stafng levels [3, 6, 13], a lack of material resources [3],
patient acuity [3, 13], and teamwork and communication
[3, 12, 13]. Only one study of missed nursing care in the
operating room (OR) setting was identifed. In a survey of
1,593 US OR nurses, Marsh et al. [15] found signifcant
associations between the number of operating rooms at
a facility, nurse education, job title, perceptions of stafng
adequacy, and frequency of missed perioperative
nursing care.

Kalisch’s Missed Nursing Care Model [1, 11] has been
seminal in this feld. Te Missed Nursing Care Model il-
lustrates the various attribute categories nurses report in
acute care settings that contribute to missed nursing care.
Tis framework examines three concepts; structure (e.g.,
hospital, patient care unit, and nurse characteristics), pro-
cess (missed care), and outcomes (staf outcomes such as job
satisfaction and patient outcomes). Interestingly, despite the
importance of nurse characteristics in this model, there is
a paucity of research on the efect of nurses’ competence on
missed nursing care.

Competence broadly encompasses nurses’ knowledge,
skills, and attitudes required to undertake their professional
role and clinical practice efectively and safely [16]. While
these generic attributes apply across any nursing setting and
speciality, they do not refect the behavioural markers that
specifcally apply to specialities such as OR nursing [17]. In
this highly specialised context, competence is conceived
relative to technical and nontechnical skills [18, 19]. For
instance, technical skills encompass practical and founda-
tional knowledge, whereas nontechnical skills include

teamwork, communication, leadership, and holistic and
empathic care [19–21]. Competence is a critical determinant
of role performance, and thus, it is reasonable to assume that
perioperative competence is related to the quality of care that
nurses provide. However, paradoxically, the relationship
between perioperative competence and missed nursing care
has never been tested.

1.1. Missed Nursing Care in OR Nursing: A Hypothesised
Model. We have built on Kalish’s model to incorporate
nurse competence as an essential structural predictor of
missed nursing care (Figure 1). Te empirical relation-
ships between nurses’ demographic characteristics, unit,
and missed care have been well established across a body
of research over the past two decades [2, 8, 9, 22–24]. Te
results of several studies also suggest that nurse job sat-
isfaction and stafng levels contribute to missed care
[2, 11, 13, 22, 24]. Kalisch and others examined the re-
lationship between missed care and staf outcomes of job
satisfaction, intention to leave, hours worked per week,
and overtime as outcomes. However, in our hypothesised
model, we have treated these staf outcomes as potential
predictors of the frequency of missed care. Terefore, in
this model, hours worked and overtime have been con-
sidered surrogates of staf fatigue, which may contribute
to missed care. We also hypothesised that there is a re-
lationship between the number of ORs and the frequency
of missed care: larger OR departments have implications
for an increased workload and time pressures, stafng,
and resources. Additionally, the relationship between
reasons for missed care and its frequency has not pre-
viously been established. We hypothesised that nurses’
age, years of OR experience, job satisfaction, intention to
leave, hours and overtime worked, and the number of ORs

Nurse Characteristics

Age
Sex
Postgraduate education
Years of experience in the
OR
Nurse role
Nurse job satisfaction

Staffing Characteristics

Intention to leave
Hours worked per week
Overtime worked in last 3
months
Missed shifts in last 3
months

Hospital Characteristics

Number of ORs in hospital

Mediators
Perceived
perioperative
competence
Reasons for
Missed care

Outcome
Frequency of
Missed care

Figure 1: Hypothesised model indicating expected pathways of association.
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and reasons for missed care have direct efects on the
reported frequency of missed care.

However, we also wanted to describe the contribution of
nurses’ perceived perioperative competence on the reported
frequency of missed care. Safe nursing care in the OR en-
vironment requires competence in practice, as nurses need
to apply nontechnical skills such as coordination, com-
munication, teamwork, and empathy [19]. Terefore, we
hypothesised that nurses perceived perioperative compe-
tence would be inversely related to the frequency of missed
nursing care and mediate the efect of nurse, staf, and
hospital characteristics. Findings generated through this
study may help nurse managers identify areas of OR practice
where missed nursing care most often occurs and enable
them to develop strategies that specifcally target these areas.

