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Abstract
The aim was to translate and validate the Missed Nursing Care in Infection Prevention and
Control Survey for its use in the Lithuanian context.

Methods. A convenience sample of 331 nurses was surveyed. The study instrument explored
missed care in the context of infection prevention and control practices. Rasch analysis was
undertaken using Winsteps® Rasch measurement computer program and the Generalised item
response modelling software.

Results. The Missed Nursing Care in Infection Prevention and Control Survey in the Lithuanian
language demonstrated unidimensionality and provided evidence of item fit to the modified
instrument. The reliability of both sub-scales was 0.78 and 0.98, respectively. Differing
consensus between the nurses, based on their perceived frequencies and reasons of missed care
was demonstrated.
Conclusions. The final Lithuanian version of the Missed Nursing Care in Infection Prevention
and Control Survey consists of 29 items that assess type and frequency of missed care and 17
items that identify reasons for missed care.

Implications for Nursing Management – Unit managers will be able to use the modified scales
to generate evidence as to the sources of missed infection control practices in their clinical areas
and the rationale for the breaks in the hierarchy of mandatory infection prevention.
Keywords: Infection control, Lithuania, Missed nursing care, Nursing, Rasch analysis,
Psychometrics.
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1. Introduction
The report on health statistics in the Central and Eastern European countries of the WHO
European Region published 25 years ago highlighted the issues of inadequate medical staffpatient ratios, a low supply of nurses and their inadequate training, poorly maintained hospital

equipment and a lack of material resources, overuse of secondary and tertiary hospitals and
underuse of general hospitals or primary care services (Nanda et al 1993). The same or very
similar issues (i.e. insufficient human and material resources or lack of support) in addition to
factors relating to the work environment itself are now recognized as the main predictors of
missed nursing care (Harvey et al 2016; Aitken et al. 2013; Schubert et al. 2013).

Missed or rationed nursing care was defined and understood through models proposed by both
Kalisch et al. (2009) and Schubert et al. (2007). Research data shows that care rationing and
unmet nursing care needs are associated with nosocomial infection and negative patient care
outcomes (Lucero et al. 2010; Schubert et al. 2008). The associations between missed care and
infection-related clinical outcomes (bloodstream infections, pneumonia, urinary tract infections UTI, nosocomial infections) have been reported in studies across The United States and
Switzerland (Recio-Saucedo et al. 2018). The missed care activities of timely medication
administration and surveillance predict the incidence of UTIs in nursing home residents that is
costly to the residents, the nurses, the care facility, and insurers (Nelson & Flynn 2015).the
nurses, the care facility, and insurers (Nelson and Flynn 2015). Sepsis is a leading cause of
preventable death; with delayed care for inpatients who develop sepsis identified as the main
reason why this group has a higher mortality rate than people admitted with sepsis (Casey 2016).
Hospital-acquired (or health care associated) infections (HAIs) are well-documented challenges
to patient safety that result in increased morbidity and mortality (Allegranzi et al. 2011) and
significantly increase the cost of care (Magill et al. 2014). HAIs comprise bloodstream infection,
pneumonia, urinary tract infection, wound or surgical site infection, and organism-specific
infections (for example, Clostridium difficile infection) (Brett et al 2018). There is evidence that
on any given day approximately 1 out of every 25 inpatients in acute care hospitals in the United
States has at least one HAI (Magill et al. 2014). Hospital-acquired pneumonia (HAP) is one of
the most prevalent subsets of HAIs in the United States (Warren et al 2003; Kalil et al 2016).

The incidence of Non-ventilator associated HAP can be reduced with the implementation of
fundamental nursing care procedures (Tesero et al. 2018; Quinn et al. 2014). In the European
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region more than 2.5 million HAIs occur each year, resulting in approximately 2.5 million
disability-adjusted life years (Cassini et al. 2016). In order to decrease the significant burden of
HAIs with the risk for adverse outcomes in patient care and to create ‘infection-free healthcare
environments‘, it is important to investigate and to understand the causes of their occurrence, and
clinical actions that enhance prevention and control of infection (Matua et al 2018; Brett et al
2018).

