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Abstract

This chapter discusses ethical issues in the area of rationing and missed nursing care from
two different perspectives: 1) philosophical/conceptual and 2) empirical descriptive ethics.
In addition, ethical issues can be approached from 1) the societal and organizational levels,
i.e. organisational ethics; 2) the professional nursing staff, i.e professional ethics; and 3) the
service user’s and patient’s point of views, from the perspective of rights. These approaches
may look at different sides of the same issue, and deserves closer investigation and
discussion. The use of the concepts missed care, care left undone, unfinished care and
covert rationing of care, varies in the literature, potentially giving rise to some conceptual
confusion, inconsistencies and potential misunderstandings. This can lead to unidentified,
flawed assumptions and difficulties in clarity of thought regarding the phenomenon
/phenomena under question. Finally, the empirical evidence on the missed care/ rationing
and similar concepts deserves some conclusive statements from the ethics point of view.

Keywords: Ethics, priority, resource allocation, covert rationing, missed care, nursing care
left undone, unfinished care, nurse, patient, organisation

Introduction



Over the past five year or so there is evidence, in the nursing literature, of increased interest
and discussion of issues which are on occasion called ‘missed nursing care’, 'nursing care left
undone’, ‘covert rationing of nursing care’, and less commonly, ‘unfinished care’. Currently
in the nursing literature these terms tend to be used interchangeably [1]. Ultimately these
terms may indeed refer to the same thing or they may in fact refer to slightly different
things. At present we simply do not know, as the required empirical and analytical work has
not been done as yet. However, we do know that missed care/care left undone/covert
rationing of care are salient issues in nursing care contexts internationally [2]. There is also
an increasing recognition in the patients safety literature that incidents of care missed/left
undone/rationed is associated with poorer patient outcomes [3,4], i.e. we do know that less
than optimal care provision is not good, therefore, is at best neutral and at worst bad, even
dangerous, for patients.

This reality (i.e. that less than optional levels of nursing care can be damaging or dangerous
for patients, in other words can do patients harm) provides some insight as to why it may be
both useful and important to consider missed care/ care left undone/ covert rationing of
nursing care from an ethical perspective. Many authors have argued that the provision of
nursing care is inextricably linked with the ethical dimension of practice [4-6]. It seems likely
this is the case also in situations of missed care/care left undone/covert rationing of care.

Considering issues of missed care/care left undone/covert rationing of care from an ethics
perspective enables, indeed requires, us to engage in a number of different activities
including the following:

1. Afocus on core concepts in use and what they mean — for example, what do we
mean by missed care/care left undone/covert rationing of care. What is resource
allocation or rationing in nursing? Do these two concepts refer to or mean the same
thing? Does this matter?

2. Anidentification and elucidation of some of our underlying assumptions regarding
matters of missed care/care left undone/covert rationing of care — such as what
assumptions (overt or covert) we make regarding the causes or underlying factors
which lead to missed care/care left undone/covert rationing of care.

3. Isthere relevant evidence or empirical work, perhaps from a descriptive ethics
perspective, that can be brought to bear as we try to work though and consider
these matters?

In this chapter we will introduce the reader to some of the philosophical and descriptive
ethics work relevant to missed care/care left undone/covert rationing of care that may be
relevant and important to consider in the context of the provision of nursing care in the
health service of the 21st Century. Hence forth the term missed care will be used to refer to
all three terms —i.e. missed care, care left undone and covert rationing of care.

5.1 The nursing workforce and access to the resource of nursing care



Discussions regarding the nursing workforce, the largest group of health professionals [7]
tend to focus on one of two key issues. At the same time as the cost of nursing personnel is
identified as a very significant cost to the healthcare budget and for society [8,9], it is
increasingly being recognised that this same nursing workforce has the most relevant
competence in providing comprehensive care, services and health promotion, and in
responding to individuals’ and populations’ health needs. Therefore, it is important to
ensure that nursing care and nursing time are treated as significant and important health
care resources [1]. Access to such resources should be governed by explicit discussion,
principles and guidance on prioritization, including an overt recognition that allocation of
nursing care and nursing time is an ethical issue, in addition to being a matter of financial,
professional and patient safety concern [10-16].