2. Materials and Methods

2.1. Design, Setting, and Sample. A cross sectional design
using an online survey design was used. Twomembers of the
research team pilot tested the survey for fow, structure, and
ease of navigating the electronic interface. A census of all
5,500 operating room nurses who weremembers or associate
members of the Australian College of Perioperative Room
Nurses (ACORN) was undertaken in 2022. Eligible partic-
ipants included registered nurses (RNs) working in clinical
(i.e., circulating, instrument, anaesthetic, and recovery room
roles) and education roles across public and private sectors.
Enrolled nurses were excluded due to the diferences in their
scope of practice. Te conduct and reporting of the study
were guided by the Strengthening the Reporting of Ob-
servational Studies in Epidemiology (STROBE)
Statement [25].

2.2. Measures. Te online survey had three components
measuring (1) demographic characteristics; (2) preoperative
and intraoperative missed care; and (3) perceived peri-
operative competence. Te survey had 111 items and took
approximately 25minutes to complete. Fifteen questions
were used to collect data on participants’ age, sex, state or
territory of residence, clinical role, years of OR experience,
highest qualifcations, job satisfaction, hours of overtime
worked over the past three months, intention to leave
current position, and stafng levels. Job satisfaction was
measured using a 5-point Likert scale to indicate the degree
of satisfaction ranging from very satisfed to very dissatisfed
[24, 26]. We recoded this variable so higher scores indicated
higher job satisfaction.

2.2.1. Te MISSCARE Survey-Operating Room. Part A in-
cludes elements of preoperative and intraoperative missed
nursing care, and part B includes reasons for this missed care
[15, 27]. Te 53-item survey with fve subscales has been
psychometrically validated in a US sample of 1,693 operating
room nurses and has fve subscales: legal, preparation, safety,
communication, and closing routine. Response options for
the preoperative and intraoperative care items include never,
rarely missed, occasionally missed, always, and not applicable.

Response options for reasons for missed care include sig-
nifcant, moderate, minor, and not a reason for missed care.
Tis measure was also recoded for interpretation, where
higher scores indicated the item was frequently perceived as
missed in the preoperative and intraoperative periods, as
well as higher scores indicating agreement that the reason
presented was a signifcant reason care was missed.

2.2.2. Perceived Perioperative Competence. Competence was
measured with the Perceived Perioperative Competence
Scale-Short Form (PPCS-SF) [28]. Te scale has six di-
mensions of perioperative competence: foundational
knowledge, profciency, professional development, leader-
ship, collaboration, and empathy. Te short form 18-item
scale was derived and psychometrically validated using items
from the previously validated 40-item PPCS-revised form
[19]. Te PPCS-SF has been validated and includes the same
six subscales that indicate diferent dimensions of peri-
operative competence: foundational knowledge, profciency,
professional development, leadership, collaboration, and
empathy. Total scores for each subscale can be calculated and
considered separately. Both measures were developed in
Australia and tested with over 1,500 operating room nurses.
Like the previous revised version, the short form has a fve-
point Likert scale: never (1), sometimes (2), often (3), very
often (4), and always (5). Scale scores range from 18 to 90,
with higher scores indicating greater levels of perioperative
competence.

2.3. Data Collection. Te university’s research data capture
(REDCap) hosted the online survey [29, 30] data manage-
ment system. Recruitment was active for six weeks
(March–April 2022), with three reminders emailed fort-
nightly to potential participants.