Among nursing tasks listed in the Kalisch (Kalisch & Williams 2009) MISSCARE instrument

only a few relate to health care associated infections (HAIs) directly or implicitly: hand washing,
IV/central line site care and assessments, Skin/Wound care, mouth care, Patient bathing/skin
care. This limited number of attributes of infection prevention and control activities, while
fundamental to the care provided by the nurse, do not capture the relationship between HAIs and
missed nursing care. The tools developed so far to investigate elements and the extent of nursing
care missed and reasons for missing care do not focus on HAIs (Aiken et al. 2001; Ball et al.
2013; Schubert et al. 2007; Jones 2014; Kalisch and Williams 2009). A more specific research
tool with strong psychometric characteristics that assesses missed care in infection prevention
and control is required.
Items for the Missed Nursing Care in Infection Prevention and Control Survey were developed
through eleven interviews with Australian infection control experts who were asked to identify
the infection prevention activities they believed were missed and the reasons for their omission
(Henderson et al. 2019). Analysis of the interview data led to the identification of 37 discrete
tasks that were viewed as being omitted and 24 reasons why they are omitted. The process for
developing the scales followed that outlined by Kalisch and Williams (2009) in developing the
original MISSCARE survey.

The aim of this study was to translate and validate the Missed Nursing Care in Infection
Prevention and Control Survey for use with Lithuanian practicing nurses. Inherent in this
process, was the need to establish that all the survey items estimated the same underlying (latent)
construct that the survey sought to gauge (term unidimensionality), and that there was no
unintentional (and unwanted) bias (termed differentiated item functioning) arising from the
survey items completed by the Lithuanian nurses.
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2. Methods
Study design
A cross-sectional descriptive study was conducted in Lithuania during May-June, 2019.

Study setting and participants
Registered nurses from different hospital settings (surgical and medical wards, intensive care
unit, emergency care unit, day surgery and diagnostics) were invited to participate in the survey.

A convenience sample of 331 registered nurses was surveyed with a response rate of 86.4%. All
nurses worked in the public sector of the health care service, in two Republican level teaching
hospitals. According to the education, registered nurses with higher education (Bachelor degree
at university (4 years) or college (3 years)) and vocational education (diploma level at medical
school – system of nursing education prior to 2000) participated in the study. In clinical practice

there are no differences in the roles of registered nurses despite these two levels of training.

Study Instrument
The Missed Nursing Care in Infection Prevention and Control Survey (MNC-IPC) was developed by
Henderson, Blackman, Willis and Roderick at Flinders University in 2017 (Henderson et al, 2019).
The survey is composed of three sections, two of which use sub-scales. Part A provides background
and other demographic information about the respondents. Sub-scale B (37 ordinary variable items)
seeks responses about the type and frequency of missed nursing care in infection prevention and
control and sub-scale C (24 ordinary variable items) asks the respondents to indicate why this care

might be missed (see Table 1).

Table 1 about here

Likert-type scales were used to collect data for survey sections B and C. The type and frequency
of missed nursing care in infection prevention and control (sub-scale B) were measured using a
range of responses from 1 to 5 (from “never missed” to “always missed”). The option
“undecided/not appropriate” was available for consideration but did not form part of the two
subscales’ construction, as the inclusion of such a category mid-scale, interferes with the
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continuum of the latent variable being estimated (Linacre 2002). Reasons of missed nursing care
in infection prevention and control (sub-scale C) were sought with options ranging from 1 to 4
(“not a reason”, “minor reason”, “moderate reason” and “significant reason”). The option
“cannot answer/not appropriate” was available but was not located mid-scale.

Ethical Considerations
Permission to conduct the survey was received from two health care institutions. Participants
received written and oral information about the aim of the study and gave their informed consent
by participating in the survey. The Kaunas Regional Biomedical Research Ethics Committee
considered the ethical requirement for this study (3 June 2019).

