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La bellezza del prendersi cura

I giovani ne riscoprono il valore

La bellezza del prestare cure risiede nella
sua capacita di trasformare un atto tecnico o biolo-
gico in una forma d'arte profondamente umana.
Non si tratta semplicemente di somministrare una
terapia farmacologica (to cure), ma di abbracciare
la filosofia del prendersi cura (to care), accogliendo
la persona nella sua interezza, con le sue fragilita e le
sueimperfezioni. E questo in fondo il senso di numeri
e cifre che raccontano il riaccendersi dell'attrattiva
per la professione d'Infermiere da parte di tanti giovani
sia che si tratti delle laure triennali, sia di quelle spe-
cialistiche. All'interno del giornale diamo numeri e
cifre di questo processo. E raccontiamo di come so-
prattutto Napoli sia protagonista di questo fenomeno
che riporta finalmente il numero dei candidati ai test
d'infermieristica sopra quello dei posti disponibili.
Il risultato della Federico Il mostra che, dove orienta-
mento, universita e professione riescono a comunicare,
l'interesse dei giovani puo tornare rapidamente.
L'aumento delle domande di ammissione al Corso di
laurea in Infermieristica rappresenta un segnale
molto incoraggiante. Particolarmente significativo
eil dato dell'Universita Federico ll, dove le candidature
sono state circa il doppio dei posti disponibili: una
conferma del costante interesse dei giovani napoletani
verso una professione essenziale, qualificata e ricca
di opportunita, soprattutto alla luce della revisione
del percorso formativo. Come Ordine continueremo
a collaborare con scuole e universita per far conoscere
ilvalore dell'assistenza infermieristica e accompagnare
le nuove generazioni in una scelta consapevole. Ora é
fondamentale consolidare questa tendenza, inve-
stendo nella formazione, nella valorizzazione profes-
sionale e in prospettive di carriera realmente attrattive.
Ma é anche sulle lauree specialistiche che va spesa una

formativa. Un cambio di paradigma, sia nell'offerta
accademica e quindi della formazione, sia per la
professione infermieristica in se e dell'intero sistema
sanitario nazionale. | numeri ci dicono che la Fede-
razione nazionale degli ordini ha avuto la vista lunga
e ha saputo recepire le esigenze della professione.
Lobiettivo é formare professionisti con competenze
avanzate, capaci di operare all'interno di équipe
multiprofessionali sempre piti complesse. Le grandi
innovazioni che la professione infermieristica sta
proponendo rappresentano una svolta anche, se
non soprattutto, per quanto riguarda il futuro della
sanita italiana, oggi in profonda crisi di sistema. Il
ruolo cruciale che gli infermieri ricoprono 0ggi, e
sempre piu vorranno ricoprire in futuro, sard uno
stimolo anche per altre professioni. Avremo molto
da lavorare, non c'é dubbio.

La possibilita di crescere professionalmente puo con-
tribuire a trattenere nel sistema pubblico operatori
che oggi vedono carriere poco dinamiche e ricono-
scimenti insufficienti. La riprova sta nel fatto che ora
anche le altre professioni sanitarie chiedono la
stessa svolta formativa. Del resto la riforma della
formazione avviata dagli infermieri nasce dallesi-
genza dirispondere ai cambiamenti demografici ed
epidemiologici del Paese e di rafforzare la capacita
del sistema sanitario tout court nell'affrontare bisogni
assistenziali sempre pit complessi e diversificati.
Ora ci aspettano altre sfide: trasformare i nuovi saperi
e le eccellenze teoriche acquisite in opportunita e
processi organizzativi adeguati. La specializzazione
universitaria, dovra essere accompagnata da assun-
zioni, condizioni di lavoro sostenibili e una program-
mazione fondata sui bisogni reali della popolazione.
Ma non c'é altra strada per 'eccellenza.

di Teresa Rea
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CURE SICURE PER TUTTA LA VITA
PERCHE PRENDERSI CURA SIGNIFICA ESSERCI, 0GGI E DOMANI.
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LEDITORIALE di Teresa Rea

La bellezza del prendersi cura

| giovani ne riscoprono il valore
“Laumento delle domande
di ammissione al Corso di laurea
in Infermieristica rappresenta
un segnale molto incoraggiante.
[...] Una conferma del costante
interesse dei giovani napoletani
verso una professione essenziale,
qualificata e ricca di opportunita,
soprattutto alla luce della revisione
del percorso formativo.”
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Infermieristica, i giovani riaccendono la passione

Record di candidati ai test per accedere ai corsi. Dall'Universita Federico Il alla Vanvitelli si & registrato quest'anno un incremento di domande del
63 per cento. Soddisfatta la presidente dell'Ordine di Napoli Teresa Rea: «Attratti da una professione rinnovata grazie soprattutto ai giovani»

orna a crescere |’ interesse dei giovani
Tper la professione infermieristica. E il

segnale piu forte arriva da Napoli, in
particolare dalla Federico II. Qui le domande
per partecipare al test di ammissione sono
passate dalle 621 dello scorso anno a 1.013:
392 in piu, pari a un incremento del 63,1 per
cento ma in significativa crescita anche le
adesioni negli altri Atenei campani, alla Van-
vitelli e a Salerno. Alla Federico II a fronte
di 510 posti disponibili le candidature sono
quasi il doppio: 1,99 per ogni posto dunque
con 503 aspiranti oltre la capacita formativa
programmata dall’Ateneo. Un’inversione di
tendenza significativa dopo anni di progres-
siva perdita di attrattivita del corso di laurea.
«Un segnale incoraggiante”, dice soddisfatta
la presidente Opi Napoli Teresa Rea, per altro
docente di Infermieristica della Federico II.
“Siamo di fronte a un rinnovato interesse dei
giovani napoletani verso una professione es-

di PINO DE MARTINO

F

senziale, qualificata e ricca di umanita.
Un’inversione di tendenza che ci auguriamo
persista per pit cicli e si attesti in modo uni-
forme su tutto il territorio.»

Il lavoro dell'Ordine - Unrisultato che
premia anche il lavoro di orientamento.
«Come Ordine — ha aggiunto la prof Rea in
un comunicato — continueremo a collaborare
con Scuole e Universita per far conoscere il
valore dell’assistenza infermieristica e ac-
compagnare le nuove generazioni in una
scelta consapevole. “ Oggi si raccolgono i
frutti delle importanti riforme avviate con i
Ministeri della Salute e della Universita e Ri-
cerca, che hanno riconosciuto la necessita di
consolidare il ruolo degli infermieri a tutti 1 li-
velli — prosegue la presidente Rea — Abbiamo
molto apprezzato anche le misure messe in
campo da singoli Atenei per agevolare le ma-
tricole nella fase di inserimento”. Saranno

T T :

T
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22mila gli studenti in tutta Italia che parteci-
peranno al test per accedere al corso di laurea
abilitante in Infermieristica, a fronte di 20.672
posti messi a bando (+263 posti rispetto al
2025) grazie allo sforzo degli Atenei. ““Si, gra-
zie all'impegno della Federazione e degli ordini
professionali territoriali torna a crescere 1’inte-
resse per la professione infermieristica. Una
professione rinnovata anche grazie al supporto
e all'entusiasmo dei giovani».

Resta il nodo organici - 1l dato positivo
non risolve, tuttavia, ’emergenza degli orga-
nici di Asl e ospedali: i candidati che supere-
ranno il test del 16 settembre potranno
entrare nel sistema sanitario solo al termine
dei tre anni di studio. La Campania, invece,
ha bisogno di infermieri subito: negli ospe-
dali, nei pronto soccorso, nell’assistenza do-
miciliare e soprattutto nella nuova rete
territoriale finanziata dal Pnrr. Il programma

assegna alla regione 172 Case della co-
munita e 48 Ospedali di comunita, oltre
alle Centrali operative territoriali. Ma
completare gli edifici non basta: la vera
sfida ¢ dotarli di personale stabile. Lin-
fermiere di famiglia e di comunita ¢
chiamato a seguire anziani, malati cronici
e persone non autosufficienti, controllare
’aderenza alle terapie, intercettare le ria-
cutizzazioni e raccordare medici di fami-
glia, specialisti, assistenza domiciliare e
servizi sociali. Negli Ospedali di comu-
nita, destinati ai ricoveri a bassa intensita
clinica, I’assistenza ¢ prevalentemente in-
fermieristica. Il problema ¢ ancora piu
evidente nelle aree interne dell’Irpinia,
del Sannio, del Cilento, del Matese e
dell’ Alto Casertano dove in alcuni casi le
graduatorie sono state esaurite con tante
rinunce ¢ si ¢ passati ai contratti libero
professionali molto onerosi e non stabili.
In questi territori alla carenza di organici
si aggiungono distanze, collegamenti dif-
ficili, dispersione della popolazione e in-
vecchiamento degli abitanti. Sono proprio
i territori nei quali Case e Ospedali di co-
munita potrebbero fare la differenza, ri-
durre ricoveri impropri e viaggi verso i
grandi centri. Ma sono anche le aree
meno attrattive per i professionisti.

Le aree periferiche - Per popolare
la nuova rete servono concorsi rapidi,
contratti stabili e incentivi per chi sce-
glie le sedi disagiate. Retribuzioni, al-
loggi, trasporti, formazione e percorsi di
carriera possono fare la differenza per
evitare che i giovani laureati si spostino
verso altre regioni o all’estero. sono
state presentate 21.907 domande per
20.672 posti, contro le 18.836 richieste
per 20.409 posti del 2025.

Trend di crescita in tutta Italia

a seconda giornata dell'interessante convegno
Lha avuto un taglio piu esperienziale e dialo-

gico ed ¢ stata dedicata al tema “Dalla scelta
al successo: storie di infermieri liberi professionisti”.
La sessione ¢ stata moderata da Luigi Pais De Mori,
Antonio Sannino e Salvatore Musella.
L’apertura ¢ stata affidata ad Antonio Sannino, con
un intervento dedicato alla libera professione come
scelta consapevole, tra identita, autenticita e visione.
Questo tema ha rappresentato il cuore culturale del-
I’intero percorso: essere libero professionista non si-
gnifica soltanto aprire una partita Iva, ma costruire
un progetto professionale fondato su competenze, re-
sponsabilita, autonomia, capacita organizzativa e vi-
sione del proprio ruolo nella comunita. Nel corso
della mattinata sono state presentate diverse espe-
rienze provenienti da differenti territori italiani. Tom-
maso Guido, infermiere olistico di Firenze, ha portato
una testimonianza centrata su un approccio profes-
sionale orientato alla persona nella sua globalita.
Luigi Bruno, con I’esperienza di Alpha a Napoli, ha
contribuito a raccontare un modello sviluppato sul
territorio. Gianluca Solitro, Presidente OPI Bergamo,
ha presentato 1’esperienza di 9care, mentre Vincenzo
Faraone, infermiere specialista in accessi vascolari a
Napoli, ha offerto un contributo su un ambito specia-
listico in forte crescita. La sessione € proseguita con
Giulia Pitino, di Intuitiva Salute a Pavia, e con
Alberto Rollo, di Kleos a Napoli, a conferma della

varieta dei percorsi possibili nella libera professione
infermieristica.

Le testimonianze hanno mostrato concretamente
come la libera professione possa svilupparsi in forme
diverse: attivita individuale, modelli organizzativi,
servizi innovativi, collaborazioni strutturate, specia-
lizzazioni cliniche e percorsi territoriali. La giornata
si € conclusa con una tavola rotonda con la faculty,
pensata come spazio di confronto, domande e
networking. Questo momento ha rappresentato
un’occasione preziosa per favorire lo scambio di
competenze tra professionisti, condividere espe-
rienze, far emergere criticita e individuare possi-
bili traiettorie comuni di sviluppo.

