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Translation and psychometric testing of the Icelandic

version of the MISSCARE Survey

Background: Missed nursing care, required standard care

that is not provided, is a relatively new concept in nurs-

ing, and prior to this study, it had not been discussed in

Iceland.

Aim: To successfully translate the MISSCARE Survey from

US English to Icelandic.

Method: The translation and psychometric testing of the

MISSCARE Survey-Icelandic was completed in six steps: (1)

forward translation, (2) revision of the translation, (3)

back-translation, (4) revision of the back-translation, (5)

pilot-testing, (6) data collection and psychometric testing.

Back-translation included work of linguists, clinicians

and scholars in the original and target country. Psycho-

metric testing was completed on data from a pilot-test

and a national study. The target population was nursing

staff providing patient care in medical, surgical and inten-

sive care units in hospitals in Iceland. Pilot study data

were collected in November–December 2011, and data

for the national study were collected in March–April

2012. The MISSCARE Survey asks about missed nursing

care activities (part A), and reasons for missed nursing

care (part B), besides demographic and background

questions.

Results: Response rate for the pilot study was 57% (67/

118), and for the national study, it was 69% (599/864)

with good acceptability. Overall test–retest Pearson’s

correlation coefficient for part A was 0.782 (p < 0.001)

and 0.530 (p < 0.05) for part B. Cronbach’s alpha reli-

ability coefficient for the overall part B and subscales

ranged from 0.795–0.894. Confirmatory factor analysis

for part B indicated a good model fit to the three

factors: Communication, Material resources and Labour

resources.

Conclusion: The MISSCARE Survey was successfully trans-

lated from US English to Icelandic, using a stringent

back-translation method. The Icelandic version tested

reliable and valid. This study supports global use of the

MISSCARE Survey.
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psychometrics.
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Introduction

For the purpose of surveying missed nursing care in Ice-

landic hospitals, the MISSCARE Survey was translated from

US English to Icelandic and tested. A four-step back-

translation method was employed along with a two-step

testing for its psychometric properties. Previous studies

indicate that even though translation is being done

between related languages from countries with somewhat

comparable cultures, the translation needs to capture

both the content and the meaning in the questionnaire,

referring to cultural adaptation of the new version (1–7).

Language and culture play the key roles as comparable

words or concepts may not be found in the different lan-

guages or that literally translated words may have differ-

ent cultural meanings between languages or countries.

The final steps for instrument translation are to identify

the reliability and validity of the instrument in the target

language with the target population. Psychometric testing

of translated instruments is essential for valid and reliable

data collection and for cross-cultural comparison.

Missed nursing care being a relatively new concept in

nursing, Icelandic nurses were not acquainted with it or

Correspondence to:

Helga Bragad�ottir, University of Iceland Faculty of Nursing, School

of Health Sciences, Eirberg, Eiriksgata 19, 101 Reykjavik, Iceland.

E-mail: helgabra@hi.is

563© 2014 Nordic College of Caring Science

doi: 10.1111/scs.12150



its meaning. As a defined phenomenon, ‘missed nursing

care’ did not exist in the Icelandic language nor was it

used to describe errors of omission in nursing care in Ice-

land. This brought several challenges to the work of

translating the MISSCARE Survey into Icelandic, chal-

lenges which fall under what Brislin (8) calls emic–etic

distinction, emic analysis referring to the values of each

culture under study, etic analysis referring to being able

to make cross-cultural generalisations. The purpose of

this paper is to describe the translation of the MISSCARE

Survey from US English to Icelandic and the results of

psychometric testing.

Background

The MISSCARE Survey was developed and tested in the

United States in a rigorous five-phase process including

both qualitative and quantitative methods (9). Missed

nursing care was first identified as a phenomenon in

nursing by Kalisch (10) in a focus group study. A total of

107 Registered Nurses (RNs), 15 licensed practical nurses

(LPNs) and 51 nursing assistants (NAs) in medical–surgi-

cal units were interviewed using a semi-structured inter-

view design asking about nursing care regularly missed

on their unit and reasons for not completing this care.