2.4. Data Analyses. Survey data were exported into SPSS
version 27 (Armonk, NY: IBM Corp.) for data cleaning and
assumption checks. Te types of descriptive analyses used to
describe the sample and both the competence and MNC
scales were determined by the level of the data (i.e., cate-
gorical or continuous) and its distribution. For example,
frequencies, including numbers and percentages, were used
for categorical variables (e.g., gender, role, and type of fa-
cility), while means and standard deviation were calculated
for continuous variables (e.g., age, years of OR experience,
and scales: MISSCARE-OR and PPCS-SF).

In inferential analyses, the dependent variable was the
overall missed nursing care score, based on the average
amount of reported missed nursing care identifed for each
of the elements of nursing care for each participant on a fve-
point scale (i.e., 0� never missed to 4� always missed). Based
on our hypothesis, we used a model-building approach [31],
starting with bivariate correlations to determine associations
between demographic factors (i.e., age, years of OR expe-
rience, education qualifcations, role, and hospital facility),
nurse factors (i.e., perceived perioperative competence,
overtime worked, job satisfaction, intention to leave, and
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Table 1: Sample characteristics.

Characteristics Sample n %
Participant variables
Age in years (M, SD), range 535 46.02 (11.39), 21–75
Sex 539
Female 497 82.6
Male 42 7.0

Primary role 538
Circulating/instrument nurse 304 50.5
Postanaesthetic recovery unit 43 7.1
Anaesthetic nurse 91 15.1
First surgical assistant (RN) 7 1.2
Multiple roles 17 2.8
Management 49 8.1
Educator 27 4.5

Qualifcations 533
Undergraduate education 412 77.3
Postgraduate education 121 22.7

OR nurse years of experience (M, SD), range 531 18.59 (11.64), 1–57
<10 years 145 24.1
>10 years 386 64.1

Number of hours worked per week (M, SD), range 520 32.14 (11.78), 0–80
Currently working full-time load (≥35 hrs/wk) 212 35.2
Number of overtime hours worked in the last 3months (M, SD) range 525 26.40 (33.28), 0–240
Number of shifts missed due to illness, injury, etc. in the last 3months (M, SD)
range 522 2.81 (5.17), 0–40

Intention to leave 527
In the next 6months 72 12.0
In the next year 98 16.3
No plans to leave 357 59.3

Satisfaction (M, SD) range 547 10.65 (2.83), 3–15
Hospital characteristics
Number of ORs 533 9.75 (7.08), 1–40
<6 224 37.2
>6 309 51.3

Surgery type 540
Outpatient surgery 382 63.5
Inpatient surgery 472 78.4
Adult surgery 490 81.4
Paediatric surgery 360 59.8

Location (state/territory) 528
Australian Capital Territory 10 1.7
Queensland 122 20.3
Northern Territory 4 0.7
New South Wales 132 21.9
Victoria 136 22.6
South Australia 51 8.5
Western Australia 35 5.8
Tasmania 19 3.2
International 19 3.2

Surgical speciality 540
General surgery 466 77.4
Gynaecology 391 65.0
Urology 379 63.0
Orthopaedics 394 65.4
Transplant 60 10.0
Trauma 207 34.4
Burns 41 6.8
Plastics 336 55.8
Ears nose and throat 320 53.2
Dental/oral 296 49.2
Neurosurgery 139 23.1
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stafng levels), and missed nursing care. Factors that shared
a direct relationship that were statistically signifcant
(p< 0.05) were subsequently entered into an SEM to predict
any direct or indirect efects on the frequency of missed care
in the operating room.

SEM was used because it allowed for the testing of both
direct (observed) and indirect (latent) efects while ac-
counting for mediating variables [32]. Additionally, one
of the greatest advantages of using SEM is its ability to
manage measurement error which may potentially
weaken parameter estimates. Te fnal hypothesised SEM
was ftted to a covariance-based structural equation model
with a maximum likelihood estimator using the lavaan
package in R (lavaan version 0.6-13, R version 4.2.2.
RStudio version 12.0). Standard errors and associated p

values were calculated using the robust maximum like-
lihood (mlr) to account for any non-normality in the data.
Maximum likelihood (ml) was also applied to account for
missing data. Model ft was assessed using χ2 Goodness-
of-Fix Index, the Comparative Fit Index (CFI), and the
Tucker–Lewis Index (TLI), which all should be above 0.9
for acceptable ft; the standardised root mean squared
residual (SRMR), which should be below 0.08; and the
root mean square error of approximation (RMSEA),
which also should be below 0.08 and not signifcantly
diferent from 0.05 (α� 0.05, one-tailed). Standardised
factor loadings over 0.4 were considered acceptable [33].