REGIONE PER REGIONE - In diversi

atenei italiani si registrano incrementi particolar-
mente significativi nel numero di aspiranti infer-
mieri rispetto al 2025: Napoli Federico II +392
domande (+63,1%), passando da 621 a 1.013 do-
mande; Universita del Piemonte Orientale +139
domande (+44,1%); Milano Bicocca, +118 do-
mande (+51,3%), toccando 348 domande; Chieti
+113 domande (+40,4%), per 393 domande su 253
posti; Udine +80 domande (+ 37,7%) per 292 do-
mande su 204 posti. Il rapporto tra domande e posti
disponibili supera il valore di 2 negli atenei di:
Foggia, Bari, Lecce, Napoli, Salerno, Cosenza.
L’Universita di Cagliari registra il valore piu alto:
3,2 domande per ogni posto disponibile.
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Lavree magistyali cliniche

Una valanga di iscrizioni in tredici Atenel

Superano i 3.300 i candidati infermieri per 759 posti nei nuovi percorsi specialistici. Ora le altre professioni sanitarie chiedono la stessa svolta.
Successo della Fnopi e forte soddisfazione della presidente Mangiacavalli che ha creduto fortemente in questo progetto.

e nuove lauree specialistiche ri-
(( spondono a cio che gli infermieri
vogliono essere e, allo stesso

tempo, a cio di cui le persone hanno bisognoy.
Cosi la Presidente Fnopi Barbara Mangiaca-
valli ha accolto la notizia: sono 3.300 gli infer-
mieri che il 5 ottobre (per i corsi in lingua
italiana) e il 7 ottobre (in lingua inglese) hanno
preso parte alle selezioni per i 759 posti messi
a bando per conseguire la laurea magistrale a
indirizzo specialistico, registrando una media
nazionale superiore a 4 candidati per ogni
posto disponibile. Un successo targato Fnopi
che ha creduto fortemente in questo progetto
recependo per tempo I'esigenza dilagante so-
prattutto tra i giovani di valorizzazione del
competenze avanzate e di aggiornamento della

Il Nuovo Volto della Formazione Infermieristica:

di PINo DE MARTINO

formazione sulle nuove domande di salute
avanzate dai cittadini.

La formazione - Boom di iscrizioni e
d'interesse, dunque, a seguito dei decreti (n.
159/2026 ¢ n. 177/2026) di riforma della
classe di laurea, che oggi consentono a tutti
gli infermieri, dopo aver conseguito la trien-
nale abilitante, di scegliere tra quattro op-
zioni. Anzitutto, la Magistrale in Scienze
infermieristiche — Profilo infermieristico, re-
visionata e rilanciata e che ¢ orientata prin-
cipalmente allo sviluppo di competenze
manageriali, formative, di ricerca e di approfon-
dimento della disciplina. A questa si aggiunge la
laurea Magistrale in Scienze infermieristiche
specialistiche articolata in tre percorsi clinici ad
indirizzo specialistico: Cure primarie ¢ Infer-

Lauree Magistrali 2026/2027

Dal 2026/2027 I'offerta formativa per infermieri si evolve con tre nuovi profili specialistici.
13 atenei sono pronti a partire immediatamente, qarantendn una copertura nazionale

focalizzata sui nuovi bisogni di salute dei cittadin

DISTRIBUZIONE GEOGRAFICA E ACCESSO

13 ATENEI PIONIERI

OFFERTA FORMATIVA SPECIALISTICA

mieristica di famiglia e comunita, Cure neo-
natali e pediatriche, Cure intensive e nel-
I’Emergenza. Quest’ultimo percorso raccoglie
I’interesse maggiore da parte dei professioni-
sti coinvolti nei test, il 60% del totale. Segue
I’indirizzo in Cure Primarie, di Famiglia ¢ Co-
munita, che convoglia il 30% delle domande
presentate. E I’ambito delle Cure Neonatali ¢
Pediatriche, con un rapporto di almeno 2 do-
mande per posto disponibile.

Boom nelle metropoli - Le grandi
aree metropolitane trainano al momento
queste tendenze. Roma Sapienza guida la
classifica nazionale, registrando il picco as-
soluto nell’indirizzo Cure Intensive e
nell’Emergenza con 430 domande per 20
posti (rapporto record di 21,5 candidati per

posto). Milano (statale) non ¢ da meno con
rapporto domande/posti nello stesso ambito
di oltre 11.

I dati - Nei 13 atenei “pionieri” va comunque
evidenziata la tenuta del corso Magistrale “clas-
sico” in Scienze infermieristiche e ostetriche
che regge bene il confronto e, con un rapporto
di 3 domande per posto, si conferma una strada
ambita da tutti gli infermieri interessati a svi-
luppare la propria carriera in ambiti disciplinari.
I dati permettono di rintracciare in maniera
chiara I’esigenza di valorizzazione delle com-
petenze avanzate sul campo percepita negli
anni dalla FNOPI e tradotta nel lavoro siner-
gico portato avanti insieme al Governo, alla
Conferenza dei Rettori e alla Conferenza Per-
manente delle Classi di Laurea e Laurea Ma-
gistrale delle Professioni Sanitarie, i cui esiti
sono diventati tangibili il 12 maggio scorso,
con la pubblicazione in Gazzetta ufficiale
delle tre nuove lauree e il riconoscimento for-

male del valore degli infermieri da parte del
presidente della Repubblica, Sergio Matta-
rella, intervenuto, alle celebrazioni della
Giornata internazionale dell’Infermiere.

Esulta la Fnopi - “Accogliamo con molta
soddisfazione e senza stupore il successo di
questa riforma accademica — commenta ancora
la presidente della FNOPI, Barbara Mangiaca-
valli — che al primo banco di prova ufficiale
raccoglie le esigenze di migliaia di infermieri
pronti a mostrare il volto nuovo della profes-
sione. Le nuove lauree specialistiche rispon-
dono cosi a cio che gli infermieri vogliono
essere, interpretando, allo stesso tempo, cio di
cui le persone hanno bisogno. Quando ab-
biamo intrapreso questo percorso eravamo co-
scienti dell’evoluzione sanitaria in atto e del
ruolo chiave degli infermieri in un contesto in

continuo mutamento. L’avvio di questo nuovo
percorso formativo € un risultato che scaturi-
sce da un confronto reale, centrato sulle esi-
genze concrete, che le istituzioni hanno saputo
avere con i rappresentanti delle professioni in-
fermieristiche. L’infermiere oggi ¢ chiamato
ad affrontare bisogni di salute sempre pill com-
plessi e multidimensionali, molto spesso non
solo sanitari ma sociosanitari. Il ruolo degli in-
fermieri ¢, infatti, diventato fondamentale non
solo nell’assistenza diretta, ma anche nella ge-
stione dei percorsi di cura, nella prevenzione,
nell’educazione sanitaria, nella continuita as-
sistenziale. Con i tre nuovi percorsi si da piena
attuazione a un modello di assistenza costruito
attorno alla persona, coerente con il dettato co-
stituzionale, che definisce, non a caso, il diritto
alla salute come un diritto fondamentale”.

Rea: Una svolta formativa e di sistema

NEL 2026/27

Una rete di universita distribuita
omogeneamente con lieve
prevalenza nel Centro-Nord Italia.

TEST DI ACCESSO:
5 E7 OTTOBRE

Date ufficiali per 'accesso ai nuovi percorsi
magistrali a indirizzo specialistico.

ESPANSIONE PROGRAMMATA
PER IL 2027/28

Ulteriori atenei attiveranno i percorsi specialistici
a partire dal secondo anno accademico.

1 CORSIIN

CURE PRIMARIE
I IJrnfilu pili richiesto per rispondere
all'invecchiamento e alla cronicita
sul territorio.

CORSI IN
CURE INTENSIVE
ED EMERGENZA

Formazione avanzata per la
gestione delle criticita e
ell'area critica,

CORSI IN
CURE NEONATALI
E PEDIATRICHE

Percorsi dedicati alla specializzazione
clinica nell'area dell'infanzia.

paradigma, sia nell'offerta accademica e quindi della forma-

zione, sia per la professione infermieristica in se e dell'intero
sistema sanitario nazionale. I numeri ci dicono che la Federazione na-
zionale degli ordini ha avuto la vista lunga e ha saputo recepire le esi-
genze della professione. L’obiettivo ¢ formare professionisti con
competenze avanzate, capaci di operare all’interno di équipe multipro-
fessionali sempre piu complesse. Ma le grandi innovazioni che la pro-
fessione infermieristica sta proponendo rappresentano una svolta anche,
se non soprattutto, per quanto riguarda il futuro della sanita italiana,
oggi in profonda crisi di sistema. II ruolo cruciale che gli infermieri ri-
coprono oggi, € sempre pitl vorranno ricoprire in futuro, sara uno stimolo
anche per altre professioni. Avremo molto da lavorare, non c'¢ dubbio.

‘ ‘ S tiamo assistendo a una forte svolta formativa. Un cambio di

La possibilita di crescere professionalmente puo contribuire a trattenere
nel sistema pubblico operatori che oggi vedono carriere poco dinamiche
e riconoscimenti insufficienti. La riprova sta nel fatto che ora anche le
altre professioni sanitarie chiedono la stessa svolta formativa. Del resto
la riforma della formazione avviata dagli infermieri nasce dall’esigenza
di rispondere ai cambiamenti demografici ed epidemiologici del Paese
e di rafforzare la capacita del sistema sanitario tout court nell'affrontare
bisogni assistenziali sempre pit complessi e diversificati. Ora ci aspet-
tano altre sfide: trasformare i nuovi saperi e le eccellenze teoriche ac-
quisite in opportunitd e processi organizzativi adeguati. La
specializzazione universitaria, dovra essere accompagnata da assunzioni,
condizioni di lavoro sostenibili e una programmazione fondata sui bi-
sogni reali della popolazione. Ma non c'¢ altra strada per I'eccellenza”.
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Rapporto AlmaLavrea

Infermieristica si conferma una certezza occupazionale

Secondo il Consorzio interuniversitario di Bologna, nonostante la forte crescita di contratti a tempo indeterminato, persiste una significativa quota

di precariato contrattuale e una prevalenza del settore privato (54,0%) rispetto a quello pubblico (41,8%) nel primo anno post-laurea. Degna di nota

la quota del 7,1% (in crescita) dei laureati che preferiscono aprire partiva iva e impostare una carriera da libero professionista.

relativi all’anno 2025, conferma 1’cle-

vata e rapida integrazione nel mercato
del lavoro da parte dei laureati in Infermie-
ristica. Con un tasso di occupazione
dell’89,1% a un solo anno dalla laurea abi-
litante e un tempo medio di reperimento
del primo impiego di soli 2,4 mesi dal con-
seguimento del titolo (che scendono a 1,8
mesi dall’inizio della ricerca), la classe
L/SNT1 (professioni sanitarie infermieri-
stiche e ostetriche) si conferma uno dei
percorsi accademici a piu alta efficacia oc-
cupazionale in Italia.
Efficacia occupazionale - I dati del
Rapporto, confrontati con quelli dell’anno
precedente, mostrano un consolidamento
dell’efficacia occupazionale di questo per-
corso di studi; il tasso di occupazione
passa dall’85,1% nel 2024 all’89,1% nel
2025 ad un anno dal titolo, con segnali di
miglioramento sia in termini di tassi di oc-
cupazione che di inquadramento contrat-
tuale.
La quasi totalita degli occupati (98,2%)
svolge infatti professioni coerenti con il ti-
tolo conseguito, dichiarando dichiarando
che la laurea ¢ “efficace/molto efficace”
nel lavoro svolto (97,9%) e un alto livello
di soddisfazione (8,1 su una scala di 10).
L’88,9% degli occupati dichiara di utiliz-
zare in misura elevata le competenze ac-
quisite all’universita. L’87,6%, inoltre,
ritiene la formazione professionale acca-
demica acquisita molto adeguata per lo
svolgimento del proprio lavoro. L’analisi
si basa su un collettivo di 11.671 neolau-

Il nuovo Rapporto Almal aurea, su dati

reati, con un tasso di risposta del 59,9%.
L’eta media alla laurea € di 25,2 anni, con
un voto medio di 103,2 su 110. La durata
media del percorso ¢ di 3,9 anni, con un
indice di ritardo contenuto, secondo Alma-
Laurea, e nel 2025 solo il 6,8% dei neo-
laureati si ¢ iscritto immediatamente a una
laurea di secondo livello, rispetto all’8,9
dell’anno precedente. Appare evidente che
questa tendenza sia motivata dall’attesa
dell’attivazione delle tre nuove magistrali
cliniche.