Study findings revealed nine themes of regularly missed

nursing care and seven themes of reasons for routinely

missing nursing care. The missed nursing care themes

identified were ambulation, turning, feeding, patient

teaching, discharge planning, emotional support, hygiene,

intake and output documentation, and surveillance. Iden-

tified reasons for routinely missing nursing care were as

follows: too few staff, time required for the nursing inter-

vention, poor use of existing staff resources and ‘it’s not

my job’ syndrome (10). Following the focus group study

(10), the concept of missed nursing care was analysed

and presented using a stringent eight-step method by Ka-

lisch et al. (11). The attribute categories identified to con-

tribute to missed nursing care are as follows: (1)

antecedents that catalyse the need to decide about priori-

ties in regard to demand for patient care, labour and

material resources, and communication; (2) elements of

the nursing process including assessment, planning, inter-

ventions and evaluation; and (3) internal perceptions and

values of each nurse and the team (11). Missed nursing

care is defined as an error of omission as it ‘refers to any

aspect of required care that is omitted either in part or in

whole or delayed’ (9, p. 211). Missed nursing care is

assumed to be directly related to patient outcomes (11).

Based on study findings about missed nursing care, a

middle range explanatory theory on The Missed Nursing

Care Model was developed followed by the development

of a quantitative questionnaire, the MISSCARE Survey (9,

12, 13). Items of measure were identified from qualitative

study findings, concept analysis, interviews with key

informants and pilot-testing (9). A content validity index

of 0.89 was gained with a total of 19 staff nurses serving

on one of three panels of experts. Further content valid-

ity testing was done by interviewing 95 additional nurses

and testing the actual instrument on 25 nurses (9).

The MISSCARE Survey has been tested reliable and valid

for adult inpatient medical, surgical and intensive care

hospital units. Psychometric testing of the MISSCARE Sur-

vey was completed in two studies in the United States

and included measures of acceptability, validity and reli-

ability. Acceptability in both studies was satisfactory, as

for study one, 85% of respondents answered all the

questions and additional 14.1% omitted three or less

questions. In study two, 92.6% answered all the ques-

tions. The questionnaire has two parts on missed nursing

care, part A on nursing care activities and part B on rea-

sons for missed nursing care. Exploratory factor analysis

(EFA) for part A did not reveal consistent factor loading

indicating the items to be independent from each other.

One item (attending interdisciplinary care conferences)

was eliminated from part A between study one and study

two as few participants indicated that item to be missed

(9). However, two items (attending interdisciplinary care

conferences and wound care) were added to part A in a

later version of the questionnaire, leaving it with 24

items (12). For part B, a three-factor solution was con-

firmed with confirmatory factor analysis (CFA) in study

one and study two: communication, labour resources and

material resources. In study one, the three-factor solution

accounted for 51.13% of the variance and in study two

for 52.25%. The 16 items in part B all loaded greater

than 0.35 on one of the three factors (9). Later, the 17th

item (heavy admissions and discharge activity) was added

to part B of the MISSCARE Survey (12).

The MISSCARE Survey has been translated to several

languages, besides Icelandic, and is being tested for reli-

ability and validity. The Turkish version of the survey,

the MISSCARE Survey-Turkish, tested both reliable and

valid with a sample of 436 staff nurses in four acute care

hospitals in Turkey, confirming previous results in the

United States (14). A Portuguese version of the question-

naire is being tested and validated for use in Brazil, with

satisfactory results from a pretest with 60 nursing staff

from one university hospital (15).

Methods

The translation and psychometric testing of the MISSCARE

Survey-Icelandic was completed in six steps, displayed in

Fig. 1. Steps 1–4 include the back-translation process.

Participants

Participants answering the MISSCARE Survey-Icelandic

were Registered Nurses (RNs), practical nurses (PNs),
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assistive personnel providing direct patient care, nurse

managers and assistant managers. Nursing care in Icelan-

dic hospitals is almost entirely carried out by RNs and

PNs. In Iceland, 70% of RNs have at least a 4-year bacca-

laureate degree in nursing (personal information from

the Icelandic Nurses Association, June 12 2013). Most

PNs have a 3-year vocational level education. PNs are

defined as nursing assistive personnel working under the

supervision of RNs in hospitals. In Iceland, RNs and PNs

are licensed healthcare professionals. Health care in Ice-

land is nationalised, and all the participating hospitals are

governmentally run.