2.5. Ethical Considerations. Submission of the survey in the
REDCap system implied consent. Te study was reviewed
and approved by the author’s Human Ethics Review Board
(HREC Grifth University reference number 2021/774).

3. Results

3.1. Sample Characteristics. Sample characteristics are dis-
played in Table 1. Te total number of respondents was 853
(15.5% of an estimated 5500 invited). However, of the 853
that engaged with the survey, only 602 (70.6%) provided data
that could be analysed as not all participants completed the
demographic items. Tus, the sample used in the SEM was
602. Te average age of the sample was 46 years (SD 11.4).
Respondents were predominately female (82.6%), and their
primary OR role was circulating/instrument nurse (50.5%).
Under half of the sample held a bachelor’s degree in nursing
(40.4%). However, 121 (20.1%) reported having post-
graduate education. Te sample was highly experienced
operating room nurses, with 64.1% indicating they had
worked in an operating room for 10 or more years. All

surgery types and surgical specialists were represented in this
sample.

3.2. Model Building. Before testing the model, a correlation
matrix was used to examine the initial predictor relation-
ships with the frequency of missed nursing care (Table 2). All
potential predictors with a signifcant direct relationship
were entered into the SEM model. Te correlation matrix
showed that the following variables were statistically asso-
ciated with the reported frequency of missed care in the
operating room: reasons for missed care in the operating
room, perceived perioperative competence, age (years),
intention to leave, and nurse satisfaction. Additionally, years
of experience in the operating roomwere added to themodel
due to its moderate association with perceived OR experi-
ence. Overall, Spearman’s correlations were weak to mod-
erate (|r|� 0.03–0.37).

3.3. SEM of Frequency of Missed Care in the Operating Room.
Te model testing results demonstrate that participant
age predicted the frequency of missed care, whereas
younger participants reported higher frequency and
satisfaction. In contrast, those with lower satisfaction in
nursing roles reported a higher frequency of missed care.
In relation to perceived perioperative competence, those
with higher perceived competence reported less fre-
quency and reasons for missed care. Respondents who
reported higher agreement for potential missed care
reasons also reported a higher frequency of missed care
observed in their workplace. Reasons for missed care was
the strongest predictor β� 0.30, followed by satisfaction
β� −0.20 and perceived perioperative competence
β� −0.18. However, in contrast to our hypothesised
model, intention to leave in the next six months and years
of OR experience in the operating room did not directly
predict the reported frequency of missed care. Age and
satisfaction also indirectly afected the frequency of
missed care via reasons for missed care, as well as years of
experience in the operating room mediated through
perceived perioperative competence (Table 3). Te total
efect of age on the frequency of missed care was −0.23,
while satisfaction was −0.32 and years of experience in the
operating room was −0.10 (Table 3). Te fnal model is
displayed in Figure 2. Te model predicted 15.1% of the
variance in perceived perioperative competence, 15.9% of
the variance in reasons for missed care, and 22.6% of the
variance in frequency of missed care. All parameter es-
timates, including indirect and total efects, are presented
in Table 3.

Table 1: Continued.