Tra chi non prosegue gli studi di secondo
livello, la motivazione che ha portato a
tale scelta ¢ prevalentemente legata ad
aspetti di natura lavorativa (64,5%), a con-
ferma dell’attrattivita immediata del mer-
cato. L’11,1% degli intervistati si ¢ iscritto
aun master di primo livello. La ricerca del
primo lavoro inizia quasi subito dopo la
laurea (0,6 mesi di attesa media) e si con-
clude positivamente in meno di due mesi.
11 25,6% degli occupati a un anno dalla
laurea lavora nel Nord-Ovest. La mobilita
verso 1’estero ¢ limitata allo 0,6%, a un
anno dalla laurea conseguita.
Precariato e Libera professione -
Nonostante la forte componente di con-
tratti a tempo indeterminato (52,4%, in
crescita di circa un punto rispetto al 2024),
persiste una significativa quota di preca-
riato contrattuale (35,8% a tempo determi-
nato) e una prevalenza del settore privato
(54,0%) rispetto a quello pubblico
(41,8%) nel primo anno post-laurea.
Degna di nota la quota del 7,1% (in cre-
scita) dei laureati che preferiscono aprire

di GAETANO ARTIOLA

partiva iva e impostare una carriera da li-
bero professionista. Sempre piu giovani
infermieri stanno quindi mettendo alla
prova il proprio spirito imprenditoriale,
optando per la flessibilita della libera pro-
fessione preferendola al posto fisso, meno
dinamico.

La retribuzione mensile netta media di-
chiarata dalla totalita degli intervistati ¢ di
1.745 euro, rispetto ai 1.724 rilevati ’anno
precedente. Si osserva tuttavia un gap di
genere: gli uomini percepiscono media-
mente 1.804 euro contro i 1.728 euro delle
donne, che rappresentano il 79,1% dei
neolaureati. E diminuita la quota di occu-
pati che dichiara di essere alla ricerca di
un altro impiego: dal 24,9% del 2024 al
22,7% del 2025. Tuttavia, persistono cri-
ticita locali, con punte superiori al 30% tra
i laureati in atenei situati in regioni come
Calabria, Campania, Sicilia e Umbria,
suggerendo una potenziale insoddisfa-
zione per le condizioni locali o contrattuali
iniziali.

I nodi - Nonostante 1’elevata occupabi-
lita nel settore sanitario, il sistema Italia
affronta infatti sfide strutturali che ri-
schiano di compromettere la disponibilita
di professionisti qualificati nel lungo pe-
riodo. Secondo il Rapporto Annuale Istat
2026, 1’Italia continua a essere uno dei
Paesi europei con la piu bassa quota di lau-
reati tra i giovani adulti. Nel 2024, solo il
31,6% dei giovani tra i 25 e i 34 anni pos-
sedeva un titolo di istruzione terziaria, a
fronte di una media UE27 del 44,1%. Que-
sta criticita ¢ aggravata dal calo generaliz-

zato della popolazione giovanile dovuto alla
denatalita (nel 2025 le nascite sono dimi-
nuite del 3,9% rispetto all’anno precedente,
toccando il minimo storico di 1,14 figli per
donna). Parallelamente alla scarsita di nuovi
titoli, poi, si assiste a una crescente mobilita
di chi ha gia completato gli studi. Nel 2024,
il saldo migratorio dei giovani laureati ita-
liani ¢ stato fortemente negativo, con una
perdita complessiva netta di 21mila talenti
in un solo anno in tutti i settori analizzati.
Anche al di fuori dell’ambito sanitario, le
ragioni principali sono la ricerca di retribu-
zioni migliori e di opportunita professionali
piu adeguate alle proprie competenze.

A stata sottoscritta all'Aran lo scorso
E29 luglio l'ipotesi di rinnovo del
Ccnl Comparto Sanita 2025-2027,

che interessa circa 600 mila dipendenti del
Servizio sanitario nazionale. Dopo mesi di
trattativa, tutte le principali organizzazioni
sindacali rappresentative, Cisl FP, Uil FPL,
FP Cgil, Nursind, Nursing Up e Fials,
hanno firmato la preintesa, pur eviden-
ziando differenti valutazioni sui risultati
raggiunti e sulle criticita ancora aperte. 11
rinnovo introduce incrementi economici,

nuove tutele normative e aggiornamenti
dell'ordinamento professionale. Tra le
principali novita figurano 1'aumento delle
indennita infermieristiche, nuovi profili
professionali, la disciplina dell'intelligenza
artificiale nei luoghi di lavoro e misure de-
dicate alla conciliazione tra vita privata e
lavoro. Sul piano economico, il contratto
prevede un incremento medio mensile di
circa 240 euro per il personale infermieri-
stico e di circa 209 euro per le altre cate-
gorie, con una crescita retributiva media

Contratto Sanita 2025-2027: aumenti
fino a 240 euro per gli infermieri

stimata intorno al 7,7%. Per gli infermieri
l'aumento comprende sia la rivalutazione
dello stipendio tabellare sia I'incremento
dell'indennita di specificita infermieristica.
Gli arretrati relativi al biennio 2025-2026
potranno superare i 3.000 euro, a seconda
della categoria e della posizione econo-
mica. Il contratto incrementa inoltre il
fondo della produttivita e introduce la pos-
sibilita di rafforzare le risorse destinate al
salario accessorio in presenza di un au-
mento stabile degli organici.
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LA SENTENZA

li incarichi di struttura complessa non sono
Griservati ai soli dirigenti medici, ma pos-

sono essere conferiti anche ai dirigenti
delle professioni sanitarie (infermieristiche, tecni-
che, della riabilitazione, della prevenzione e della
— - professione di ostetrica), con il solo limite della
specializzazione richiesta dall’incarico. In caso
contrario si violerebbe I’articolo 15 del decreto le-
gislativo n. 502 del 1992 (Riordino della disciplina
in materia sanitaria), che disciplina in modo “uni-
tario” la dirigenza medica e la dirigenza delle pro-
fessioni sanitarie.
La sentenza - In questi termini il Tar Lombar-

dia-Brescia (sentenza n. 1174 del 2026) ha respinto

il ricorso promosso dalla Federazione nazionale Or-
dini dei Medici Chirurghi e Odontoiatri e dagli Or-
dini provinciali dei medici lombardi contro la
delibera con cui I’Agenzia di Tutela della Salute-
Ats aveva indetto una procedura selettiva per il con-
ferimento dell’incarico di dirigente della Struttura
Complessa “Igiene e Sanita Pubblica, Salute Am-
biente”. Procedura alla quale erano stati ammessi
“i dirigenti medici nella disciplina Igiene, Epide-
miologia e Sanita Pubblica e i dirigenti delle pro-
fessioni sanitarie”.

Le motivazioni dei ricorrenti - Iricorrenti
avevano sostenuto che: 1" articolo 4 del decreto del
Presidente della Repubblica n. 484 del 1997 (Re-

di PEPPE PAPA

“Giusto che infermieri guidino strutture complesse”

[| Tar Lombardia respinge il ricorso promosso dalla Federazione nazionale Ordini dei Medici Chirurghi e Odontoiatri: Le attivita della Struttura complessa
(“Prevenzione, vigilanza e programmazione”) non richiedono competenze mediche, ma competenze di carattere gestionale ed organizzativo che possono
far capo anche a dirigenti delle professioni sanitarie.

golamento recante la determinazione dei requisiti
per I’accesso al secondo livello dirigenziale per il
personale del ruolo sanitario) non menziona gli
esercenti le professioni sanitarie;

Competenze gestionali e organizzative. Tesi che
non ha colto nel segno. Il Tar, da un lato, ha affer-
mato che le attivita della Struttura complessa (“Pre-
venzione, vigilanza e programmazione”) non
richiedono competenze mediche, ma competenze
di carattere gestionale ed organizzativo che pos-
sono far capo anche a dirigenti delle professioni sa-
nitarie. Dall’altro, ha rilevato che 1’articolo 4 del
d.P.R. n.484 del 1997 ¢ antecedente all’istituzione
della dirigenza delle professioni sanitarie e pertanto

implicitamente abrogato “per incompatibilita, nella
parte in cui mantiene una riserva anacronistica a
favore dei dirigenti medici”.Il Tar ha ritenuto al-
trettanto priva di pregio la censura relativa alla pre-
sunta disparita di trattamento. Il Collegio ha
evidenziato che il medico dipendente del SSN ¢ au-
tomaticamente inquadrato nella qualifica dirigen-
ziale, mentre per I’accesso alla dirigenza delle
professioni sanitarie, oltre alla laurea magistrale e
all’iscrizione all’albo, € necessario aver maturato
un’anzianita di servizio di cinque anni nella pro-
fessionalita oggetto di concorso presso enti del Ssn
o altre pubbliche amministrazioni.

fermieristico, la presidente Teresa Rea, presidente

dell’Ordine degli infermieri di Napoli sbotta e denuncia:
“I Pronto soccorso sono diventati lo specchio delle fragilita del
sistema. Lunghe attese, sovraffollamento, carenza di personale,
bisogni sociali, difficolta di accesso alle visite e un’assistenza
territoriale insufficiente. I cittadino esasperato finisce spesso per
sfogarsi sull’unico bersaglio che trova davanti: I’infermiere del
triage» Sotto accusa per I'Ente di piazza Carita ci sono i grandi
vuoti d'infermieri negli ospedali. “Servono personale, presidi di
sicurezza e un territorio capace di intercettare i bisogni prima
che arrivino in ospedale. Gli infermieri non sono responsabili
della mancanza di posti letto, degli organici insufficienti o delle
S liste d’attesa. Anzi, sono spesso coloro che cercano di tenere in-
sieme il sistema nonostante queste difficolta», aggiunge la Rea.
“Come Opi Napoli — dice infine la nota Opi - siamo indignati

Dopo I’ennesimo episodio di aggressione al personale in-

Pronto soccorso sotto assedio, Rea: Dignita violata, tuteliamo chi ci cura

Dopo i tanti casi di aggressione agli infermieri registrati quest’estate, la presidente dell’'Opi Napoli e Consigliera nazionale Fnopi denuncia: «I pronto soccorso sono lo specchio delle fragilita del SSN».

per i tanti episodi occorsi quest'estate. Condanniamo con tutte
le forze questi episodi e ringraziamo sempre le forze dell'ordine
e il Prefetto Di Bari per la rapidita degli interventi e per la vi-
cinanza. Un’aggressione a chi cura ¢ un’aggressione all’intera
comunita. Non possiamo accettare che chi presta cure venga
colpito alle spalle. Colpire I’infermiere non abbrevia i tempi:
ostacola I’assistenza. Il personale sanitario non decide arbitra-
riamente chi assistere per primo. Nel triage le priorita vengono
stabilite sulla base della gravita clinica, non dall’ordine di ar-
rivo. Dopo un aggressione resta per tanto tempo un senso di
paura, ansia, vulnerabilita e una profonda mortificazione. I
nostri colleghi entrano in turno senza sapere se torneranno a
casa indenni. Questa condizione logora, favorisce 1’esauri-
mento professionale e pud spingere infermieri esperti ad ab-
bandonare i reparti piu esposti o, addirittura, la professione».