The MISSCARE Survey

The version of the MISSCARE Survey used in this study

is the most recent one, published by Kalisch in 2009

(12). The MISSCARE Survey has three parts: (1) questions

on demographic and background variables; (2) questions

on nursing care activities (part A on missed nursing

care); (3) questions about the reasons for omitting or

delaying nursing care activities (part B on missed nursing

care). All questions on demographic and background

variables are multiple choice questions except one asking

about the number of patients cared for during present or

last shift. Part A consists of 24 items. On a 5-point Likert-

type scale ranging from ‘always missed’ to ‘never missed’,

participants are asked to rate how frequently each ele-

ment is missed by the nursing staff on their unit. Part B

consists of 17 items. On a 4-point Likert-type scale rang-

ing from ‘significant reason’ to ‘not a reason for missed

nursing care’, participants indicate the reasons nursing

care is missed on their unit.

The back-translation process

A type of the back-translation method derived from Bris-

lin (1, 8, 16) and Carlson (17) was utilised using similar

methods described by a number of other scholars (2–5).

The importance of the two main parts of translation, lan-

guage and content, was emphasised.

Iceland is a European Nordic country; however, its

location between the continents of America and Europe

gives it cultural exposure to both these neighbouring

continents. Icelanders are about 320.000 and speak their

own language, Icelandic. Icelandic is related to English in

the way that it is the Old Norse language of Germanic

origin.

The forward translation included separate first transla-

tion from US English to Icelandic by two bilingual nurses

with doctoral preparation, working in academia. These

two nurses then combined their translations into one Ice-

landic version.

The second step was to evaluate and revise the transla-

tion of the Icelandic translation. This was done by one

PhD-prepared nurse working in academia and an experi-

enced elementary school teacher with a master of public

health degree. Neither of these evaluators had seen the

original version of the survey. Their comments and sug-

gestions, which were minor, were then taken into con-

sideration. Following their revision, a professional

translator evaluated and compared the Icelandic transla-

tion to the US English version. Slight changes were made

to the translation of the survey.

The back-translation was done by a professional trans-

lator who had not seen the original US version of the

survey. The revision of the back-translation included a

comparison of the original US version of the survey to

the back-translated version, by three doctoral students in

nursing in the United States. They rated each paragraph

and item on a three-point scale as to whether the word-

ing and content were exactly the same, whether the

wording was different but not the content or whether

the wording and the content were different. The majority

of the back-translated version was evaluated as having

the exact wording and content, and no text or item was

rated as different in terms of wording and content. The

wording evaluated as different was revised by the two

bilingual PhD-prepared nurses who did the forward

translation. Following this revision of the Icelandic ver-

sion of the survey, it was proofread by an Icelandic lin-

guist. The revised MISSCARE Survey-Icelandic was then

evaluated by two newly graduated Registered Nurses

(RNs) who separately answered the questionnaire. These

RNs were well acquainted with publications on previous

studies on missed nursing care in the United States. They

met with one of the investigators for discussion on the

wording, understandability, interpretation and cultural

relevance of the questionnaire. In general, they under-

stood the survey well, however, made suggestions to

changing the translation of the main concept of missed

nursing care, and the wording of a few items. The final

review of the Icelandic version before pilot-testing was

completed by two of the investigators.

1. Forward translation

2. Revision

3. Back-translation

5. Pilot-testing

4. Revision

6. Data collection and    
psychometric testing

Figure 1 The back-translation process.
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Pilot-testing

The MISSCARE Survey-Icelandic pilot-testing was completed

in November–December 2011. Participants were all nurs-

ing staff from five inpatient units at the university hospital

in Iceland: one gynaecology unit, one paediatric unit and

three geriatric units. The reason for not using medical,

surgical and intensive care units in the pilot-testing was to

keep them unexposed to the survey since they would be

included in the national study. The total sample for the

pilot-testing was 118 nursing staff members. A liaison per-

son in each unit was responsible for distributing the ques-

tionnaires to all nursing staff on their unit. Enclosed with

the questionnaire was an information letter, an informed

consent for participants to sign and two marked envelopes

for the questionnaire and the informed consent. Two

weeks later (time 2), the questionnaire was sent again to

those who had answered it the first time (time 1).

Reminders were sent out via e-mail to nurse managers

and the liaison persons who distributed them to all partic-

ipants. As an incentive for participation, one name of a

nursing staff member answering at time 1 and one

answering at time 2, were drawn from a hat, and these

participants received a gift certificate to a shopping mall in

the area. Following the data collection, all units and all

unit liaisons received a thank-you letter and a box of

chocolate from the investigators.