Characteristics Sample n %
Ophthalmology 219 36.4
Vascular 217 36.0
Cardiac 100 16.6
Toracic 124 20.6

Note. M�mean; SD� standard deviation; OR� operating room; RN� registered nurse.
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Te analysis indicated an acceptable model ft to the data
onmost indices (CFI� 0.90; TLI� 0.90; RMSEA� 0.04 (0.037,
0.040), p � 1.00; and SRMR� 0.051) (Figure 2). However,
the Chi-square value did not support good model ft

(χ2 (2499)� 4733.45, p< 0.001). In the measurement models,
all items were signifcantly loaded onto their respective factors
(all p’s <0.05), and no items had negative variances or
negligible standardised loadings (all loadings >0.4).

Table 3: Parameter estimates for the model predicting frequency of missed care in the operating room.

Paths B SE B p β
Direct paths
Age⟶ frequency of missed care −0.007∗ 0.003 0.021 −0.166
Years of experience⟶ frequency of missed care 0.005 0.003 0.071 0.131
Intention to leave⟶ frequency of missed care −0.031 0.045 0.492 −0.032
Satisfaction⟶ frequency of missed care −0.094∗∗ 0.027 0.001 −0.203
PPC⟶ frequency of missed care −0.169∗∗∗ 0.046 <0.001 −0.183
RMC⟶ Frequency of missed care 0.224∗∗∗ 0.041 <0.001 0.300
Age⟶PPC 0.002 0.003 0.512 0.046
Years of experience⟶PPC 0.015∗∗∗ 0.003 <0.001 0.351
Age⟶RMC −0.015∗∗∗ 0.004 <0.001 −0.282
PPC⟶RMC 0.002 0.036 0.956 0.002
Years of experience⟶RMC 0.007 0.004 0.076 0.128
Intention to leave⟶RMC −0.031 0.063 0.623 −0.024
Satisfaction⟶RMC −0.220∗∗∗ 0.037 <0.001 −0.357

Covariances
Age↔ years of experience 105.37∗∗∗ 7.277 <0.001 0.797
Intention to leave↔ satisfaction −0.18∗∗∗ 0.024 <0.001 −0.396

Indirect efects
Age⟶RMC⟶ frequency of missed care −0.004∗∗∗ 0.001 <0.001 −0.108
Years of experience⟶PPC⟶ frequency of missed care −0.003∗∗ 0.001 0.002 −0.069
Satisfaction⟶RMC⟶ frequency of missed care −0.054∗∗∗ 0.012 <0.001 −0.117

Total efects
Age⟶ frequency of missed care −0.009∗∗∗ 0.002 <0.001 −0.227
Years of experience⟶ frequency of missed care −0.004∗ 0.002 0.043 −0.098
Satisfaction⟶ frequency of missed care −0.146∗∗∗ 0.026 <0.001 −0.317

PPC� perceived perioperative competence; RMC� reasons for missed care. Note. ∗p≤ 0.050; ∗∗p � 0.01 level; ∗∗∗p � 0.001 level.

Age
(Years)

0.79**

Years of
experience
in the OR

Intention to
leave

-0.40**

Satisfaction

-0.02

-0.36**

0.13 -0.28**

0.35**

0.05 -0.17*

Perceived
Perioperative
Competence

-0.18**

0.13

0.02

-0.03

-0.30**

-0.20**

Reasons for
missed care

Frequency of
missed care

Figure 2: Final model with standardised coefcients. Note. Te dashed lines with arrows represent nonsignifcant relationships (p> 0.05).
∗p< 0.05, ∗∗p< 0.01. Te dashed lines with arrows represent nonstatistically signifcant relationships (p> 0.05). ∗p< 0.05, ∗∗p< 0.01.
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4. Discussion