CHI GURA
MERITA CUR

Rispetta gl &~
operatori sanitari =

=

non contro di te
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—— Le Regioni chiedono oltre venticinquemila assunzioni—

Nell'ultima conferenza Stato-Regioni gli enti locali indicano un fabbisogno di 25.479 infermieri.
La Campania, pur se uscita da poco da un blocco delle assunzioni durato oltre 10 anni ne chiede solo 2.334. Rea: “Considerando l'assistenza territoriale ne servirebbero almeno 10mila”.

delle principali criticita del Servizio sanitario nazionale. Per
l'anno accademico 2026/2027 il fabbisogno stimato raggiunge
infatti 25.479 nuovi laureati in Infermieristica, ai quali si aggiungono
1.414 ostetriche, 257 infermieri pediatrici e oltre 7.000 posti per la
formazione magistrale dell'area infermieristica e ostetrica. E quanto
emerge dallo schema di accordo della Conferenza Stato-Regioni che

l e Regioni confermano che la carenza di infermieri resta una

dovra orientare la programmazione nazionale degli accessi ai corsi ] -41 4
di laurea delle professioni sanitarie. Il documento rappresenta uno 257
dei passaggi pit importanti della pianificazione del personale sani- Ostetriche
tario, perché costituisce la base sulla quale il Ministero dell'Universita
e della Ricerca definira il numero dei posti disponibili nei corsi di 2 577
laurea. Un dato che assume particolare rilievo in un contesto segnato e

. ... o . Infermierj
da pensionamenti, difficolta di reclutamento e crescente domanda di Pediatrici

assistenza, soprattutto sul territorio.

Superata quota 25 mila - Si tratta della richiesta piu elevata
tra tutte le professioni sanitarie e conferma come I'Infermieristica
continui a rappresentare il pilastro della programmazione del perso-
nale del SSN. Le richieste maggiori arrivano dalle Regioni con il pitt

1.414

Ostetriche

>7.000

Formazione Magistrale
(Infermieristica e Ostetrica)

-

di NINA DE MARTINO

Fabbisogno Stimato:

—25.479

_Nuovi Laureati
in Infermieristica

LE REGIONI CON MAGGIOR FABBISOGNO

Lombardia | 3.500

Veneto (I 3.000
Lazio M 2.500

Campania [N 2.334
Piemonte [N 2.300

Sicilia IEEG—N 2.200

Emilia-Romagna NN 2.000

Toscana [N 1.400

&

-
(YA

Puglia [ 1.650

IL DIBATTITO

OPINAPOLI: .

Numeri regionali insufficienti. Per la
Campania servirebbero almenc 10.000
infermieri considerando I'assistenza
territoriale (Presidente Rea)

FNOPI ALZA LA STIMA:

La Federazione Nazionale indica un
fabbisogno di 25.840 infermieri, superiore
alla proposta delle Regioni.

&

L

elevato fabbisogno assistenziale: Lombardia:3.500 posti; Veneto:3.000;
Lazio:2.500; Campania: 2.334; Piemonte:2.300; Sicilia:2.200; Emilia-
Romagna:2.000; Puglia:1.650; Toscana: 1.400. Numeri che fotografano
una necessita diffusa lungo tutto il territorio nazionale e che riflettono la
crescente pressione sui servizi ospedalieri e territoriali.

Opi Napoli — Secondo la presidente dell'Ordine delle professioni infer-
mieristiche di Napoli, i numeri richiesti dalla Campania sono del tutto insuf-
ficienti a coprire un fabbisogno annoso d'infermieri frutto anche di oltre
un decennio di blocco del turnover: Rea: “Considerando l'assistenza ter-
ritoriale ne servirebbero almeno 10mila”.

Fnopi alza la stima — La federazione nazionale degli Ordini professionali
stima un fabbisogno ancora piu elevato. Accanto alle richieste formulate dalle
Regioni, il documento riporta anche le proposte avanzate dalla Fnopi. Per la
professione infermieristica la Federazione indica un fabbisogno di 25.840 nuovi
infermieri, leggermente superiore rispetto alle 25.479 unita richieste dalle
Regioni. Per gli infermieri pediatrici, invece, la Federazione propone 205 posti
contro i 257 indicati dalle amministrazioni regionali, mentre per la formazione
magistrale infermieristica e ostetrica il fabbisogno stimato dagli Ordini ¢ pari a
6.201 posti, inferiore ai 7.072 previsti dalle Regioni.

Solo una su due diventa prestazione in Italia
IL PERCORSO DELLE PRESCRIZIONI

100% 90.3%

RICETTE MEDICHE EMESSE EROGATE DAL SSN

49.7%

PERSE O NON UTILIZZATE
T T 1
LUNGHE LISTE PRIVATO PRESTAZIONI
D'ATTESA A PAGAMENTO INAPPROPRIATE
RINUNCIATE DAL

PRIVATO A
PAGAMENTO

LUNGHE LISTE
D'ATTESA

ALTRE CAUSE

IL VIAGGIO INTERROTTO DELLE RICETTE MEDICHE:

DIVARI REGIONALI: PRIME VISITE

Friuli Venezia Giulia
59%

Emilia Romagna
67.7% 2

.Abruzzo
BI% || 3871%
Lazio =
36.2% _
LISTE D'ATTESA E TEMPI
DI EROGAZIONE 2026, ; /1oy ancoRA
FUORI TEMPO
+1.6 MILIONI
VS 2025
* PRESTAZIONI 'PRESTAZIONI
EROGATE NEI TEMPI  FUORI TEMPO
le Liste d'Attesa (Elat basata su dati 2025-202a).

Fonte: Dati Agenas, Piattaforma Nazi

LISTE D'ATTESA

Solo una su due ricette diventa visita o esame

Per Agenas il 50% delle prescrizioni non viene speso nelle strutture del SSN. Pesano i tempi e la scelta di andare dal privato. Grandi divari tra le Regioni.

un esame. In pratica solo meta delle prescrizioni

dei camici bianchi agli italiani si concretizza in
una prestazione del Servizio sanitario. E il resto delle ri-
cette? Difficile fare stime esatte, ma ¢ sicuro che una
parte di queste restano nei cassetti perché i pazienti
hanno rinunciato a causa delle liste d'attesa troppo lun-
ghe, mentre un'altra fetta di ricette ¢ stata impiegata per
andare dal privato pagando di tasca propria la presta-
zione, oppure facendosela rimborsare dalle casse sanita-
rie. Vanno poi contate quelle ricette non proprio
necessarie (“non appropriate”) tanto da spingere gli ita-

S olo una ricetta medica su due diventa una visita o

liani a non fare nulla. Resta il fatto che milioni di pre-
scrizioni restano inutilizzate: si tratta di un dato signifi-
cativo che racconta un problema che cova sotto la
cenere. Per Agenas, I'Agenzia dei servizi sanitari regio-
nali che ha pubblicato i dati al 2025 «una quota di man-
cata presa in carico tra il 25% e il 30% puo essere
considerata fisiologica» per il resto pero € «opportuno
effettuare ulteriori approfondimentiy». Tra 1'altro come
sempre ci sono divari molto grandi tra le Regioni: il dato
nazionale sulle primi visite tra “presa in carico” e “pre-
scritto” ¢ del 50,3% mentre per gli esami diagnostici la
percentuale cresce di poco a 54,4%, ma sulle prime visite

si vadal 67,7% o al 59-58% di Emilia, Friuli e Veneto al
33,7% dell'Abruzzo e al 36,2% del Lazio, mentre sugli
esami si passa dal 73,4% di Bolzano e il 66,6% del
Friuli, al 37,3% del Lazio e del 39,3% dell'Abruzzo. Nu-
meri questi che vanno presi in considerazione quando si
leggono anche i recentissimi dati sulle liste d'attesa della
Piattaforma nazionale che hanno mostrato come nei
primi sei mesi del 2026 le strutture sanitarie hanno ero-
gato nei tempi 1,6 milioni di visite mediche ed esami in
piu rispetto allo stesso periodo del 2025, ma con ancora
2,8 milioni di prestazioni fuori tempo.
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| NUOVI LEA

Piu di 800 prestazioni aggiuntive. Dubbi su risorse e personale

Pubblicati in Gazzetta Ufficiale i provvedimenti che aggiornano i Livelli essenziali di assistenza. Entrano nuovi screening neonatali, il Nipt sul DNA fetale, nuovi percorsi per il rischio ereditario di
tumore della mammella e dell'ovaio e prestazioni per i disturbi dell'alimentazione. Si allarga anche il perimetro delle malattie croniche e rare esenti. Per gli interventi con nuovi oneri stanziati 149,5
milioni di euro I'anno. Le nuove regole entreranno in vigore dopo 30 giorni. Schillaci: “Un risultato storico”. Prevenzione, tumori e malattie rare. Schillaci: “Accesso a tutti, stop sanita serie A e B”

—rr—r 1 H

ESAMI DIAGNOSTICI,

(c2) TERAPIE INNOVATIVE

-
(4 arantire a tutti gli italiani,
ovunque risiedano, Il'ac-
cesso a prestazioni e servizi

innovativi perché non ci siano una sanita
di serie A e una di serie B, ma ci sia un
Servizio Sanitario Nazionale piu giusto
per tutti".

E questo I'obiettivo da raggiungere, indi-
cato dal ministro della Salute Orazio
Schillaci, attraverso 1 nuovi Livelli essen-

| NUOVI LEA: OLTRE 80
PRESTAZIONI AGGIUNTIVE
IN AGGIORNAMENTO

800+ nﬁove prestazioni

@

(%) CURE SPECIALISTICHE, ()

ziali di assistenza (Lea), aggiornati dopo
anni attraverso un dpcm e un decreto mi-
nisteriale pubblicati a inizio ottobre sulla
Gazzetta ufficiale.

I punti essenziali - L’aggiornamento
prevede circa 800 fra nuovi servizi, pre-
stazioni e terapie. Con la pubblicazione
dei nuovi Lea, afferma Schillaci, “scri-
viamo un capitolo decisivo per dare ai
cittadini un SSN pitu moderno, equo e vi-

di PINO DE MARTINO

ERITICITA
CARE o
PERSONAL

Fonpj th%'E'T,

cino ai reali bisogni di salute”. Dall’am-
pliamento del programma di screening
neonatale all'inserimento di prestazioni
per una migliore caratterizzazione del tu-
more al seno fino a nuovi esami e cure in
esenzione per le malattie croniche, l'ag-
giornamento dei Lea prevede circa 800
fra nuovi servizi e prestazioni attraverso
interventi di modifica, sostituzione e re-
visione delle voci precedenti. Si inter-

viene, ad esempio, nel campo della preven-
zione, oncologia e malattie rare e croniche,
ma anche nell'ambito dei dispositivi medici e
protesi.

Fermi dal 2017 - L’ aggiornamento prece-
dente dei Lea risale al 2017. Ma ha trovato
piena attuazione solo nel 2024, con lo sblocco
del necessario decreto tariffe. Il precedente
dpcm era del 2001. “La volonta politica, chia-
risce ancora il ministro, ¢ di intervenire sui
Lea in "tempi rapidi, assicurando alla sanita
pubblica la capacita di tenere il passo con le
innovazioni, che hanno valore solo se real-
mente accessibili davvero a tutti e senza
dover attendere decenni". Inoltre, 1'elimina-
zione delle prestazioni ormai obsolete contri-
buira a rafforzare la sostenibilita del Servizio
sanitario.