Statistical analysis
Data were recorded and analysed using the Statistical Package for Social Sciences (IBM SPSS
Statistics) version 24.0. Descriptive statistics were used to explore the demographic data. For
sample size calculation the ratio of the number of people to the number of measured variables
was considered. To offer adequate statistical power for data analysis a ratio of 5 to 10 cases per
measureable item on the scale B (37 items) and C (20 items) was calculated (Singh et al 2016).
Rasch analysis of the participant responses and survey item validation was undertaken using
Winsteps® Rasch measurement computer program (Linacre 2012) and the Australian Council

for Education Research tool CONQUEST: Generalised item response modelling software (Wu
et al. 2007).

3. Results

The majority of nurses in this study were practical nurses (96.7 %) and 3.3 % were nurse
managers. The age of nurses ranged from 21 to 68 years with the mean of 41.9±11.6. Most
nurses (54.7 % (n=181) had diploma level nursing qualifications and 45.3% (150) of the nurses
had a Bachelor degree. In relation to the experience in their current place of work, 38.4 % (127)

of the nurses had practiced for up to 10 years and 61.6 % (204) had over 10 years of professional
experience.

3.1 Translation procedure
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MNC-IPC was translated from the original English language to the target language – Lithuanian
by two independent sources. One translation was conducted by a certificated translation agency
and another by a nurse educator, fluent in both languages and familiar with the terminology and
culture of infection control. Both Lithuanian versions were compared and consensus on the
translation was reached during discussion among the researchers, practicing nurses and infection
control experts. Afterwards, the newly translated and agreed Lithuanian version was backtranslated into English by a nurse, living and practicing in a foreign country who has excellent
knowledge of Lithuanian and English languages. The equivalency checking between the original
and translated versions was accomplished by one of the authors (inserted on acceptance) who
developed the instrument. Any discrepancies were corrected.

3.2 Psychometric Properties of Missed Nursing Care in Infection Prevention and Control

Survey

Rasch analysis or Item response theory was selected to examine the psychometric properties of
the MNC-IPC scales, as it converts all the participants’ ordinal data (derived as the numbers
selected on the survey rating scales) into reliable estimates on a true interval scale, based on
conjoint consensus estimates and survey item complexity. No other statistical tools can perform
this function while simultaneously monitoring responses for test item unidimensionality (Sitjsma
2009).

3.2.1 Threshold values of the MNC-IPC sub-scales
As already discussed, each sub-scale was estimated using Likert scales with units of
measurements in sub-scale B containing 5 options/categories and 4 options in sub-scale C of the
survey. Rasch analysis estimates the spaces (item thresholds) that exist between each of the
choice options of the scales being used. With Rasch analysis each item for both sub-scales was
analyzed to evaluate if the threshold values (i.e. the spaces between each of the scale categories
or choices) were ordered and not reversed. All items in this survey for both subscales were
ordered, none with reversed values and therefore satisfy the criteria for reliability based on Item
Response Theory.
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3.2.2 Item Fit Statistics
The vertical dotted lines on each side in Fig.1 and Fig 2 represent the expected range of the infit

means square values expected by the Rasch model, for the survey sub-scale B and sub-scale C
items. According to the Rasch model, each sub-scale survey item should fall specifically
between these (infit means square) values/parameters, greater than 0.77 but less than 1.30 in
order to the meet the unidimesionality requirement. Any items in a scale failing to meet these
parameters are considered to not meet the model’s expectations of unidimensionality and not to

measure the same underlying construct as the other items. Consequently, poorly fitting items are

removed from any further analysis (and also from the final version of the survey).

In relation to the MNC-IPC survey, used with Lithuanian nurses, two items from sub-scale B in
Figure 1 fall within this category and violate the assumption of unidimensionality of the scale
being estimated. Importantly, two items with fit values above 1.30 (Item 14 and Item 15) suggest
that participant responses were more erratic than the mathematical Rasch model predicted (Bond
and Fox, 2015). Two items were seen to violate the unidimensionality of sub-scale C estimating

the reasons for missed nursing care in infection control for the Lithuanian version of MNC-IPC
survey. In particular, scale item 11 (nurses have inadequate understanding of transmission based
precautions) has infit values of less than 0.70. This demonstrates that participants’ responses to
this item lack the variability that the Rasch model predicts. Item 7 with a fit value above 1.30

(inadequate number of cleaning/support staff) also suggests that participant responses were more
erratic than the mathematical Rasch model anticipates (Fig. 1). The poorly fitting items were
removed and all items then fitted the Rasch model.