The testing of the national study data

The sample for the national survey on missed nursing care

consisted of 864 nursing staff in all 27 medical, surgical

and intensive care units in the country. All were inpatient

units, 11 of them medical, eight surgical, five medical and

surgical and three intensive care units. Participating units

at the university hospital were 17 (nine medical, six surgi-

cal and two intensive care) and 1–3 from each of the other

seven hospitals located in different parts of the country.

Data collection was completed in March–April 2012.

Unit liaison persons distributed the questionnaires to all

nursing staff in their unit, with an invitation letter and a

response envelope. Letters to encourage participation

were sent to nurse managers of the participating units

and the liaison persons. In the invitation letter, it was

announced that all units who participated at or above

the 50% level would receive a box of chocolates.

Twenty-five out of 27 units reached this goal. All units

received a thank-you letter following data collection, and

all liaison persons also were sent a thank-you letter with

a small token of appreciation (a key chain).

Data analysis

For the psychometric testing of the questionnaire, partici-

pants were included if they said they spent most of their

working time on the unit and answered at least 70% of

the items in the relevant part, A or B. Acceptability indi-

cating ease of use (18), measured by frequency of miss-

ing data (5), was evaluated for both parts (A and B) of

the MISSCARE Survey-Icelandic questionnaire with the

pilot study data and the national study data. In the Uni-

ted States, it took staff nurses no more than 10 minutes

to complete the questionnaire (9). The time it took par-

ticipants in Iceland to complete their answers was not

measured. For part B, Cronbach’s alpha coefficient was

calculated for reliability in the pilot study and the

national study, and CFA for construct validity testing

with the national study data. A theory-driven approach

based on former studies with the MISSCARE Survey (9,

12) guided the use of CFA for part B. When confirming a

theory reflected in a detailed and identified model as was

the case in this study, CFA is recommended (19–21). A

good fit is indicated by CFI >0.95, RMSEA <0.10 and

SRMR <0.08 (22). The pilot-test included test–retest reli-

ability testing using Pearson’s correlation coefficient

analysis for part A and part B. As reported in Kalisch and

Williams (9), part A of the MISSCARE Survey contains a

list of nursing actions, which are not necessarily related

to one another (i.e. a nurse may not give a bath but may

ambulate a patient). Therefore, neither Cronbach’s alpha

reliability testing nor factor analysis was appropriate for

the testing of part A.

All statistical calculations were completed in IBM SPSS

20 (IBM, Armonk, NY, USA), except the CFA which uti-

lised LISREL 8.8 (Karl Jöreskog and Dag Sörbom, Uppsala

University, Uppsala, Sweden) for the calculations.

Ethical considerations

Prior to data collection, the study was approved by each

hospital Institutional Review Board, or analogue body in

the smaller hospitals, and the Data Protection Authorities

of Iceland (S5388/2011). The participants in the pilot-test

gave their written informed consent prior to participation

as their names were needed for the retest. In the national

survey, participation equalled a written informed

consent.

Results

Pilot-testing results

The total response rate in the pilot-test was 57% (67/

118). The characteristics of the participants in the pilot-

testing are shown in Table 1. Almost all participants were

females (n = 66), and the vast majority were RNs (58%)

and PNs (27%). Most worked 30 hours or more each

week (73%), the majority (88%) were 35–64 year old,

69% had 10 years or more experience in their role, and
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55% had greater than 5 years’ experience on their cur-

rent unit.

Just over 70% of the 67 that answered the pilot survey

for missed nursing care at time 1 also answered the

survey at time 2, or 47 respondents. Out of the 47 that

answered at both survey times, 26 were RNs, 14 were

PNs, 5 were nurses in managerial roles, and two were

nursing assistants.

Acceptability. For part A (elements of missed care) at time

1, 56 respondents indicated to spend most of their work-

ing time on the unit and answered at least 70% of the

items in part A (had missing data on less than seven

items out of 24) out of which 73% completed part A

without omitting any item. Table 2 displays acceptability

for part A and part B for all times of measures. The range

of missing items in part A per participant was 0–6. Eight

out of the 47 that responded at both time 1 and time 2

were removed from the data for time 2, because they did

not spend most of their time on the unit and answered

less than 70% of the items. Remaining for time 2, were

39 respondents out of which 74% completed part A

without omitting any item.