In many countries health, and health care services (including nursing services) to support
health, have been considered as a citizen’s right; with explicit quality standards [17] driven
by the country’s Gross Domestic Product [18] and health expenditure per capita giving the
frame for services. Thus, in health care one is faced with trying to balance the resources
available on the one hand with the need to provide high quality, ethically sensitive care to
diverse populations and groups on the other. At some level all resources, economic and
others in society are scarce and limited, while at the same time expectations regarding
health (for both individuals and groups) are continuing to increase. The demands for access
to new, more effective treatments, better, more comprehensive care, health promotion and
activities to maintain health are limitless [19]. Given the current development trends in care
technology, treatment modalities, new digital services, and existing knowledge and
information, the possibilities for care and treatment are increasing exponentially. However,
the limits on available resources make it impossible to offer all possibilities to everyone in
need [20]. This imbalance makes it important that a shared understanding be reached
regarding how to deal with scarce resources, at both the societal and organizational levels,
but also at the individual level in the clinical practice setting.

In many countries, national principles may exist for sharing resources ethically [e.g. 21,22].
Basic principles for sharing resources include equality, need, effectiveness and many others.
In resource allocation the decision-maker faces questions related to principles for
distribution/allocation of resources - such as principles of justice, fairness, equity and
equality. Such questions speak to the ethical dimension of resource allocation decision
making. Resource allocation principles, such as those listed above, should be applied to
access nursing time and nursing care, as to other treatment and care provision. It is also the
case that ever increasing expectation of the population in most western countries continues
to put very significant pressure on the health budget in those countries. This inevitably leads
to questions about how to best use the available resources and the identified need to ration
elements of access to and provision of health care. This is either a very new discussion in



some countries in terms of allocating the nursing resource nationally, or had not yet begun.
This type of discussion is also quite new in the nursing literature.

To assist clarity of thinking on these matters it is helpful to distinguish between the concept
of resource allocation and that of rationing [see 10]. These two concepts are related but
distinct terms. Resource allocation refers to the distribution of resources to a service, unit or
project. Rationing indicates that the resources to be allocated are so limited that they are
not sufficient to meet the need in the particular context, thus forcing the decision-maker to
decide who should get the resources available, or how much of the particular resource each
person in need should receive (and on the basis of what criteria). Both resource allocation
and rationing imply the use of specific criteria to distribute the available resources — usually
with the goal of optimizing utility or meeting the demands of procedural fairness. Resource
allocation is a morally neutral term. Rationing, including decisions not to provide the
particular resource, or decisions prioritising access to the particular resource, is a morally
loaded term.

With regards to rationing in the context of nursing care, three important distinctions have to
be made [see 10]. Firstly, the originator of rationing needs to be identified: Rationing
implemented by an institution (for example via policies/ operational practices) or rationing
implemented at the level of the individual practitioner (through their actions in practice
context). Secondly, the existence, or not, of an identifiable framework available in the
particular context, which is guiding explicit or implicit rationing decisions. In other words is
rationing based on explicit (shared and open) principles or policies, or is rationing based on
implicit (covert) practices; in this case the individual nurse(s) at the bedside. Finally there is
the important “distinction between rationing of the nursing resource per se (i.e. rationing
the number of nurses available to provide the required care —this may be at societal
and/or organizational level) and the rationing of actual nursing care at the bedside” [10].