Figure 1 about here

3.2.3 Detecting the item bias in the survey items (Differentiated Item Functioning - DIF)

Education level and professional experience item bias (DIF): sub-scale B. Figure 2 shows five
item responses which produced unwanted invariance when comparing diploma prepared nurses
to degree holding nurses. Note these five responses occur at levels greater than two standard
deviations from the mean; therefore, they are statistically significant in their differences between
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the two cohorts. Based on nurses’ education levels, items 6, 21, 29 and 33 differentiate in favour

of the nurses with a Bachelor degree (Fig 2). These items have a higher probability of being
endorsed by nurses with a Bachelor degree than their diploma level education colleagues. Item
16 differentiates in favour of nurses with a professional diploma and has a higher probability of
being endorsed by nurses with a professional diploma than nurses with a Bachelor degree.

Figure 2 about here

Two item responses produced unwanted invariances on sub-scale B based on level of
professional experience, occurring at greater than two standard deviations from the mean. Item

24 differentiates in favour of more experienced nurses (data not shown). Item 33, in contrast,
differentiates in favour of novice nurses suggesting a higher probability of it being endorsed by
novice nurses than their more experienced colleagues.

Education level and professional experience item bias (DIF): sub-scale C. Figure 3 presents four
item responses on a reasons sub-scale that differentiate according to education level (diploma
and Bachelor, respectively). Items produced unwanted invariances (i.e. item bias), at greater than
two standard deviations from the mean based on nursing education level; they need to be
removed to minimize skewed outcomes. Items 6, 14 and 21 differentiate in favour of the nurses
with a Bachelor degree while item 16 differentiates in favour of nurses with a professional
diploma (Fig 3). Item 16 has a higher probability of being endorsed by nurses with a professional
diploma than Bachelor nurses.

Figure 3 about here

In relation to the nurses’ professional experience, item 15 (patients have to share bathrooms)

produced unwanted invariance (data not shown). The responses to this item differentiates in
favour of experienced nurses and these results suggest that these nurses have a higher probability
of agreeing with this item.
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3.2.4 Survey item and participant response reliability
As the MNC-IPC sub-scales have been checked for unwanted invariance, poor item fit and item
bias, it was now possible to ascertain the reliability of the sub-scales of the MNC-IPC survey.
The Likert scales used in this current study were ordinal measures and were not able to be
analysed traditionally to derive means and standard deviations values without arriving at
misleading conclusions [28, 29] and Cronbach alpha has limitations, as it is unable to estimate
the reliability of the participants’ responses and does not necessarily measure the underlying
construct (it does not confirm unidimensionality) [32]. Rasch analysis on the other hand is able
to provide indices for both sub-scales: for the sub-scale B the Item separation index was 6.20
(reliability = 0.97) and Person separation Index was 1.87 (reliability = 0.78) and on sub-scale C
estimates for Item separation index was 6.3 (reliability = 0.98) and Person separation Index was
2.1 (reliability= 0.81). Both subscales showed acceptable reliability estimates after the MNC-IPC
has been modified.
3.2.5 Nurses’ consensus map

Now that all data to the modified MNC-IPC version has been scrutinized the Rasch model is able
to place all the survey items on a hierarchical linear scale showing the complexity of different

items as identified by the nurses, based on their capacity to endorse what type of nursing care is
missed, how frequently and why.
Sub-scale B of the modified MNC-IPC and nurses’ consensus estimates. Figure 4 depicts the
hierarchy with nurses’ ability to endorse missed nursing care extending to the left of the dotted

vertical (interval scale) line and type and frequencies of missed nursing care to the right of it.
The logarithm scale ranges from -5 to +2. A higher positive value is associated with respondents
identifying these tasks as frequently missed. Conversely, scaled items located between 0 and -5
show an increased tendency for nursing tasks to be viewed as missed least often, as it is easier
for nurses to endorse these activities as not missed.