For part B (reasons for missed care) at time 1, 51 par-

ticipants indicated to spend the majority of their time on

the unit and answered at least 70% of the items (had

missing data on less than five items out of 17). From

these, 78% completed part B without omitting any items.

The range of missing items per participant was 0–3. At

time 2, from the 37 respondents who spent most of their

time on the unit and answered at least 70% of the items

in part B, 97% completed part B without omitting any

item.

Reliability. Test–retest reliability for part A was com-

pleted with 39 participants that answered at time 1 and

time 2. Out of the 24 items, 59% of them were answered

identically at time 1 and time 2 and 90% chose the exact

Table 1 The characteristics of participants in the pilot-testing (N=67)

and the national study (N=599)

Pilot-testing National study

% %

Age

26–34 10 27

35–44 24 25

45–54 30 29

55–64 34 18

≥65 2 1

Role

Registered nurse (RN) 58 58

Practical nurse (PN) 27 37

Nursing assistant 3 <1

Nurse manager /

assistant manager

12 4

Other 1

Highest educational degree

PN Diploma 29 37

RN Diploma 20 9

Bachelor’s degree

in nursing

48 50

Master’s degree or

higher in nursing

3 3

Master’s degree or

higher outside of nursing

– 1

Experience in role

Up to 6 months 1 1

Greater than 6 months to 2 years – 12

Greater than 2 years to 5 years 6 15

Greater than 5 years to 10 years 24 17

Greater than 10 years 69 55

Experience on current unit

Up to 6 months 9 5

Greater than 6 months to 2 years 8 17

Greater than 2 years to 5 years 28 22

Greater than 5 years to 10 years 28 19

Greater than 10 years 27 37

Work hours

Days 15 8

Evenings 8 4

Nights 4 4

Rotating shifts 73 84

Unit type

Pediatric 24

Gynecology 21

Geriatric 55

Medical 35

Surgical 31

Mixed medical-surgical 17

Intensitve care 17

Table 2 Acceptability of the MISSCARE Survey-Icelandic

Part A Part B

N % N %

Pilot-test time 1 56 51

No omitted item 73 78

1 Omitted item 9 18

2 Omitted items 4 2

>2 Omitted items 14 2

Pilot-test time 2 39 37

No omitted item 74 97

1 Omitted item 8 3

2 Omitted items 8

>2 Omitted items 10

National study 559 546

No omitted item 78 86

1 Omitted item 11 8

2 Omitted items 3 2

>2 Omitted items 7 4

The Icelandic version of the MISSCARE Survey 567
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same answer or the next closest answer at time 2. Simple

additive scores were computed for missed nursing care,

and the overall test–retest Pearson’s correlation coeffi-

cient for the 24 items was 0.782 (p < 0.001).

Test–retest reliability for part B was completed with

the 37 participants that answered at time 1 and time 2,

spent most of their working time on the unit and

answered 70% or more of the items at each time. Out of

the 17 items, 55% of them were answered identically at

time 1 and time 2 and 97% chose the exact same answer

or the next closest answer at time 2. The overall test–ret-

est Pearson’s correlation coefficient for the 17 items was

0.530 (p < 0.05), and the three subscales had a test–retest

coefficient ranging from 0.437 to 0.600 (p < 0.01).

Internal consistency of part B calculated with Cron-

bach’s alpha coefficient was 0.850 for time 1 and 0.894

for time 2. The subscales for part B ranged from 0.807 to

0.845 for time 1 and from 0.829 to 0.845 for time 2.

Following the pilot-testing, minor changes were made

to the wording or text of a few questions and the direc-

tions. These changes were, for example, adding directions

on choosing only one answer to each question, underlin-

ing a word or making it bold to place emphasis on it and

catch the attention of participants and changing the form

for marking answers from grid to boxes. Figure 2 shows

an example of the difference in the US format (which

was the same in the pilot-test in Iceland) and the format

of the questionnaire in the national study.

National study results

Overall response rate for the total sample was 69% (599/

864) ranging from 37 to 100% for each unit. The charac-

teristics of the participants in the national study are

shown in Table 1. Most of the respondents, or 58%,

were RNs (n = 344), 37% were PNs (n = 221), 21

respondents were nurse managers or assistant managers,

two worked as nursing assistants, and eight had other

titles (e.g. RN or PN students). The majority (67%) came

from the university hospital. Almost all were females

(98%), and just over half of participants were under the

age of 45 years (52%). In terms of work hours, 75% indi-

cated to work 30 hours or more each week and 84%

worked rotating shifts. The majority had greater than

10 years’ experience in their current role (55%) and greater

than 5 years’ experience on current unit (56%). Twenty-

three of the participants had missing data on whether they

spent most of their working time on the unit or not.