5.2 Nursing care rationing and missed care from a societal and organizational perspective

Crudely put, health care is about the provision of health services to the public. Despite its
different meanings and definitions, health is a priceless commodity in all human societies.
Therefore, the ways in which health care is organised and provided are of fundamental
interest, reflecting some of the most basic values at both a societal and an institutional
level. Nursing care is a vital aspect of health care provision. Through exploring its allocation
and rationing decisions, we can expect to understand several values and priorities set by
society and its institutions. We shall first discuss these issues from a more general, societal
perspective, and we shall then focus on the institutional level from an organizational
perspective.

5.2.1 Nursing care as a reflection of society’s values



Modern societies are founded on ethical concepts, such as autonomy, liberty, equality and
justice. At a theoretical level, these concepts are eminent in every aspect of health care
provision and, as a profession, nursing has always embraced these ideals within its holistic
approach. However, real world challenges often necessitate the compromising of guiding
principles and values. If we have a principle or a value that we consider to be good, then evil
is to be defined as the lack of this principle or value, the failure to meet it. In his influential
work Against Ethics, John Caputo states that, as a society we are not “beyond” Good and
Evil, but stuck between them, being unable to get as far as either one [23, p. 33]. We have
too many competing ethical concepts —autonomy vs. justice; public morality vs. freedom of
expression; individual freedom vs. the good of all — so many candidates for guiding ethical
principles, that no one can agree on their relative importance. Therefore, when it comes to
society’s goals in the real world, a lowering of expectations seems as the natural state of
affairs. Practical ethics is not about the pursuit of unattainable ideals, but the achieving of a
satisfactory balance between them. This is evident in nursing care, within the context of
limited resources.

Nursing ethics can be seen as a reflection of society’s ideal principles. Theoretically, nurses
should always act in the best interests of their individual patients. They should respect their
autonomous choices, benefit them without inducing any harm, and provide just care,
according to each one’s needs. In the real world, many different and competing
considerations come into play. Neither autonomy nor beneficence or justice are overarching
principles. Idealistic nursing ethics is potentially necessarily reduced to situationism. The
context of nursing care is different every time; there are different patients with different
needs, different nursing professionals with different abilities, and different kinds and
amounts of resources. Rationing of these resources is a matter of individual choices, which
aim to the best possible and reasonable care. But this cannot be objectively defined. For
instance, adequate patient surveillance is a core nursing action to prevent complications —
but what does “adequate” mean for each individual patient, given that the nurse’s time is
limited and that other patients need surveillance too? This is a matter of scientific evidence
and professional opinion, but no certainty as to the fairest allocation or even rationing
currently exists. Thus, justice and injustice become situational. The problem of missed care
constitutes a manifestation of situational injustice.

The same can be said about any kind of social injustices, and this pursuit lies in the core of
the concept of equity. Equity is different than the similar term of equality. Equality is
typically defined as treating everyone the same and giving everyone access to the same
opportunities. In contrast, equity involves trying to understand and give people what they
need, which is not the same for all. Equality aims to promote fairness and justice, but it can
only work if everyone starts from the same place and needs the same things; equity refers
to the issue of different starting points and different needs, and aims to compensate for
these differences [16]. Therefore, to achieve equity, policies and procedures may result in
an unequal distribution of resources. In his seminal Theory of Justice, John Rawls advocates



this view with his difference principle of justice, which holds that inequalities in the
distribution of goods are permissible only if they benefit the least well-off members of
society [24, p.266]. There are injustices in health by social class, due to different educational
levels and subsequent health literacy, as well as different access to health care resources,
from both a geographical and an economical point of view. Therefore, people with greater
clinical needs, regardless of background or even ability to pay, should have more access to
care and treatment than those with lesser needs — that is, unequal access for unequal need
[25].

Health care systems, institutions and professions are societal structures. Among other
things, they should strive to achieve greater justice and equity, as expected by societies and
manifested in their scopes of practice, however imperfect the outcome may be. Systems’
organisational structure constitutes an important aspect of this effort. As noted above,
there is a clear distinction between rationing of the nursing care at the bedside level and
rationing of the nursing resource per se at the organizational level [10]. However, this
distinction does not mean that these two levels of rationing are not intertwined. It is
natural to expect that health systems’ organizational structure should have important
implications, both for the nursing profession as a societal organization, and for the daily
individual decisions that nurses make regarding resources distribution, as discussed below.