Figure 4 about here
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Figure 4 shows that items 35 and 36, which are located at the very bottom of all the items scale,
indicate that nurses found it easier to agree or endorse that these infection prevention activities
are missed less frequently than all other care tasks. In contrast, item 17 occurs at the highest level
of the hierarchy of the missed care map. This item was endorsed as the infection prevention care
task as being missed the most. To the right of the vertical dotted line in Figure 4 is the frequency

of consensus of participants to each of the survey items (single x represent three nurses). Items
19, 26 and 25 attract the strongest consensus among nurses.
Sub-scale C of the modified MNC-IPC and nurses’ consensus estimates. In figure 5, the logit
map identifies items (the reasons for missed nursing care) and where they are positioned along
the scale on the right with the distribution of nurses, on the left side of the scale. The logarithm
scale ranges from -4 to +4. The higher the positive value of the scale, the less likely nurses are to
respond favourably or endorse the particular survey item (difficult scale item). In other words,
with graeter positive values of the scale, it is more difficult for the nurses to identify or endorse
that this particular reason contributes to missed nursing care. Conversely, on the logit map scale
items located between 0 and -4 are the items that the nurses consider to have a greater probability
to endorse the reasons for missed nursing care (Fig. 5).

Figure 5 about here

The Figure 5 indicates that it was difficult for nurses to endorse items 18, 23 and 24 as the major
reasons for missed nursing care in infection prevention and control. However, items 4 and 5
occurred at the lowest step of the hierarchy identifying reasons for missed nursing care in the
infection prevention and control map showing that it was much easier for nurses to endorse these
reasons for why nursing care is missed.
Each ‘x’ represents three nurses and the single x at the top of the figure shows nurses who
believe that the given reasons (that are items 18, 23, 24) listed in the survey sub-scale C are least
likely or are not associated with missed nursing care in infection prevention and control (Fig. 5).
Conversely, the nurses located at the bottom of the map strongly supported the premise that the
major causes for missed nursing care in infection prevention and control were those reasons
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given adjacent to their position on the scale (items 4 and 5). Item 17 attracts the strongest
consensus among nurses.

Discussion

This study provides evidence on the reliability and validity of the construct of a modified MNCIPC survey to investigate the extent, frequency and reasons for missed nursing care in a specific

area of nursing practice, i.e. infection prevention, in the Lithuanian context.
The Rasch analysis is recognized as having the greatest power within the theoretical corpus of
psychometrics. Rasch examines scales and items in depth and has the potential to prove the best
quality standards for measurement (Rocha et al. 2013). The MNC-IPC survey allows assessment

variations in the scope of infection prevention and control at the ward level, based on the
perceived frequency in which episodes of missed care occur against the nurses’ ability to achieve
consensus. Conjoint estimates of the participants’ capacity for consensus against the many
different

infection

control

survey

items

that

offer

nurses

varying

levels

of

agreement/disagreement is one hallmark of Rasch analysis and in essence the reason why this
tool was used for this survey.
Each of the MNC-IPC scale items should contribute to the construct/concept being investigated
in a meaningful way (Bond and Fox 2015). Rasch analysis, provides indicators of how well each
item represents (i.e. item fit) the underlying construct (consensus) being estimated both
individually as items and then collectively as measuring the same underlying construct or
attribute. According to the recommendations arising from Rasch analysis, 15 items were
removed from the original survey, i.e. eight items on the sub-scale of the type and frequency of

missed care and seven items on the reasons of missed care sub-scale. At this end, both the item
fit statistics and differentiated item functioning parameters of the survey’s items have all been
satisfied after modification.
With the measurements, there is the premise that certain groups within the nursing cohort may
respond differently to the survey compared to their peers. This is commonly seen in other studies
across gender and language type use as groups may have different attributes which is reflected in
the survey responses as item bias. In this study, seven items on sub-scale B and five items on

sub-scale C were found to produce unwanted invariance for nurses with different education
levels (Bachelor or diploma) and different professional experiences. With those survey items
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removed,

both sub-scales demonstrate uniformity and are unbiased in relation to nurses’

education level and duration of professional experience.
Any reversal of threshold categories of survey items in either sub-scales heralds item
unreliability, in that participants are not able to clearly differentiate between the different
categories in the scale offered in the various survey items (Wetzel and Cartensen 2014). There
was no evidence of threshold reversal for any of the categories used in both Likert-type scale on
both sub-scales of the MNC-IPC survey and this finding further supports the reliability of the
tool.