Sostenibilita SSN - Sul fronte econo-
mico, per l'aggiornamento dei Lea sono pre-
visti 200 milioni di euro l'anno. I Lea,
sottolinea il sottosegretario alla Salute Mar-
cello Gemmato, "non venivano rinnovati da
10 anni. Quanto all'applicazione omogenea da
parte delle Regioni, stiamo cercando in ma-
niera proattiva di omogeneizzarla sul territo-
rio, superando quelle criticita storiche tra le
regioni del Nord e il Sud". Parlano di un "ri-
sultato importante" anche il presidente della
Federazione delle aziende sanitarie e ospeda-
liere (Fiaso), Giuseppe Quintavalle, e I'Asso-
ciazione italiana di oncologia medica (Aiom).
Per il presidente della Federazione degli Or-
dini dei Medici (Fnomceo), Filippo Anelli, si
tratta di un "segnale positivo per i cittadini
che pero va rafforzato con maggiori investi-
menti nella sanita pubblica, per garantire a
tutti le stesse cure".

NUOVI LEA
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Due provvedimenti, nuovi oneri e “isorisorse”

L'aggiornamento viaggia in realta su due binari. Da una parte c'@ il provvedimento con le misure che determinano nuovi oneri per il Servizio sanitario nazionale, quantificati in 149,5 milioni di euro annui.
Le risorse, stabilisce il testo, sono coperte attraverso le disponibilita del fabbisogno sanitario nazionale standard gia vincolate per I'aggiornamento dei Lea. Dall'altra parte c'¢ il decreto del Ministro della Salute, di concerto con il Mef,
che contiene gli aggiornamenti realizzabili a invarianza finanziaria: le Regioni e le Province autonome sono cioé chiamate ad attuarli senza nuovi o maggiori oneri, all'interno della cornice finanziaria programmata per il SSN.

DUE BINARI PER LAGGIORNAMENTO DEI LEA
—

LEA
| UPDAT!

=

o = 55 T —

BINARIO 1: NUOYI ONERI | BINARID 2: INVARIANZA
\HREC[] SSN FINANZIARIA_ o

RISORSE GI&' ATTUAZIONE
VINCOLATE PER LEA: SENZA NUIOVI ONER|
149,5 MILIONI DI ENTRO CORNICE

EURQ ANNUI PROGRAMMATA

RISORSE GIA' ATTUAZIONE SENZA
VINCOLATE PER LEA: NUOYI ONERI ENTRO
149,5 MILIONI CORNICE FINANZIARIA
DI EURD ANNUI PROGRAMMATA

creening neonatale: la Sma entra

stabilmente nei Lea. Uno dei capitoli

piu significativi riguarda la preven-
zione neonatale. Nel decreto “isorisorse”
viene inserito stabilmente nei Lea lo screening
neonatale per I’Atrofia muscolare spinale
(Sma). 1l testo modifica il capitolo dedicato
alla prevenzione collettiva introducendo
espressamente lo screening per la Sma tra le
attivita garantite dal Servizio sanitario. Si
tratta di un passaggio importante perché tra-
sforma in standard nazionale un’attivita che
negli anni scorsi era stata progressivamente
avviata nei diversi territori. Il Dpecm amplia
poi ulteriormente lo Screening neonatale
esteso, affiancando alle patologie gia com-
prese nuove malattie genetiche e metaboliche.

Altre novita - Nel nuovo elenco entrano
le immunodeficienze combinate gravi
(SCID), compresi il deficit di adenosina
deaminasi e quello di purina nucleoside fo-
sforilasi, I’iperplasia surrenalica congenita
da deficit della 21-idrossilasi, la mucopoli-
saccaridosi di tipo I, I’adrenoleucodistrofia
legata all’X, la malattia di Fabry, la malattia
di Gaucher e la malattia di Pompe.
Tumore mammella e ovaio - Nasce il
percorso nazionale BRCA. Un altro capitolo
centrale riguarda 1’oncologia e, in particolare,
il rischio eredo-familiare per il tumore della
mammella e dell’ovaio. Il nuovo Lea intro-
duce un programma di screening e sorve-
glianza  dei  soggetti a  rischio
eredo-familiare, strutturato in due fasi. La
prima riguarda I’identificazione delle va-
rianti patogenetiche dei geni BRCAI1 e
BRCAZ2 nelle familiari di donne con tumore
mammario o ovarico nelle quali tali varianti
siano gia state individuate. La seconda fase
scatta per le donne sane risultate positive e
prevede un percorso di sorveglianza attiva
finalizzato alla diagnosi precoce.
Tumore al seno - Nuovi test per sce-
gliere meglio le terapie. Entra nel nomen-
clatore anche lo stato mutazionale
prognostico per il carcinoma mammario or-
monoresponsivo in stadio precoce. Il testo
individua in particolare le pazienti con car-
cinoma mammario iniziale, stadio I-IITA,
con recettori ormonali positivi e HER2 ne-
gativo, dopo la stratificazione clinica, isto-
patologica e radiologica. L’obiettivo ¢
affinare la caratterizzazione della neoplasia
e quindi orientare in modo piu appropriato
le decisioni terapeutiche.

Gravidanza - Tra le novita destinate ad
avere un impatto piu diretto sui cittadini
c’¢ poi I’ingresso del test prenatale non in-
vasivo, Nipt, nel nomenclatore della spe-

cialistica ambulatoriale. Il decreto lo defi-
nisce come test sul Dna fetale libero pre-
sente nel sangue materno, finalizzato alla
valutazione dei cromosomi 13, 18, 21, X e
Y e sottoposto alle condizioni di erogabilita
previste dal provvedimento.Vengono ag-
giornate anche le prestazioni specialistiche
per il controllo della gravidanza fisiologica
escluse dalla partecipazione al costo. Tra le
integrazioni figura la ricerca degli anticorpi
IgG e IgM contro il Citomegalovirus, con
test di avidita delle IgG in determinate con-
dizioni. In caso di negativita il testo pre-
vede la possibilita di ripetere I’esame ogni
4-6 settimane fino al secondo trimestre.
Disturbi alimentari - Un altro fronte
sul quale I’aggiornamento interviene in
modo esplicito ¢ quello dei disturbi dell’
alimentazione e della nutrizione. Nel no-
menclatore entrano due nuove prestazioni:
la terapia psicoeducazionale individuale e
quella collettiva. Per entrambe il decreto
prevede cicli di dieci sedute, con un mas-
simo di venti sedute I’anno.

Nuova diagnostica - L’aggiornamento
della specialistica ambulatoriale contiene
una lunga serie di interventi tecnici, alcuni
dei quali introducono prestazioni completa-
mente nuove. Tra queste compare 1’elasto-
grafia transiente epatica, metodica utilizzata
per la valutazione non invasiva della fibrosi
del fegato. Arrivano inoltre il dosaggio
dell’attivita funzionale di ADAMTS13, uti-
lizzato in specifici percorsi ematologici, €
I’analisi quantitativa dell’RNA del virus
dell’epatite D.

Fibromialgia e micobatteriosi: Uno
dei capitoli piu attesi riguarda le malattie
croniche e invalidanti che danno diritto all’
esenzione dalla partecipazione alla spesa sani-
taria. Il lavoro sui Lea riguarda inoltre condi-
zioni che erano gia comprese negli elenchi di
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esenzione. Il provvedimento aggiorna infatti i
pacchetti di prestazioni per diverse patologie
croniche, tra cui asma grave, malattie epatiche,
psicosi, malattia di Crohn, colite ulcerosa e di-
sturbi dell’alimentazione. Nel caso dell’asma
grave, ad esempio, vengono inseriti esami come
la misurazione dell’ossido nitrico esalato, le IgE
totali e la pulsossimetria; nelle epatopatie trova
spazio I’elastografia. Il principio seguito ¢
quello di riallineare il paniere delle prestazioni
esenti alle nuove possibilita diagnostiche e ai
percorsi assistenziali nel frattempo consolidati.
Malattie rare - Importante anche Iinter-
vento sulle malattie rare, per le quali viene
aggiornato 1’elenco delle condizioni che
danno diritto all’esenzione. Tra le nuove
voci compaiono le encefalopatie di sviluppo
ed epilettiche e la malattia di Kawasaki,
quest’ultima limitatamente alle classi di ri-
schio AHA III, IV e V e con necessita di
riconfermare 1’esenzione dopo cinque
anni. Entra anche la sindrome sistemica da
aumentata permeabilita capillare.

Il nuovo elenco comprende inoltre I’insuf-
ficienza intestinale cronica benigna nelle
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forme cliniche indicate dal decreto, le ma-
lattie autoimmuni del fegato, alcune forme
di spina bifida, in particolare meningocele
e mielomeningocele, e le dermatosi acan-
tolitiche autosomiche dominanti del cal-
cio-ATPasi. Accanto alle nuove entrate,
vengono aggiornate denominazioni, clas-
sificazioni, sinonimi e raggruppamenti di
patologie gia presenti, un intervento tec-
nico rilevante anche ai fini della corretta
attribuzione dei codici di esenzione.

Protesica: nuovi ausili e aggiorna-
mento delle modalita di erogazione
La revisione investe anche 1’assistenza pro-
tesica e gli ausili. Gli allegati intervengono
sugli elenchi dei dispositivi e sulle modalita
di erogazione, correggendo denominazioni
e descrizioni e introducendo nuove solu-
zioni. Tra gli esempi figurano anche nuovi
ausili per persone con disabilita visiva, come
I’orologio da polso consultabile tramite vi-
brazione ¢ 1’orologio tattile da taschino. Il
decreto amplia inoltre la platea di alcuni di-
spositivi monouso: tra le modifiche al testo
del 2017 figurano riferimenti agli assistiti

laringectomizzati e alle persone affette da
malattie rare, nell’ambito delle condizioni
previste dal nomenclatore.

Cambiano anche i ricoveri a rischio
inappropriatezza

L’aggiornamento non si limita alle presta-
zioni ambulatoriali. Viene rivisto anche I’al-
legato relativo ai DRG ad alto rischio di
inappropriatezza in regime di degenza ordi-
naria. E un tassello meno visibile per i cit-
tadini ma rilevante sul piano organizzativo:
la revisione serve ad aggiornare 1’elenco
delle prestazioni e degli interventi per i quali
il ricorso al ricovero ordinario deve essere
valutato con particolare attenzione rispetto
ad altri setting assistenziali. Il decreto inter-
viene inoltre sull’assistenza termale e sulle
modalita di erogazione dei dispositivi me-
dici monouso e delle prestazioni protesiche.
Non solo nuove prestazioni: via quelle
obsolete e piu vincoli di appropriatezza
E proprio questo uno degli elementi che ca-
ratterizzano maggiormente 1’operazione.
L’aggiornamento non consiste in una sem-
plice aggiunta di nuove prestazioni a quelle
gia garantite. Il provvedimento modifica de-
scrizioni e codici, introduce nuove condi-
zioni di erogabilita, aggiorna le indicazioni
di appropriatezza prescrittiva e, in diversi
casi, elimina o sostituisce prestazioni con-
siderate superate. La specialistica ambula-
toriale viene quindi riorganizzata cercando
di adeguarla all’evoluzione tecnologica e
clinica maturata dopo il Dpcm del 2017.

E la stessa impostazione richiamata dal
Ministero: 1’innovazione, nelle intenzioni
del provvedimento, deve procedere insieme
all’eliminazione di cio che ¢ diventato obsoleto,
con [’obiettivo di liberare risorse e aumentare
’appropriatezza.
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PRESTAZIONI SANITARIE

La Campania strappa la sufficienza, ma...

| dati del ministero sulla valutazione dell’assistenza: sufficienza per ospedali e medicina di base, prevenzione a un passo dalla bocciatura. Pesano
liste di attesa, mobilita passiva e i budget ridotti per i privati. Istat: troppi cittadini hanno rinunciato a curarsi. Solo tre le regioni inadempienti.

di PINo DE MARTINO

riglia Lea, ossia la pagella delle
Gregioni sui Livelli essenziali di

assistenza: nell'ultimo certificato
dal tavolo del Ministero, relativo al
2024, la Campania risulta adempiente su
tutti i parametri (cure ospedaliere, di-
strettuali e prevenzione). Tuttavia, su
quest'ultimo fronte incassa un punteggio
appena sopra la soglia della sufficienza.
Parliamo di stili di vita, di educazione
alla salute, attivita sportiva per la preven-
zione primaria ma anche screening e pro-
cedure di secondo livello.
Ultimi tra i promossi - La Regione
raggiunge in totale 209 punti ma ¢ ultima
tra quelle pienamente adempienti. Con lo
stop dei privati accreditati, questo margine
rischia ora di assottigliare I’offerta per co-
lonscopie, biopsie, ricoveri e interventi
chirurgici nell'ambito della rete oncologica
regionale che pure ¢ un fiore all'occhiello,
giunta al terzo posto in Italia per procedure
ed esiti secondo le valutazioni di Agenas.