Acceptability. For part A, 559 participants spent most of

their working time on the unit and answered at least

70% of the items. From these, 78% completed part A

without omitting any item. For part A, the number of

omitted items per participant ranged from 3 to 6. Table 2

displays acceptability for part A and part B. For part B,

546 participants were included in the analysis. From

these, 86% completed part B without omitting any item.

For part B, omitted items per participant ranged from 3

to 5.

Validity and reliability. The three subscales for reasons for

missed nursing care (part B) that emerged in the study

by Kalisch and Williams (9) were used when performing

the CFA. The factors are Communication, Material resources

and Labour resources. The Icelandic version contains one

extra item compared with the findings reported by Kalis-

ch and Williams (9), which is heavy admission and dis-

charge activity. The Icelandic data fit the theoretical model

Figure 2 An example of format changes in

the MISSCARE Survey-Icelandic

questionnaire from the original US version

to the Icelandic national study.
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with factor loadings ranging from 0.47 to 0.89 (compara-

tive fit index [CFI] = 0.971; root-mean-square error of

approximation [RMSEA] = 0.070; incremental fit index

[IFI] = 0.971; standardised root-mean-square residuals

[SRMR] = 0.0756). For each subscale, the Cronbach’s

alpha reliability coefficient was 0.795–0.825. Factor load-

ings and the Cronbach’s alpha reliability coefficient for

the subscales are contained in Table 3. The overall Cron-

bach’s alpha for part B was 0.873.

Discussion

The translation and testing of the MISSCARE Survey from

US English to Icelandic was successfully carried out in six

steps including a back-translation process and psycho-

metric testing. In spite of the relationship due to a com-

mon origin of the English and Icelandic languages and

Iceland being heavily exposed to US culture and lan-

guage, the translation of some of the concepts and items

was challenging. Especially, we found it difficult to find

Icelandic terms that captured the meaning of ‘missed

nursing care’. This required more thorough guidance and

cues to participants on how to answer the questionnaire

than was provided in the original US version. Our experi-

ence can be reflected in what is referred to as cross-cul-

tural equivalence which is important to consider when

translating measures between cultures and languages (6,

7, 23). The translation of the text, including the language

and meaning, which refers to content, semantic and con-

ceptual equivalence (6, 23), turned out to be more chal-

lenging than expected. The directions to participants and

the interface (layout) of the questionnaire seemed to be

somewhat culture-bound, referring to technical

equivalence (6, 23). Technical equivalence has to do with

the data collection method and procedure being compa-

rable between languages and cultures when using the

same tool. In our study, data collection was conducted in

a comparable way as has been done in previous studies

using the MISSCARE Survey questionnaire (24). However,

the revision following the pilot-test led to some changes

to the interface of the questionnaire. A need to secure

appropriate use of the questionnaire such as participants

only marking one answer to an item, and thereby

strengthening the acceptability of the questionnaire, was

identified. Some of the instructions were therefore set in

bold letters and or by underlining words, and even add-

ing instructions to a few variables. These changes were,

however, based on subjective evaluation or face validity

during the revision process following the pilot-testing

and were not psychometrically tested. Our experience

points out the importance of not only securing a sound

back-translation of instruments in regard to language and

meaning, but also taking into consideration how the

visual appearance of text and format, even colours (25),

may be culture-bound. The importance of a holistic,

structured approach, with expert validation when trans-

lating instruments between cultures and languages, was

recently highlighted in a publication on a multicountry

nursing study in Europe. A questionnaire on nurses work

environment was translated from US English to eleven

languages in twelve countries, some of the countries hav-

ing more than one language. This turned out to be a

challenging process in regard to cultural differences

between the United States and some of the countries, as

well as in regard to linguistics not the least in countries

who had more than one official language (7).This is an

Table 3 Confirmatory factor analysis for part B (reasons for missed nursing care) with factor loadings and Cronbach’s alpha