5.2.2 The organisational basis for nursing care resource allocation and rationing

As noted above, rationing should be differentiated from resource allocation. Rationing has a
negative meaning, in the sense that it results in exclusion from resources, or less than
optimal benefits for some potential resource recipients [10]. Also, rationing at the
organizational level, such as rationing performed by policymakers, should be differentiated
from rationing at an individual level, such as rationing performed by nurses. In order to fulfil
the daily demands of nursing work, nurses are frequently obliged to ration the care they
give. This rationing of care is for a variety of reasons —some completely legitimate and
supportable, some less so [1]. In any case, patients’ needs can be irregular and
unpredictable [26] and thus rationing can be necessary even within the most adequate and
carefully designed health care systems.

Having this in mind, it needs to be noted that, in many cases, resource allocation and
rationing of nursing care, at the organisational level and below, is largely a covert activity
[1,10]. There is a definite and constant need to discuss these issues in greater detail and
achieve better organisational insight, understanding and coordination, by establishing more
direct contacts between policymakers, nurses, other health professionals, as well as nurse
educators and researchers. Levels at which healthcare services are rationed and clarity of
the rationing criteria/process are important structural considerations in the development of
an equitable, appropriate, and ethical healthcare system; notwithstanding the fact that
individual nurses’ values, attitudes and beliefs determine their behaviours and practices,
such as complete care provision or delaying and even eliminating some care duties [27]. In



all its aspects, the procedure and criteria used in rationing decisions are critical as they not
only influence people's lives, but also reflect the values that dominate in the society [28].
There are instances where rationing may be an inevitable process, but its negative
consequences can be minimized with proper interventions at the structural level of health
care systems. Better organisational and institutional rationing can create the framework for
better rationing decisions on an individual basis.

As an example, we can briefly refer to the notion of ethical climate. Ethical climate is a part
of any work environment. It can be described as a sub-climate of the whole organisational
climate that refers to the employees’ collective perception of what is ethically acceptable
within the context of an organisation [29]. It is largely shaped by the organisational
structure of any institution, and it exercises influence of varying degrees to all individuals
coexisting within the institution. Nurses may work in various institutions, in the community
or in hospitals, but they all share the same ethical foundations, as evidenced by common
elements in nursing codes of ethics and codes of professional conduct worldwide. For
instance, the International Council of Nursing (ICN) code of ethics is frequently revised to be
better fitted for the current needs of nurses all around the globe [30]. However, the
prevailing ethical climate within their working environment may either facilitate or constrain
nurses’ work. In the latter case, it may limit the ability for nurses to sustain their moral
identity [31,32]. This in turn will reduce their ability to allocate their time and skills in a
manner that is consistent with values such as equity and justice, and, consequently, it will
result in augmenting the problem of missed care/covert rationing of care, and may lead to
discrimination and infringement of patient rights. Various studies confirm this remark, as
nurses who perceive a caring ethical climate, or one that is guided by respect of rules, laws,
standards and codes of conduct, also report less care omissions (i.e. less covert rationing of
care) occurring in their units [33-35]. Therefore, when nurses need to prioritize certain
elements of care or certain patients, and leave other elements of care undone or particular
patients’ needs unmet, they should conform to a highly regulated environment and the
necessity to adhere to certain rules and procedures [32,33].

Structure plays an important role, but the essence of any professional organisation or
institution lies in its professionals and the way they interact with service users. In the
following section, our attention is drawn mainly to the professionals’ and the patients’
viewpoints on missed care.