La griglia - Secondo I'Istat, tuttavia,
quasi 5,8 milioni di persone hanno rinun-
ciato ad almeno una visita o un accerta-
mento diagnostico prescritti dal medico.
Un dato preoccupante per la Campania
dove, per altro, resta elevata la mobilita
passiva (insomma, chi puo curarsi prefe-
risce andare fuori regione). Per essere pro-
mossa, una Regione deve ottenere almeno
60 punti su 100 in ciascuno dei tre settori
valutati: prevenzione collettiva e sanita
pubblica, assistenza distrettuale e assi-
stenza ospedaliera. Il giudizio del 2024 si
basa su 27 indicatori scelti tra gli 88 che
compongono l'intera griglia del Nuovo si-
stema di garanzia che ha sostituito i vecchi
parametri. La Campania dunque supera
I’esame ma con un risultato che presta il
fianco ad una vulnerabilita di cui tenere
conto nella gestione e programmazione
delle cure Ottiene 61 punti nella preven-
zione, appena uno sopra la soglia minima;
sale a 80 nell’assistenza distrettuale e si

ferma a 68 in quella ospedaliera. Il totale
di 209 ¢ il piu basso tra le Regioni che
hanno raggiunto la sufficienza in tutte le
aree. Proprio sulla prevenzione la Campa-
nia arretra rispetto al 2023 e resta indietro
rispetto alle compagini piu virtuose che
guidano la classifica con Emilia-Romagna
(97), Lombardia, Veneto e Toscana (96)
che su questo parametro sono in vetta.

Le altre regioni - Sono 18 su 21 le
Regioni promosse nell’erogazione dei Li-
velli essenziali di assistenza e soltanto tre
inadempienti (Calabria che sconta i 52
punti nell’assistenza distrettuale, Provin-
cia autonoma di Bolzano, ferma a 59
nella prevenzione e Sicilia, che nella
stessa area totalizza appena 49 punti). Nel
2023 le realta sotto la soglia in almeno
una macroarea erano pero ben otto, oggi
preoccupano tuttavia quasi 5,8 milioni di
italiani che rinuncerebbero a visite ed
esami. Una fotografia che descrive
un’Italia in netto miglioramento per le

cure sanitarie ma dietro la soglia am-
ministrativa raggiunta da quasi tutto il
Paese emerge il nodo irrisolto delle
liste d’attesa, delle prestazioni non di-
sponibili, delle differenze territoriali
profonde e soprattutto il numero cre-
scente di persone costrette a rinunciare
alle cure. E questa la contraddizione
messa in evidenza dalla Fondazione
Gimbe analizzando 1 risultati del
Nuovo sistema di garanzia forniti dal
ministero della Salute. La griglia dei
Lea fotografa un dato statico ma dice
poco o nulla sulla accessibilita della
popolazione ai servizi e sulla rinuncia
alle cure se non tempestivamente ero-
gate e lascia irrisolti i nodi delle liste
di attesa e delle difficolta di prenota-
zione per fragili e anziani che nella
rete di prossimita, pubblica ed accre-
ditata, farmacie comprese, vede un ri-
ferimento irrinunciabile.

GRIGLIA LEA 2024: PAGELLA REGIONI
(NUovo SISTEMADI GARANZIA)
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CAMPANIA (T0TAL 209 - Uttima tra i promossi)

Stil di Screening

REGIONI PIU VIRTUOSE
{Prevenzione)
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Calabria (Distrettuale 52
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REGIONE CAMPANIA: NUOVI PROVVEDIMENTI SANITA & PNRR
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Attivate altre 6 case e un ospedale di comunita

a Giunta regionale della Campania
I ha approvato una serie di provve-
dimenti in materia di Pnrr sanita e

rete nefrologica. Ecco in dettaglio.

PNRR Sanita - La Giunta ha attestato
l'attivazione di ulteriori 6 case di Comu-
nita e 1 Ospedale di Comunita, che por-
tano rispettivamente a 151 e 31 il numero
totale di strutture in esercizio alla data del

30 agosto 2026, con uno stanziamento di
circa 62 mln.

Rete nefrologica - La Giunta ha re-
cepito 1'Accordo Stato-Regioni relativo al
Documento di indirizzo per il Percorso
preventivo diagnostico terapeutico assi-
stenziale della Malattia Renale Cronica,
garantendo omogeneita assistenziale su
tutto il territorio campano. E stata conte-

stualmente affidata alla Direzione Gene-
rale Tutela della Salute l'istituzione di un
Tavolo Tecnico regionale per definire il
Ppdta campano, promuovendo la gestione
integrata tra 1 Medici di Medicina Gene-
rale e i medici specialisti nefrologi per
l'istituzione della nuova Rete Nefrologica
Campana.
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dicurezza delle cure e della persona assistita

coce di leucodistrofia metacromatica (Mld), una rara e grave

malattia genetica neurodegenerativa progressiva, caratteriz-
zata da un grave e rapido deterioramento delle funzioni, motorie ¢
cognitive. Grazie ad un progetto pilota attivo al Ceinge, Centro di
ingegneria genetica e unico polo regionale per lo screening neona-
tale, il sistema sanitario regionale offre una nuova opportunita di
prevenzione salvavita con l'attivazione del nuovo test. L'efficacia
delle terapie geniche di ultima generazione ad oggi disponibili di-
pende esclusivamente dalla diagnosi precoce: i maggiori benefici
si ottengono quando il bambino viene identificato e trattato prima
della comparsa dei sintomi e del danno neurologico irreversibile.
Riconoscere la malattia prima della comparsa dei sintomi puo
quindi consentire l'accesso alla terapia genetica nelle fasi in cui offre
i risultati migliori. Lo screening per la Mld, non obbligatorio viene
proposto ai nuovi nati in Campania nell'ambito di un progetto della
durata di tre anni. L'adesione ¢ volontaria e richiede la firma del
consenso informato da parte dei genitori in ospedale. Non sono ne-
cessarie ulteriori punture: il test utilizza le stesse gocce di sangue

Parte in Campania un nuovo test neonatale per la diagnosi pre-

gia prelevate dal tallone del neonato, tra le 48 e le 72 ore di vita, per
gli screening di routine e raccolte sul cartoncino di Guthrie.
Questo progetto rafforza il percorso di screening della Regione
Campania, affiancando agli esami gia previsti un’ulteriore possibi-
lita di individuare precocemente la patologia. La leucodistrofia me-
tacromatica ¢ una malattia genetica rara, progressiva e
neurodegenerativa, con un'incidenza stimata tra un caso ogni 40mila
e uno ogni 160mila nati vivi. E causata dal deficit dell'enzima aril-
sulfatasi A, che determina I'accumulo di sostanze chiamate sulfatidi
e il conseguente danneggiamento del sistema nervoso. Nelle forme
piu precoci puo provocare una rapida perdita delle capacita motorie
e cognitive, con conseguenze gravissime per la vita del bambino.
Oggi ¢ disponibile una terapia genica autorizzata nell” Unione eu-
ropea per specifiche forme e fasi della malattia, in grado di modifi-
carne il decorso. I maggiori benefici si osservano nei bambini trattati
prima della comparsa dei sintomi. Il nuovo test si inserisce nella
rete regionale dello screening neonatale, che ha nel Ceinge il proprio
Centro Unico di riferimento.

¢ della persona assistita, in adesione alle indicazioni dell’

Organizzazione mondiale della sanita (OMS) non si € in-
teso sottolineare il giusto ruolo della prevenzione dagli errori du-
rante ’assistenza. Ma si € voluto da parte dell'Opi Napoli anche
riconoscere precocemente i rischi, promuovere comportamenti sa-
lutari, garantire interventi appropriati € accompagnare ogni per-
sona lungo I’intero percorso di vita. In questa prospettiva,
I’infanzia rappresenta il punto di partenza per prevenire molte ma-

C on la celebrazione dell'ottava giornata mondiale delle cure
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“Mani pulite

m——

lattie non trasmissibili dell’eta adulta. Patologie cardiovascolari,
diabete, tumori, malattie respiratorie croniche e obesita costitui-
scono una delle principali sfide per la salute pubblica. Sebbene si
manifestino spesso in eta adulta, le loro radici possono affondare
nei primi anni di vita. Alimentazione, attivita fisica, qualita del
sonno, esposizione al fumo e condizioni sociali e ambientali con-
tribuiscono infatti a definire la futura traiettoria di salute. Garan-
tire cure sicure fin dall’infanzia significa, innanzitutto, non
perdere occasioni di prevenzione.

\\Q” OPI ASSISTENZA SICURA
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DELLE PROFESSIONI " La, W

INFERMIERISTICHE
DI NAPOLI

salvano vite.”

Gli infermieri promuovono
e aderiscono all'igiene delle mani
per prevenire le infezioni
correlate all'assistenza
e proteggere la salute

di tutti. 4
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Patologie croniche, un nuovo paradigma per I’assistenza

Accompagnare in Sicurezza: Il Ruolo Cruciale dell'Infermiere nelle Cure lungo tutto il corso della vita. Numeri da brividi: a livello globale, le patologie croniche
rappresentano la prima causa di mortalita e disabilita, arrivando a causare circa 43 milioni di decessi all'anno, pari al 75% della mortalita complessiva nel mondo.
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“Prevenire significa
prenderci cura
della salute prima
che arrivi
la malattia.”

Gli infermieri promuovono
stili di vita sani, controlli regolari
e informazioni corrette
per ridurre il rischio
di malattie e migliorare
la qualita della vita.

PICCOLI GESTI, GRANDI RISULTATI
LA SICUREZZA E NELLE NOSTRE MANI, OGNI GIORNO

@ World CURE SICURE
N Patient Safety PER LE PERSONE,
w” Day 17september 2025
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@ World Health
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CURE SICURE PER TUTTA LA VITA

PERCHE PRENDERS] CURA SIGNIFICA ESSERCI, DGGI E DOMANI,

di PASQUALE PERFETTO

1 progresso scientifico e le trasformazioni demogra-

fiche pongono i sistemi sanitari di fronte a una realta

epidemiologica ineludibile, dominata dalla crescente
prevalenza delle malattie non trasmissibili (NCDs), quali
il diabete, le cardiopatie croniche, le affezioni respiratorie
e le patologie neurodegenerative. In questo scenario, 'as-
sistenza infermieristica emerge come garanzia fondamen-
tale di protezione e qualita della vita, in un territorio
chiamato a colmare complessi ¢ storici divari assisten-
ziali. A livello globale, le patologie croniche rappresen-
tano la prima causa di mortalita e disabilita, arrivando a
causare circa 43 milioni di decessi all'anno, pari al 75%
della mortalita complessiva nel mondo.
Mortalita prematura - Un elemento di forte criti-
cita ¢ rappresentato dalla mortalita prematura: oltre 18
milioni di decessi avvengono prima dei 70 anni e 1'8§2%
di queste morti si concentra nei Paesi a basso e medio
reddito, evidenziando una profonda disuguaglianza nel-
l'accesso alla prevenzione e ai trattamenti.
Patologie cardiache - Le malattie cardiovascolari si
confermano il principale fattore di mortalita con circa 19
milioni di decessi annuali, seguite dai tumori (circa 10
milioni), dalle malattie respiratorie croniche come BPCO
e asma (4 milioni) e dal diabete, con oltre 2 milioni di de-
cessi compresi i danni renali correlati. A guidare questo
quadro vi sono fattori di rischio metabolici ormai capil-
lari, tra cui l'ipertensione arteriosa - responsabile da sola
di un quarto delle morti per patologie croniche -, la gli-
cemia elevata, l'iperlipidemia e l'obesita.
Nell'Unione Europea l'invecchiamento della popolazione
accentua ulteriormente il carico di malattia, dove le NCD
sono responsabili dell'86% dei decessi e dell'80% della
disabilita complessiva. Le malattie cardiovascolari pro-
vocano quasi 1,8 milioni di morti all'anno nell'UE, con
una prevalenza dell'ipertensione nettamente superiore ri-
spetto a quella riscontrata in Nord America.
Oncologia - Sul fronte oncologico, 'Europa registra
circa 2,6 milioni di nuove diagnosi e 1,2 milioni di decessi
l'anno; pur ospitando solo un ottavo della popolazione glo-

bale, il continente assorbe circa un quarto dei casi mondiali
di tumore. A cio si aggiungono le problematiche legate al
diabete di tipo 2 e alla malattia renale cronica, che colpi-
scono ciascuna oltre il 10% della popolazione adulta eu-
ropea, alimentando un fenomeno di multimorbilita che
vede oltre un terzo degli over 50 convivere con due o pit
patologie croniche contemporaneamente.