Factor Cronbach’s a Item B 1 2 3

1. Communication 0.825 Tension or communication breakdowns within the nursing team 0.74

Inadequate hand-off from previous shift or sending unit 0.71

Lack of back up support from team members 0.69

Tension or communication breakdowns with other support departments 0.67

Other departments did not provide the care needed 0.66

Nursing assistant did not communicate that care was not done 0.63

Unbalanced patient assignments 0.61

Tension or communication breakdowns with the medical staff 0.59

Care giver is off unit or unavailable 0.57

2. Material resources 0.795 Supplies/equipment not available when needed 0.89

Supplies/equipment not function properly 0.88

Medications were not available when needed 0.65

3. Labour resources 0.798 Inadequate number of assistive personnel (e.g. nursing assistants, technicians, etc.) 0.86

Unexpected rise in patient volume and/or acuity on the unit 0.76

Inadequate number of staff 0.74

Heavy admission and discharge activity 0.73

Urgent patient situations (e.g. a patient’s condition worsening) 0.47
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important but scarcely discussed issue in the healthcare

literature on translation of measures. Acknowledging and

addressing any challenges scholars may encounter during

a translation process is necessary for successful results. A

sound translation is the premise of a reliable and valid

instrument, which again is essential for quality data col-

lection. We feel we achieved this in this study.

All psychometric testing of the MISSCARE Survey-Icelan-

dic showed that it is a reliable and valid tool. The test–ret-

est reliability of the pilot-testing data showed a strong

correlation between measures at time 1 and time 2, sup-

porting the consistency of the Icelandic version of the

questionnaire comparable to test–retests of other studies

using the MISSCARE Survey (9, 14). For part B, internal

consistency was satisfactory for the overall scale as well as

the subscales, as the Cronbach’s alpha reliability coeffi-

cient was well over 0.70 in the pilot-test and the national

study. For the construct validity of part B, the theory-dri-

ven approach was supported by a CFA (19–21). Using the

data from the national study, the CFA showed a good

model fit with the three factors of reasons for missed

nursing care.

The response rate in our study in Iceland was good

compared with former studies on the development and

translation of the MISSCARE Survey. For the English ver-

sion of the MISSCARE Survey used in the United States

and Lebanon, the response rate reported was 53.4% and

44.4%, respectively (9, 26), and for the Turkish version

it was 67.2% (14). Acceptability was also found to be sat-

isfactory in the Icelandic version and comparable with

Brazil using a new Portuguese version, where it was

70% (15), however, less than in the United States where

it was 92.6%, and in Turkey were it was 100% (9).

This study has both strengths and limitations. One of its

strengths was that we followed a stringent process when

translating and testing the MISSCARE Survey from US Eng-

lish to Icelandic. Our use of a detailed and careful applica-

tion of the translation process and psychometric testing

resulted in a solid instrument. The high response rate and

a national sample representing the whole population of

the nursing staff in medical, surgical and intensive care

inpatient units in one country also strengthen this study.

The main limitations of this study are that it uses an

instrument which was not developed for the target lan-

guage or culture it is being used in, and the small popu-

lation of Iceland. Dealing with the methodological

challenges of a small population is, however, the reality

for scholars in Iceland, implementing both strengths and

weaknesses to their studies.

Conclusions and implications for future
research

Missed nursing care, or errors of omission, is of global

concern which has, just recently been identified as an

extensive phenomenon in nurses work reality (13–15,

27). The pressing need for reliable and valid measures for

nursing care is further supported by the fact that nursing

care makes a substantial contribution to quality patient care

and therefore patient safety (28–34). Clinical nurses, assis-

tive personnel, administrators and policymakers, as well as

patients, must identify and respond to the importance of

quality nursing care for the benefit of patients well-being

and safety in health care. Identifying and responding to

missed nursing care is one effort in this attempt.

Successful translation of an instrument requires a strin-

gent strategic back-translation process and psychometric

testing. This can only be done in sufficient manner by

including linguists, clinicians and scholars. The impor-

tance of using a well-established instrument for transla-

tion into other languages in other cultures is also

emphasised. The MISSCARE Survey has already tested reli-

able and valid in a number of languages and countries,

which adds to its value and makes it desirable for mea-

suring missed nursing care. The translation of the MIS-

SCARE Survey from US English to Icelandic was

successful; however, it is a work in progress and further

studies will determine the applicability and strength of

the tool. The use of the MISSCARE Survey globally is sup-

ported in this study.
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