5.3 Empirical descriptive ethics perspective

Empirical descriptive ethics literature has increased during the last ten years. Such literature
includes many reviews to collect ideas, approaches, topics, concepts, methods used and
existing evidence, and it has illustrated the need for empirical investigation of this topic, the
circumstances under which this missed nursing care appears, and its preconditions and
consequences. This empirical evidence on ethical issues in the area of covert rationing and
missed nursing care is gathered from three different perspectives: 1) societal and



organizational levels, 2) professional nursing staff and 3) the patient or service users. In
empirical literature, the term prioritisation and priority setting are much used in addition to
resource allocation and rationing.

As highlighted below, not all prioritisation is a resource issue but rather the result of
deciding that work duties and nursing activities are done in a certain order. However, in
terms of prioritisation that is linked to less than optimum care, clear evidence exists that
some examples of missed care is not linked to scarce resources or any need for rationing,
but is due to poor professional practice leading to poor care or negligence, especially based
on age, representing also a form of discrimination, violating human rights.

5.3.1 Priorities in society meet nursing

Priority setting and ethical guidelines for health care provision exists in many countries
[21,22,36] and are of ongoing political concern worldwide [37]. In many countries, such
guidelines exist overarching the health care services and all professional care providers. In
nursing, the question arises whether such visible principles and guidelines exist, and if so,
what are they, and is nursing visible in such guidelines or policy papers [22]. Although
prioritization in health care has been on the political agenda for many years, prioritization in
nursing seems to be obscure in policy documents [22]. For example, the Nordic countries
share similar approaches for ensuring equality and justice in access to health care. In
Norway, work has also been done to produce nursing sensitive guidelines for priority setting
to help nurses in allocation of resources in practice, bedside. According to Tonnessen et al.
[22, p. 1397] “the lack of explicit principles in nursing practice is particularly problematic as
it may result in, firstly, nurses rationing care without recognizing that they are doing so
(implying lack of careful analysis and consideration of the “bigger picture”) and actual
impacts on patients. Secondly, the situation is problematic, as the burden of morally difficult
rationing decisions falls directly on individual nurses without any responsibility or
accountability resting at the door of the managers and decision makers who allocate the
nursing resource to the particular clinical ward/unit.

The need for standards is clear, and the role of nurse leaders and managers in developing,
setting and making the standards visible is evident. Prioritization takes place every day, and
research shows how difficult it is to ensure a minimum standard of nursing care and provide
for fundamental needs if prioritization remains implicit [22]. Therefore, priority setting, not
least from the explicit guiding point of view is very important. The articulation of nursing
priorities can start with nursing management explicitly describing nursing needs and
consequences of provision of care according to setting, needs and context. It is
especially important for health care policymakers to consider making explicit their reasoning
behind the prioritization of nursing and care in response to patients' fundamental care
needs.



Prioritization of nursing interventions/ nursing care in a particular context may be an
example of effective organisation of clinical practice, or it may be an example of care
rationing — overt or covert rationing, and/or required rationing due to limited resources, or
rationing by default due to poor clinical competence, leadership or commitment. It is
necessary that both realities (effective organisation of clinical practice or care rationing) and
their fundamental distinctions, are recognised, identified, described and understood. If
these kinds of distinctions are not recognised and explicitly addressed we are in grave
danger of confused thinking and ultimately confused practice, policy, education and
guidance.

Nurses at all levels in health care organisations set priorities on a daily basis [11] when
nursing patients. However, as suggested above we need to clarify the difference between
prioritising in terms of a list of duties the nurses plan to complete in sequence (one after
another because nurses cannot do all at the one time) and prioritising of scarce resources —
i.e. some patients will not get the nursing care they need. Nurses do both types of
prioritisations. With the former, nurses plan the flow of their daily work. However, with the
latter that is not necessarily the case. Prioritisation in terms of effective organisation of
clinical practice means the nurse chooses to do something (A) instead of something else (B),
at a particular time. When a nurse chooses one (A or B), prioritising the need for either A or
B, the choice may or may not cause any problem for the patient. For example, if all the work
is done eventually (i.e. both A and B get done), there may be no problems at all, or any
problems that arise from slight delays to care may not be significant. More significant
problems arise in situations where the nursing work force does not have the capacity to
provide effective and safe care appropriate to patient need, based on a skilled clinical (as
different from a financial) assessment [4].