In Italia — Lungo lo Stivale il panorama epidemiolo-
gico riflette questa tendenza: il 40,5% dei cittadini soffre
di almeno una patologia cronica e il 20,8% convive con
due o piu diagnosi simultanee. La situazione assume tratti
ancora piu complessi in Campania dove, a fronte della
popolazione mediamente piu giovane d'Italia (con un'eta
media di 44,2 anni) e di un indice di invecchiamento in
rapida crescita (gli over 65 rappresentano il 20,8% degli
abitanti), si registra la speranza di vita alla nascita piu
bassa del Paese: 79,7 anni per gli uomini e 83,8 anni per
le donne.

Un nuovo paradigma - Queste condizioni di salute
non possono piu essere gestite come eventi clinici acuti
¢ frammentati, ma richiedono percorsi di cura strutturati
e continui che accompagnino la persona per l'intero arco
dell'esistenza. In tale contesto, la sicurezza del paziente
si trasforma da concetto statico ospedaliero a processo
dinamico e diffuso sul territorio. Gli infermieri si confi-
gurano come i reali garanti di questo percorso di tutela,
sostenendo i cittadini e le famiglie attraverso interventi
di prevenzione, monitoraggio continuo ¢ continuita assi-
stenziale, per garantire cure sicure, eque e di qualita.
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“Continuita
significa esserci
anche dopo
la diagnosi.”

Gli infermieri accompagnano
le persone in ogni fase

del percorso di cura,
facilitando il passaggio

tra ospedale e territorio

e garantendo un'assistenza
coordinata, sicura e personalizzata.
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Come proteggere i pazienti vulnerabili nel percorso di cura, sfide e strategie

L' Opi Napoli ha aderito con proprie iniziative alla giornata mondiale promossa dall'Oms. | messaggi riportati nelle locandine della Campagna 2026 “Cure Sicure per la vita” intendono sottolineare alcuni

aspetti: prevenire, educare, monitorare, curare e accompagnare. Non lasciare sola la persona. Continuita significa esserci anche dopo la diagnosi. Prendersi cura significa esserci, oggi e domani.

er entrare consapevolmente nel merito
P della questione ¢ forse utile chiedersi

retoricamente per quale motivo 1’Or-
ganizzazione mondiale della sanita promuove
fortemente la Campagna delle Cure sicure
per la vita ai pazienti con malattie non tra-
smissibili? E proviamo darci delle risposte.
Le persone affette da malattie non trasmissi-
bili (NCD) sono particolarmente vulnerabili
a causa della natura cronica delle loro pato-
logie, delle continue necessita di trattamento
e delle frequenti interazioni con il sistema sa-
nitario. Questa esposizione ripetuta aumenta
la probabilita di danni nel tempo. Per alcune
patologie fino a 1 paziente su 3 sperimenta
eventi avversi durante le cure. I pazienti con
NCD necessitano di trattamenti lunghi, com-
plessi e ricorrenti. Di conseguenza, possono
essere interessati con maggiore intensita e
frequenza da rischi per la sicurezza nel corso
del trattamento. L'iniziativa invita a un'azione
multisettoriale e multi-stakeholder per garan-
tire che nessuno subisca danni durante le cure
per le malattie non trasmissibili.
Gli obiettivi dell’Oms - Aumentare la
consapevolezza a livello globale delle sfide
relative alla sicurezza dei pazienti associate
alle malattie non trasmissibili lungo tutto il
percorso di cura, attraverso un approccio di
assistenza sanitaria primaria, tenendo conto
dei fattori correlati alla malattia, delle sfide
del sistema sanitario e dei determinanti della
salute che possono aumentare il rischio di
danni. Promuovere il coinvolgimento attivo
delle persone affette da malattie non trasmis-
sibili e delle comunita nell'identificazione dei
rischi per la sicurezza ¢ nello sviluppo con-
giunto di soluzioni con operatori sanitari, lea-
der di organizzazioni e responsabili politici.
Incoraggiare le parti interessate a integrare i

principi di sicurezza del paziente nella legi-
slazione, nelle politiche, nelle strategie e nei
programmi relativi alle malattie non trasmis-
sibili, ponendo 1'accento sul rafforzamento
dei sistemi sanitari orientati all'assistenza sa-
nitaria primaria. Sostenere gli operatori sani-
tari nel rafforzamento delle pratiche di
sicurezza del paziente, come diagnosi piu si-
cure, sicurezza dei farmaci e un coinvolgi-
mento significativo del paziente.

Infermieri e sicurezza — Ma quali stra-
tegie possono adottare gli infermieri per la si-
curezza delle cure nelle NCD? Innanzitutto
dando priorita a un coinvolgimento significa-
tivo: Collaborare con le persone affette da
malattie non trasmissibili in qualita di mem-
bri esperti del team. Promuovere la condivi-
sione delle decisioni: mettere le persone
affette da NCD in condizione di riconoscere
i rischi, gestire la propria assistenza in modo
sicuro e identificare i segnali di allarme che
richiedono un intervento. Promuovere la pre-
venzione e ridurre i rischi: Individuare e af-
frontare i fattori di rischio modificabili,
sostenere stili di vita sani e fornire interventi
preventivi basati su prove scientifiche. Ga-
rantire l'individuazione precoce e una dia-
gnosi accurata: Ridurre 1 ritardi, evitare
diagnosi mancate o errate mantenendo un
elevato indice di sospetto sui rischi correlati
alle malattie non trasmissibili e interpretare
attentamente 1 test, soprattutto nelle persone
con patologie multiple. Identificare i rischi e
prevenire i danni: Adottare misure proattive
per prevenire i danni lungo tutto il percorso
di cura, come ad esempio le mancate oppor-
tunita di prevenzione, le diagnosi tardive o
errate, gli errori nella somministrazione dei
farmaci, i rischi procedurali e i danni correlati
ai dispositivi. Garantire la continuita e il co-
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“Ogni persona

merita ascolto,

rispetto e
attenzione.”

e
Gli infermieri sono al fianco

delle persone in ogni momento
della loro vita, con competenza,
empatia e umanita, per costruire

percorsi di cura pil sicuri,
inclusivi e rispettosi
della dignita di tutti,

ASCOLTG -

RISPETTO

i

CURE SICURE PER TUTTA LA VITA

ASSISTENZA SICURA
PER LA VITA

World
Patient Safety
Day 17 september 2025

PIU SICUREZZA, PIU UMANITA, PIU SALUTE PER TUTTI

< INCLUSIONE

QUALITA

CURE SICURE
PER LE PERSONE,
COMUNITA PIU SANE

HE PRENDERSI CURA SIGNIFICA ESSERC!, 0GGI

ordinamento dell'assistenza: Comunicare in
modo chiaro, gestire le transizioni in sicu-
rezza e mantenere il follow-up tra i diversi
operatori sanitari e contesti assistenziali. |
messaggi principali degli Infermieri nella
Giornata Cure sicure del 17 settembre 2026
riportano i pilastri fondanti della professione,
concretizzando quanto richiamato dall’Oms
per diffondere la conoscenza e sensibilizzare
tutti verso la sicurezza delle cure, anche coin-
volgendo il paziente.

Opi Napoli - I messaggi riportati nelle lo-
candine della Campagna 2026 “Cure Sicure
per la vita” dell’OPI Napoli intendono sotto-
lineare alcuni aspetti: “I'impegno nella pre-
venzione ¢ la cura delle malattie croniche
iniziano da piccoli gesti, ma hanno bisogno di
continuita. Noi infermieri siamo accanto alle
persone in ogni fase della vita: per prevenire,
educare, monitorare, curare ¢ accompagnare.”
“Cure sicure per tutta la vita significa non la-
sciare sola la persona: prevenire prima, inter-
venire tempestivamente, curare in sicurezza e
accompagnare nel tempo.” “Prevenire signi-
fica prenderci cura della salute prima che ar-
rivi la malattia”. “Diagnosi precoce significa
avere piu possibilita di intervenire in tempo.”
“Cure sicure significa usare terapie appro-
priate e conoscere i propri farmaci”. “Conti-
nuita significa esserci anche dopo la
diagnosi”. “Educare significa rendere la per-
sona protagonista della propria salute”. “Cure
sicure per tutta la vita. Perché prendersi cura
significa esserci, oggi e domani.”

Cure Sicure per lavita
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Conoscere la Cassa per ben operare in libera professione
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La previdenza non deve essere percepita soltanto come un obbligo contributivo. Se conosciuta, partecipata e amministrata nell'interesse degli iscritti, puo diventare
un vero alleato dell'infermiere libero professionista.

egli ultimi anni la libera profes-

sione infermieristica € cresciuta e

si ¢ progressivamente differen-
ziata. Accanto all’infermiere che apre uno
studio professionale o presta assistenza di-
rettamente al domicilio delle persone, tro-
viamo professionisti che collaborano con
strutture sanitarie private, cooperative, so-
cieta, ambulatori, studi medici, farmacie
dei servizi e organizzazioni impegnate nel-
Iassistenza territoriale. E un mondo sem-
pre piu ampio, che offre opportunita
professionali significative, ma che ri-
chiede anche competenze amministrative,
fiscali e previdenziali non sempre posse-
dute al momento dell’avvio dell” attivita.
Le continue richieste di chiarimento che
arrivano agli Ordini provinciali ne sono la
dimostrazione. Molti infermieri manife-
stano preoccupazione rispetto all’apertura
e alla gestione della partita IVA. Chiedono
quali contributi devono essere versati,
come si calcolano, quali siano le scadenze,
cosa accada quando si svolge contempo-
raneamente un’attivita dipendente e una li-
bero-professionale e quali conseguenze
possano derivare da una dichiarazione er-
rata o da un pagamento effettuato in ri-
tardo. Queste preoccupazioni non devono
essere sottovalutate. Non sono il segno di
una scarsa propensione alla libera profes-
sione, ma ’effetto di una formazione an-
cora insufficiente su materie che incidono
direttamente sulla sostenibilita del lavoro
autonomo. L’infermiere viene formato per
assistere, valutare i bisogni, pianificare gli
interventi ¢ assumere responsabilita cli-
nico-assistenziali. Raramente, pero, du-
rante il proprio percorso formativo riceve
una preparazione adeguata su fatturazione,

%’%‘Q
ENPAPI

| TUOI CONTRIBUTI,
IL TUO FUTURO.

ENPARY

fiscalita, contribuzione, determinazione
dei compensi, accantonamenti e previ-
denza professionale. Quando decide di
aprire una partita IVA, si trova quindi a ge-
stire un sistema che spesso non conosce e
che, proprio per questo, pud apparire piu
complesso e minaccioso di quanto real-
mente sia.