Implications for nurse managers
This tool is likely to be of use to nurse managers in clinical practice area. Restrictions on
healthcare budgets and the emergence of new antibiotic resistant pathogens have increased
interest in infection prevention activities. A number of authors (Halton et al. 2017; Shah et al.
2015; Randle and Clarke 2011; Gurses et al. 2008) argue however, for a failure to recognize the
impact of organsational, environmental and structural factors upon poor infection prevention
practice. Workload (Gurses et al. 2008), limited organizational support and poor clinical
leadership (Haton et al. 2007), and inter-professional relationships all contribute to increased
rates of healthcare acquired infections. Ward layout, access to sinks and personal protective

equipment are also implicated (Randle and Clarke 2011). The survey provides a means for
shifting focus from the practice of individual nurses to structural issues and may be useful in
arguing for resources, albeit additional staff or equipment.
Nurse managers in their bid to maximize infection control practices can view the outcomes of
this modified infection control survey, as a true reflection of the lived experiences of nurses who

are caring for patients in the ward situation, as their consensus estimates reflect their realities of
the intersection of clinical care and infection control practices. Additionally, armed with survey
results (related to infection control) nurse managers can better differentiate between what would
be the most appropriate management strategy that would be employed to deal with the different
origins of infection control e.g.: would it better to employ local and simple administrative
controls if poor documentation was seen to be a factor of infection spread or use a more
sophisticated engineering control mechanism to minimize hospital ward infection spread, as in
providing more hand washing facilities in the clinical areas.
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This study has some limitations. Firstly, only nurses from two health care institutions, i.e.

teaching hospitals, were involved limiting the generalizability of findings.

Secondly, both

institutions were teaching hospitals in a major city and this fact may have contributed to a higher
proportion of nurses with Bachelor level education, in comparison to health care facilities in

outlying areas. Thirdly, the sample for instrument testing in this study was relatively small and
homogenous. One of the strengths of the Rasch model is its usefulness when accessing relatively
large and heterogeneous population samples (Boroel et al. 2017).

Conclusions
The final and modified Lithuanian version of Missed Nursing Care in Infection Prevention and
Control Survey consists of 29 items on sub-scale B (type and frequency of missed care) and 17
items on the sub-scale C (reasons for missed care). The analysis of the parameters established by
the Rasch model proves that this modified survey contains the essential items and measures onedimensional constructs, and that there is no item bias. Both the person and item reliability indices
are improved with survey response analysis and are at acceptable levels. This outcome
demonstrates the property of the Missed Nursing Care in Infection Prevention and Control
Survey sub-scales to differentiate between participant nurses’ capacity to endorse infection
prevented missed care tasks based on the differing nature of missed care and why care is omitted
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Table 1. Structure of Missed Nursing Care in Infection Prevention and Control Survey (MNCIPC).
Item

Type and frequency of missed nursing care in infection prevention and control

No.

Item description

1.

Hand hygiene is performed before touching a patient

2.

Hand hygiene is completed before a procedure is undertaken

3.

Hand hygiene is performed after a procedure is completed

4.

Hand hygiene is completed after touching a patient

5.

Hand hygiene is completed before drug administration

6.

Equipment is cleaned before it touches each patient

7.

Appropriate Personal Protective Equipment (PPE) (eg. gloves and gowns) are used

8.

9.

10.

when providing direct care to patients/residents who have a transmissible disease (eg.
Methicillin resistant organism - MRO)
Correct order is used when donning Personal Protective Equipment (eg. putting on
gown first and then gloves to ensure that they are pulled over the cuff of the gown so
that no skin is exposed)
Gloves are changed when staff move from a contaminated/dirty site (eg. wound) to a
clean site
‘Touch contamination’ is avoided, eg. not scratching your nose or adjusting your glasses
once your hands have been in contact with a patient or surfaces in a room of a patient
infected with a MRO

11.

Gloves are removed before taking off the gown

12.

Hand hygiene is undertaken following gown removal

13.