Missed care can be considered as an outcome of ‘prioritization-as-rationing’ (either covert
or overt rationing, necessary or unnecessary rationing). ‘Prioritisation — as — rationing’ can
be the consequence of inadequate staffing, skill mix, competence and unclear care
processes [38]. However, there is a need to distinguish missed care resulting from rationing,
i.e. due to the limited resources (let’s call this necessary rationing), from other type of
missed nursing care resulting from unnecessary rationing/ poor practice/poor clinical
leadership. An example of the latter type of missed care may be negligence that can happen
both in higher level decision-making and/or at the bedside. Missed care-as-negligence,
occurring at the society level was illustrated in recent literature. Hopkins Walsh and Dillard-
Wright [39] introduced the concept of structural missingness, where a group of people or an
entire section of a population do not have access, or will not be able to access the services,
although the need has been recognised. Structural missingness can also be connected to
fundamental human rights.

At the bedside level some nursing contexts are very well resourced and there is little need
to prioritise in terms of deciding to exclude some patients from receiving nursing care or



time. However in some care contexts that are relatively well resourced, but perhaps not
well led, it has been found that if nurses have any spare time they do not use that time for
patient care [40]. Nursing interventions such as responding to patients’ needs for
counselling, education and emotional and psychological support to patient or family have
frequently been left undone or missed [e.g. 41].

5.3.2 Priorities in the delivery of nursing care

Research shows how nurses at the bedside, due to an inadequate nursing resource to meet
patient needs, are frequently forced to prioritize, deciding which nursing services and
interventions to provide and which to leave out [e.g. 2, 42]. Furthermore, the evidence also
indicates that nurses experience such prioritization (i.e. the prioritization of scarce
resources) as difficult choices, and some priorities seem to infringe on fundamental values
of nursing [43,44]. Suhonen et al. [11] describe prioritization in nursing as complex decisions
made by different professionals, in diverse positions, on several different levels, in all parts
of a health care organisation. Nurses set priorities at the bedside, on the ward and at the
organisational and society levels. These decisions concern which patients should receive
nursing care, what resources are allocated to care services and how care is delivered [11].

Prioritization of scarce resources such as nursing time or skills has existed historically in
nursing care. A review by Suhonen and colleagues [11] revealed that nurses set these
priorities in nursing care based on a number of different, both the explicit and implicit
criteria. These criteria originates from care guidelines, professional code of conduct and
similar. However, such criteria seem not to be consistently used by nurse professionals.
Firstly, nurses have been found to prioritise based on patient groups. For example patients
with acute conditions were prioritised compared to those with chronic health problems and
conditions, patients who underwent on surgical operations were prioritised compared to
patients with chronic wounds [e.g. 45,46]. Secondly, nurses prioritised according to
individual patients’ ill-health situation. Individuals with acute issues were prioritised over
individuals with long-term care needs. Thirdly, the severity of a patient’s condition including
vital signs and patients who were deemed to be at high risk were prioritised over others
[e.g. 29,47]. Fourthly, the literature also revealed prioritising younger individuals over older
individuals. Examples of prioritisation based on age have also been found, and may be
appropriate when benefits and quality of life are considered to large extent [46] and a
shared, mutual understanding exists about objectives of care and quality of life in the end of
life. However, ideas of ageism have also been found to be present and would mean
discrimination by age without expressed reasons and justifications [e.g. 46]. Finally,
priorities were set based on expected benefits for the patients.