To our knowledge, this is the frst study to identify factors
predictive of reported missed OR care using SEM. Previous
research examining missed OR care [15] has only in-
vestigated the types and frequencies and relationships of
missed care to facility characteristics. Generally, our fndings
relative to some nurse characteristics support the broader
research in this area. Twelve nurse and hospital character-
istics predictors were entered into the initial model as part of
a model-building approach, but only fve were explored in
the fnal SEM. Moreover, some model paths were not sta-
tistically signifcant (i.e., intention to leave in the next six
months and years of OR experience). We found that nurse
age and job satisfaction had direct and indirect efects, and
years of experience only indirectly infuenced participants
who reported perceived missed care in the OR. Reasons for
missed care and perceived perioperative competence were
mediators in the model. Relationships between reasons for
missed care, perceived perioperative competence, and
missed care have not been tested in any nursing context and
thus are novel, adding new knowledge to what is already
known. Notably, the reasons for missed care and perceived
perioperative competence are amenable to change via in-
terventions. Terefore, these results identify areas that nurse
managers can focus on when developing strategies to ad-
dress the reasons for missed care.

4.1. Mediators of Missed Perioperative Nursing Care.
Reasons for missed perioperative care were the strongest
predictor contributing to the reported frequency of missed
OR care. Reasons for missed nursing care include team
communications and interruptions, limited resources, and
staf factors such as inadequate skill mix and stafng. In-
adequate skill mix in the OR environment has been formerly
identifed as a major patient safety issue in previous research
[34, 35]. An earlier literature review of 14 studies identifed
that lower stafng levels contributed to missed care across
various nursing environments [6, 24]. In our study, other
items with high loadings on the Reasons for Missed Care
scale related to teamwork and communication breakdowns
and lack of support from coworkers. Patients are at their
most vulnerable during surgery; as such, the importance of
efective teamwork and communication for safe OR care
cannot be overstated [18, 19, 36, 37]. Notably, there is an
even greater imperative for team members to work co-
hesively together in this high-dependency context [35–37].
Plausibly, inefective teamwork in the OR can result in
communication breakdowns, reduce efciency and co-
ordination, increase errors, and create an environment
lacking support. Ultimately, this leads to job dissatisfaction,
which in our study has been identifed as a predictor of the
frequency of missed nursing care. Tere is an abundance of
research undertaken in OR contexts [36–39] describing the
barriers to efective teamwork and communication among
members of the interdisciplinary team. Our results support
previous research undertaken in med-surg environments
[11, 40] that has identifed a lack of teamwork as a predictor

of missed nursing care. Clearly, the reasons for missed care
are highly correlated to missed care and can potentially
compromise patient safety.

Importantly, this study found a direct relationship be-
tween perceived perioperative competence and the fre-
quency of missed care. Tis is the frst study to identify
a direct relationship between these constructs. Arguably, it is
reasonable to expect that nurses reporting higher levels of
perceived perioperative competence would also report fewer
occasions of missed care. Competent nurses are often better
at managing their time efectively, which can help them
prioritise their tasks and ensure that important nursing care
is not missed [16, 40, 41]. Additionally, more competent
nurses are likely to have better clinical judgment. Tis can
help them identify tasks requiring priority or immediate
attention and ensure appropriate nursing care is provided
[16, 19]. Second, competent nurses are likely to have a higher
level of knowledge and skills related to patient care, which
can help them provide more comprehensive and efective
nursing care [17]. Tird, competent nurses may be more
confdent and assertive in their interactions with patients
and other healthcare professionals. Tis can help them
advocate for their patients and ensure that important
nursing care (e.g., pressure area care and intraoperative
warming) is not overlooked.

Te pressure to complete operations within tightly
scheduled timeframes and fnite resources may contribute to
missed care. Additionally, there is often a disconnection be-
tween the priorities of surgeons, anaesthetists, and team nurse
members [38]. Tus, establishing a hierarchy of priorities is
important but not easy in this environment, as nurses must
work interdependently with other disciplines, and these
members have a diferent focus. ORnurses need to diferentiate
between care that must be immediately provided and care that
can wait. Perhaps some tasks are viewed by nurses as not
having any intermediate or measurable impact on patient
outcomes, e.g., pressure area care, providing comfort measures,
and communication of essential information.Te results of this
study may have implications for OR nurse education and on-
the-job training. Te emphasis on particular nursing tasks in
the ORmay shape the novice nurse’s attitudes at the beginning
and during their professional transition in deciding how to
prioritise which care activities can be missed.