Facial equipment is removed before hands are washed

14.

Goggles and mask or mask-face shield is always worn when caring for a patient on

15.

respiratory/droplet precautions
All new admissions are screened for MRO
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16.

17.

Appropriate signage informing staff and visitors for the need for transmission based
precautions (when managing a patient with a MRO) is displayed
Patients are invited or assisted to perform hand hygiene following use of a bed pan or
urinal in bed.

18.

Patient are showered pre-operatively

19.

Catheter toilet care is performed TDS (8 hourly)

20.

Oral care/teeth are cleaned at least daily

21.

Intravenous cannulas are swabbed with alcohol for 15 seconds, allowed to dry for 15
seconds before flushing them or administering medications

22.

Gloves are always worn for both preparing and administration of all antibiotics

23.

The nurse/midwife follows up with medical officer/senior nurse if patient has

24.

25.

26.

27.

28.

indications of infection (eg. temperature increase, presence of new swelling or pus)
Health care organisation documentation specifies the MRO status (with or without) of
patients, on their admission
Documentation about the MRO status of a patient is completed when the patient is
discharged
Nurses/midwives use documentation to report follow- up of pathology tests/outcomes
(eg. wound swabs, MRO screens)
Nurses/midwives handover/communicate information re patient MRO/infection status at
staff handover/change time
Nurses/midwives handover/communicate patient MRO/infection status on transfer to
new department i.e. X-ray, theatre or new ward

29.

Cleaner/Support Staff wear appropriate personal protective equipment

30.

Cleaner/Support staff adhere to signage posted for transmission based precautions

31.

Cleaner/Support Staff fully clean rooms in between different patients’ movement from

32.

33.

bed units
Cleaner/Support staff fully cleaned rooms following discharge/transfer of an infectious
patient (eg. MRO)
Patients’ over-way table is cleaned before the patient receives food tray
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34.

35.

Staff decontaminates spills of blood and other body substances (eg. vomit, urine) are
correctly contained
Packaged instruments and equipment are stored correctly to ensure sterility prior to
patient use

36.

Hand hygiene is performed after exposure to body fluid

37.

Hand hygiene is completed after drug administration

Item

Reasons for missed nursing care in infection prevention and control

No.

Item description

1.

Inadequate number of nursing/midwifery staff on the ward/unit

2.

Inadequate skill-mix of nursing/ midwifery staff allocated for patient care

3.

Urgent patient situation (eg. a patient's condition worsening)

4.

Unexpected rise in patient volume and/or acuity on the ward/unit

5.

Inadequate number of medical staff

6.

Inadequate number of clerical staff

7.

Inadequate number of cleaning/support staff

8.

Unbalanced patient assignment/allocation to nursing/midwifery staff

9.

Inadequate handover from previous shift, unit, health or aged care facility

10.

Nurses/midwives have inadequate education/knowledge of infection control practices

11.

Nurses/midwives have inadequate understanding of transmission based precautions

12.

Sterile supplies/ equipment not available when needed

13.

Patient room allocation made without consideration to principles of infection control

14.

Patients rooms overcrowded/cluttered with equipment/ supplies

15.

Patients have to share bathrooms

16.

Inadequate places to store belongings (eg. blankets, patient personal belongings)

17.

Ward culture does not support infection control activities
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18.

Lack of nursing/midwifery control over infection control activities

19.

Lack of prompts in patient records to check for signs of infection

20.

Lack of support from hospital management for resources to undertake infection control

21.

activities
Lack of support from hospital management for committees governing infection control
activities

22.

Patient rooms/bays lack sinks for hand washing

23.

Lack of cleaning schedule for environmental cleaning in clinical areas

24.

Insufficient plastic puncture proof containers for sharps/ used needles
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Fig. 1. Fit statistics for MNC-IPC survey.
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Fig. 2. Education level, item bias (DIF) and frequency of missed nursing care in infection control.
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Fig. 3. Education level, item bias (DIF) and reasons of missed nursing care in infection prevention
and control.
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Figure 4. Nurses’ consensus map: sub-scale B.
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Figure 5: Nurses’ consensus map: sub-scale C.
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