5.3.3 Professional ethics - Professional roles, responsibilities, and role conflicts
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Nurses are aware of professional standards, such as ethical codes (such as ICN 2012) [48]
and human rights and patients’ rights [17] and the aim for provision of care accordingly.
According to Tonnessen and colleagues [4, citing WHO [17]], “human rights entail the right
to a universal minimum standard of health and healthcare, including a minimum standard of
nursing care”. Common understanding and large awareness of such ethical guidelines have
a central role in nursing education and nursing practice. Thus, being taught to make
decisions to leave some necessary nursing activities undone challenges nurses’ ethical
decision-making, skills, ethical knowledge and their roles and responsibilities.

Nurses’ roles and responsibilities should be considered within the discussion of
prioritisation, rationing and missed care in clinical nursing care. A wealth of empirical
studies has provided an opportunity to begin the discussion about minimum standards in
nursing care [4], safe staffing [49] and similar issues. This discussion together with
discussion of missed care is necessary, whether or not such standards need to be defined,
on what basis such standards can be defined and what is the responsibility of nurses at
bedside. This leads us to think about the quality of nursing care, the fundamental needs,
and nursing care needs of individual patients, comprehensive care and professionals’
competence. Efforts to find the appropriate standard for staffing in various clinical practice
contexts have been the focus in different European countries [1], especially during the
RANCARE COST Action. However, it is difficult to determine such standards in units and
organisations as patients’ needs vary. Nursing care, within the missed care context, has
been measured with nursing/ nurses’ tasks [e.g. 50], which may also be different from the
actual understanding and definitions of comprehensive nursing care. This may raise further
guestions of professional ethics.

Rationing (due to limited nursing resource) and resulting missed care have caused concerns
for nurses. In empirical studies, it has been found that nurses face moral challenges and
their decisions may jeopardize professional values [51], leading to role conflict, feelings of
guilt, distress and difficulty in fulfilling a morally acceptable role [28,32,45]. Especially,
decisions to omit or delay care can cause significant moral distress to the nurses involved
[50,52]. As moral distress and other consequences have been found to be reasons for nurses
leaving the profession this is a serious concern for the profession, organisation, and
especially those in leadership roles.

Can professional nurses be considered as responsible for the consequences of missed
nursing care, covertly rationed care and omissions? Kearns [53] argues that ‘ought’ implies
‘can’. He notes that “ethically speaking, it is generally accepted that if a person has a moral
obligation to do something, s/he needs to have the capacity to do it. If a person does not
have the capacity to fulfil a moral obligation, then s/he cannot be held responsible for failing
to do so”, (p1). Therefore, it is necessary to differentiate the situation where scarce
resources lead to missed care or rationing, and when other causes of missed care are
relevant.
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5.3 Missed nursing care from the patient perspective

Missed nursing care has largely been considered as professional nursing issues, not being
able to meet the assessed care needs of patients and consequences from such situations
within the context of scarce resources. However, as important as nurse professionals’ views
is the approach and analysis from the patients’ point of views - whether the care is
comprehensive based on assessment and corresponds to the needs of individual patients
[54,55]. More serious concern has been raised about missed care as patient outcome, from
the patient’s point of view. For example, patient safety and quality of care have been found
to be significantly affected by the incidence of missed care [56].

The concepts of missed care, unfinished care and care left undone are relevant to patients,
clients or users of health care as well. However, difficulties in defining what nursing care
should include exist. Missed care has been regarded as an error of omission, meaning failure
to do the right thing, which potentially leads to adverse outcomes to patients, impacting the
quality of care negatively [54,57,58]. The question appears, do patients witness missed care
through negative outcomes or can they have a role in determining the care based on needs
assessment or other ways. There is also a growing evidence that incidents of care left
undone or missed care is associated with poorer quality of care, patient safety issues and
increased patient morbidity and 30 day mortality [3,8,59,60] raising strong ethical issues
from both the patients’ and nurses’ point of views, and violation of patients’ or human
rights [17]. Whilst it is difficult to capture what is missing, plenty of literature exists, for
example, about reported unmet care needs [55], (dis)satisfaction [58,61,62], and
complaints, to approach and frame the possibly missed care. However, literature is very
limited, especially scientific empirical evidence on missed care from the patients’ point of
views [54], ethical issues within the priority setting [11] or unmet care needs [55].