4.2. Limitations. We acknowledge several study limitations.
First, because it was cross sectional, we identifed associa-
tions but could not conclude causation; that is, our
hypothesised predictors were the cause of the frequency of
missed nursing care. Tus, results need to be interpreted
with caution. Second, we cannot rule out selection bias
despite inviting all OR nurses in Australia’s peak pro-
fessional organisation. Moreover, of the 5,500 perioperative
nurse members, only 602 responded. To mitigate non-
response bias, the survey was available for six weeks, with
two email reminders and social media posts used to help
advertise the survey (e.g., the ACORN Facebook page).
Tough the sample of those who responded was small, it was
represented for all Australian states, and surgical specialities.
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Tird, variable efects were weak to moderate, and the total
amount of variance explained by the model was 23%. Tis
low amount of variance explained by our model indicates
that other variables that infuence the reported frequency of
missed care in the operating room have not been identifed.

Furthermore, while model ft statistics were acceptable,
modifcation indices were not explored and may suggest
measurement model improvements could be made. However,
modifcation indices represent a statistical decision approach,
and our model relied on previously validated scales (e.g.,
MISSCARE-OR, job satisfaction, and PPCR-SF). Tus, model
improvement was not undertaken by removing poorly per-
forming items, or correlating item and or latent variable
pathways that were not hypothesised. Finally, this study’s data
source may be biased because all study variables were nurse
reported. Future studies could include source data from pa-
tients to confrm the results, even though nurse-reported pa-
tient safety indicators have been usedwidely in research and are
proven to be substantially associated with patient outcomes.

4.3. Implications for NursingManagement. Te results of our
study suggest that younger, more job-dissatisfed nurses re-
ported higher frequencies of reasons formissed care andmissed
care in the OR. Nurse managers in the OR are critical in
promoting nurses’ job satisfaction, thus minimising the po-
tential for missed care. To improve job satisfaction among OR
nurses, nurse managers should invest in team-building exer-
cises, efective communication training, and a culture that
values collaboration, mutual respect, and continuous im-
provement. Nurse managers are well positioned to promote
collaboration and interdisciplinary communication within the
team. Fostering efective teamwork and communication can
help prevent missed nursing care that arises from mis-
communication or lack of coordination among diferent
healthcare professionals. Additionally, providing support sys-
tems forORnurses, such as debriefng sessions after challenging
cases, can help alleviate stress and foster a sense of teamwork
and job satisfaction. Nurse managers must advocate for nec-
essary resources, including adequate stafng levels, appropriate
equipment and supplies, and access to technology or tools that
facilitate safe care provision. Appropriate resourcing will help to
address job satisfaction and address some reported reasons for
missed nursing care. Importantly, nurse managers are re-
sponsible for appropriate stafng levels and workload distri-
bution and should ensure that an adequate number of qualifed
OR nurses are available to provide care to patients. By moni-
toring patient acuity and staf skill mix, stafng levels can be
adjusted accordingly. Tus, OR nurse managers can help
prevent situations where nurses are overwhelmedwith excessive
workloads, which may also lead to missed nursing care. Fur-
thermore, they can encourage OR nurses to communicate their
concerns, challenges, and workload issues.

5. Conclusions

Tis study showed that MNC in the OR setting is complex
and is explained by several factors. Considering the modest
efects found between the variables and the low variance

explained by the fnal model, further studies are needed to
identify other factors that may contribute to missed care in
the OR. Nonetheless, our results are novel as we have
identifed relationships between the reasons for missed
nursing care, competence, and frequency of missed nursing
care, not previously explored. Tese relationships have not
previously been identifed, adding new understandings to
this complex issue. Tough further research is needed to
confrm these fndings, we present some key recommen-
dations nurse managers can consider implementing to
support their staf, reduce the missed care nurses are
reporting in the OR, and improve patient outcomes.
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