Raising the perspective of the patients, discussion about missed care is necessary for many
reasons. Today, patients are recognized as partners in health care and as experts on their
situation, working alongside professionals, with their own rights as well as responsibilities
[63]. This view is associated with the empowerment philosophy to health, which aims to
increase patient autonomy and freedom of choice, encouraging patients to oversee their
own health values, needs and goals [64,65]. Furthermore, as pointed out earlier in this
chapter, evidence exists on the rationing and priority setting in health care [10,11,38]
leading to possible situation where patient outcomes are not necessarily all positive.
Concerns of missed care have been pointed out especially in the care settings for older
people [55]. Several official reports have shown many shortcomings in nursing care of older
people including poor quality of care [66,67], poor communication and leadership [67], lack
of dignity [66,68] and responding to the fundamental care needs [11,55]. However, there is
a lack of interventions to intervene such circumstances. For example, nurse to patient ratios
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have been legislated (in Finland), but such legislation does not prevent negligence. Missed
fundamental care was actualized in reports of unmet care needs of older people by
themselves, their family members, close ones and also professionals [55,66—68]. Finally,
some evidence also suggests that elder abuse in the form of neglect or negligence in care
settings [11,55] exists.

Studies on different types of negligence focus on several concepts, such as maltreatment,
mistreatment, abuse and neglect reflecting age discrimination [69] violating equality, justice
and fundamental human rights [17]. Such actions are due and present based on both the
omissions and commissions of nursing care [70]. Yon and colleagues [71]-in their systematic
review and meta-analysis of recent studies on elder abuse, based on self-report by older
adults, suggest that the rates of abuse are much higher in institutions than in community
settings [71]. According to Clarke and Pierson [72, p. 632], in general, “neglect is thought of
as including the refusal or failure of a caregiver to fulfil one’s obligations or duties to an
older person, including .... providing any food, clothing, medicine, shelter, supervision, and
medical care and services that a prudent person would deem essential for the well-being of
another.” This type of missed care is not due to rationing and available resources. As missed
care may be unintentional, due to some circumstances or in some situations, the most
serious type, negligence usually is not.

Conclusions
Discussion of missed care/care left undone/covert rationing of care begins at the societal

level, continuing at the organizational and professional levels, encompassing patients’
points of view, and culminating once again in the societal level. The emerging issues and
guestions are all intertwined, but it is important to lay emphasis on the link between
patients and society in particular, as it is largely overlooked. As health care service users,
patients represent society. Health care systems, nurses and other health care professionals
represent society’s commitment to safe and effective care for all, according to their needs.
If patients are not satisfied with the care they receive they can blame individual
professionals or health organizations, express their concerns or make negligence claims,
but, in essence, their claims go against society at large — and the imbalance between
societal expectations and the resources allocated to meet these expectations. It is true that
not every aspect of missed care can be linked to limited resources, and that individual
professionals may ration their time and expertise in an inconsistent, unfair, or negligent
manner. However, this should not blind us to the fact that these professionals are also part
of the wider system, and that bedside decision making, despite individual differences, also
reflects society’s values and the ways in which these values are applied within ever changing
health care services. In our effort to provide the best possible care, the ethical dimensions
of missed care should constantly be explored at every level, and especially from the
patients’ perspective. Throughout this exploration, which this entire book is all about, it is
expected that clear messages can emerge, aiming to improve the quality of nursing care,
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ameliorate health care services, ease nursing professionals’ moral distress, and renew

patients’ and society’s confidence in health care systems in terms of justice, equity and
respect.
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