Che Cos’¢é - Enpapi ¢ ’Ente Nazionale
di Previdenza e Assistenza della Profes-
sione Infermieristica. E stato istituito il 24
marzo 1998 per garantire la tutela previ-
denziale obbligatoria agli infermieri che

ENPADY

di ANTONIO SANNINO

PENSIONE

€

esercitano I’attivita in forma libero-profes-
sionale. Non si tratta di un organismo
estraneo alla professione e neppure di un
semplice soggetto incaricato di riscuotere
contributi. Enpapi ¢ la Cassa previdenziale
degli infermieri liberi professionisti: rac-
coglie e gestisce i contributi, costruisce le
posizioni previdenziali individuali ed
eroga, al ricorrere dei requisiti previsti,
pensioni, prestazioni e interventi assisten-
ziali. Dal 1° gennaio 2012 ¢ stata inoltre
istituita la Gestione Separata ENPAPI, de-
stinata a tutelare gli infermieri che svol-

UN UNICO FUTURO,
UNA SOLA PENSIONE.

| TUOI CONTRIBUTI,
IL TUO FUTURO.

gono attivita professionale attraverso rap-
porti di collaborazione, anche di natura oc-
casionale, nei casi previsti dalla disciplina
dell’Ente. Abbiamo quindi due gestioni
che rispondono a differenti modalita di
esercizio professionale. La Gestione Prin-
cipale riguarda I’infermiere che esercita
autonomamente la libera professione. La
Gestione Separata interessa, invece, il pro-
fessionista che svolge attivita mediante de-
terminate forme di collaborazione, con
obblighi contributivi posti anche in capo
al committente. Comprendere in quale ge-

stione si rientra ¢ fondamentale. Da questa
distinzione dipendono le modalita di iscri-
zione, il calcolo dei contributi, gli adem-
pimenti richiesti al professionista o al
committente e le prestazioni alle quali ¢
possibile accedere.

Fiscalita e previdenza - Non sono la
stessa cosa. Una delle principali cause di
confusione consiste nel sovrapporre la ge-
stione fiscale della partita [IVA con la po-
sizione previdenziale ENPAPI. La partita
IVA regola il rapporto fiscale del profes-
sionista con I’Amministrazione finanzia-
ria. Riguarda, tra gli altri aspetti, il regime
fiscale adottato, la fatturazione, la deter-
minazione del reddito imponibile e il pa-
gamento delle imposte. Enpapi si occupa,
invece, della previdenza e dell’assistenza
obbligatorie. I contributi previdenziali non
sono imposte e non devono essere confuse
con le somme dovute al fisco. Sono versa-
menti destinati a costruire la posizione
pensionistica del professionista e a finan-
ziare il sistema delle prestazioni previden-
ziali ¢ assistenziali. Questa distinzione
deve essere chiara fin dal primo giorno di
attivita. L’infermiere non puo considerare
tutto cio che fattura o incassa come una di-
sponibilita economica immediatamente
utilizzabile. Una parte delle entrate deve
essere programmata € accantonata per so-
stenere 1 costi professionali, gli obblighi
fiscali e quelli previdenziali. La liberta or-
ganizzativa propria del lavoro autonomo
comporta, infatti, una maggiore responsa-
bilita nella gestione delle proprie risorse.
Per questo la sostenibilita della libera pro-
fessione non dipende soltanto dalla capa-
cita di trovare assistiti o di erogare
prestazioni, ma anche dalla possibilita di

determinare compensi adeguati e di pro-
grammare correttamente imposte e contri-
buti.

Come funziona la contribuzione

- Per gli infermieri iscritti alla Gestione
Principale, la documentazione Enpapi re-
lativa al 2026 prevede un contributo sog-
gettivo pari al 16% del reddito netto
derivante dall’attivita libero-professionale,
un contributo integrativo pari al 4% del
volume d’affari e un contributo di mater-
nita determinato annualmente in misura
fissa. E prevista, in ogni caso, una contri-
buzione minima composta da 1.600 euro
per il contributo soggettivo, 150 euro per
il contributo integrativo e dal contributo di
maternitd. Quando I’iscrizione avviene nel
corso dell’anno, gli acconti minimi ven-
gono frazionati in relazione ai mesi di ef-
fettiva iscrizione. Il professionista deve
inoltre comunicare annualmente a Enpapi
i dati relativi al reddito professionale netto
e al volume d’affari prodotti nell’anno pre-
cedente. La comunicazione viene effet-
tuata attraverso il Modello UNI
disponibile nell’ Area Riservata e, secondo
il prontuario 2026, deve essere trasmessa
entro il 10 settembre. La dichiarazione
deve essere inviata anche quando il reddito
sia pari a zero o negativo oppure quando
la dichiarazione fiscale non sia stata an-
cora presentata. Questo ¢ uno degli aspetti
che piu frequentemente genera equivoci:
I’assenza di reddito non fa automatica-
mente venir meno 1’obbligo di comunica-
zione. Il sistema contributivo prevede il
pagamento di acconti minimi per I’anno in
corso e il successivo conguaglio, calcolato
sulla base del reddito e del volume d’affari
dichiarati. Per tale ragione ¢ indispensabile
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controllare periodicamente la propria Area
Riservata, verificare 1’estratto conto con-
tributivo e assicurarsi che i versamenti ri-
sultino correttamente registrati.
Gestione separata - Nella Gestione
Separata il meccanismo ¢ differente. Il
committente deve comunicare mensil-
mente i dati retributivi e versare la con-
tribuzione, posta per due terzi a proprio
carico e per un terzo a carico dell’infer-
miere. La quota del professionista viene
trattenuta direttamente dal compenso. Per
il 2026 le aliquote indicate da ENPAPI
sono pari al 33,72% per chi non ¢ iscritto
ad altre forme di previdenza obbligatoria
e non ¢ titolare di pensione, e al 24% per
chi ¢ contemporaneamente iscritto a un’al-
tra forma previdenziale obbligatoria op-
pure ¢ gia titolare di un trattamento
pensionistico.

Non solo costi - La contribuzione non
deve essere vista soltanto come un costo.
Quando il professionista riceve una richie-
sta di pagamento, soprattutto se non

I’aveva programmata, ¢ naturale che per-
cepisca Enpapi come un ulteriore costo
della partita IVA. Questa sensazione au-
menta quando gli importi si sommano alle
imposte, alle assicurazioni, alla forma-
zione, agli strumenti di lavoro e alle altre
spese necessarie per esercitare. Tuttavia,
continuare a considerare la contribuzione
esclusivamente come una somma sottratta
al proprio reddito significa non compren-
derne pienamente la finalita. I contributi
versati alimentano il montante previden-
ziale sul quale sara calcolata la futura pen-
sione ¢ finanziano un sistema di
protezione che puo intervenire anche du-
rante la vita lavorativa. E quindi corretto
discutere dell’adeguatezza delle presta-
zioni, della sostenibilita dei contributi,
della qualita dei servizi e dell’efficienza
della gestione, ma ¢ altrettanto importante
riconoscere la funzione sociale ¢ profes-
sionale della previdenza. La questione
centrale non ¢ evitare il contributo, ma co-
noscerlo, calcolarlo correttamente e pro-
grammarlo. Un contributo previsto e

accantonato puo essere gestito; un contri-
buto ignorato o scoperto troppo tardi ri-
schia di trasformarsi in un problema
economico.

E non solo previdenza - La funzione
di ENPAPI non si esaurisce nel pagamento
della pensione di vecchiaia. L’Ente eroga
anche prestazioni di invalidita e inabilita,
trattamenti ai superstiti € consente, nei casi
previsti, di utilizzare strumenti come il cu-
mulo, la totalizzazione ¢ la ricongiunzione
dei periodi contributivi. A queste prestazioni
si aggiungono numerosi interventi assisten-
ziali. Per gli iscritti alla Gestione Principale
sono previsti, al ricorrere dei requisiti stabi-
liti, interventi per stato di bisogno, indennita
di malattia, contributi per spese funebri, trat-
tamenti economici speciali, borse di studio,
sussidi per asilo nido, sostegni per familiari
con disabilita, contributi per protesi terapeu-
tiche e per I’acquisto di libri di testo. E la di-
mostrazione di come la Cassa possa
intervenire non soltanto nel momento della
pensione o della difficolta, ma anche per ac-

LIBERA PROFESSIONE INFERMIERISTICA: CONSAPEVOLEZZA E PREVIDENZA.

IL NOSTRO RUOLO E LE SFIDE.

Lavoriamo in contesti diversi
(domiciliare, strutture, ecc.).
La nostra formazione richiede
ora competenze gestionali.
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CONTRIBUIRE PER IL FUTURO.
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ANNUALE (UNI).

REGOLARI
(Acconti & Saldi).
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FISCALE
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(Fatture, Reddito, Imposte),
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& SERVIZI.

GESTIONE FISCALE VS PREVIDENZIALE.
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ENPAPI: Tutela
Dbbligatoria (Contributi,
Futura Pensione, Assistenza).
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MANTENERE IL CONTROLLO FORMAZIONE
) ILCONTROLLO DELLA POSIZIONE. < ~=°H PREVIDENZIALE
DELLA POSIZIONE. CONTINUA.

INVESTIRE IN FORMAZIONE PER IL NOSTRO FUTURO.

Partecipare alle elezioni e gestire |la propria posizione € un atto di responsabilita professionale. |

compagnare la crescita professionale del-
I’iscritto. Molti infermieri, pero, non cono-
scono questi strumenti, oppure ne vengono
a conoscenza quando i termini per richie-
derli sono gia trascorsi. Avere formalmente
una prestazione e non riuscire a renderla co-
nosciuta e accessibile significa ridurne con-
cretamente il valore. La Cassa deve quindi
rafforzare la propria capacita di informare
gli iscritti, anticiparne i bisogni e accompa-
gnarli nella presentazione delle domande.
Non ¢ sufficiente pubblicare un regola-
mento o un bando: occorre tradurne il con-
tenuto in una comunicazione chiara,
comprensibile e realmente fruibile.

Una Cassa non ostile - Dire che En-
papi deve essere un alleato dell’infermiere
non significa negare le criticita o rinun-
ciare alla necessaria funzione di controllo
sulla sua gestione. Al contrario, significa
pretendere una Cassa autorevole, traspa-
rente, prudente nell’amministrazione
delle risorse ¢ capace di trasformare i
contributi ricevuti in pensioni adeguate,
assistenza concreta e servizi utili. Una
Cassa alleata deve essere in grado di pre-
venire gli errori, non soltanto di sanzio-
narli. Deve informare I’iscritto prima delle
scadenze, semplificare le procedure, ren-
dere immediatamente comprensibile la
posizione contributiva e fornire risposte
coerenti e tempestive. Deve inoltre cono-
scere I’evoluzione del lavoro infermieri-
stico. Oggi molti professionisti alternano
o affiancano lavoro dipendente, libera pro-
fessione, collaborazioni e incarichi tempo-
ranei. Le situazioni lavorative sono piu
complesse rispetto al passato e richiedono
risposte altrettanto competenti. Il rapporto
con gli iscritti non puo iniziare e conclu-
dersi con una richiesta di pagamento.
Deve svilupparsi durante I’intera vita pro-
fessionale, dalla prima apertura della par-
tita IVA fino alla pensione. Anche
I’infermiere, tuttavia, deve assumersi la
propria parte di responsabilita. L’autono-
mia professionale non puo essere separata
dalla consapevolezza amministrativa. Es-
sere liberi professionisti significa saper

governare anche gli aspetti economici, fi-
scali e previdenziali del proprio lavoro.
La risposta ¢ la formazione - Le
domande che arrivano agli Ordini dimo-
strano la necessita di investire in una vera
formazione previdenziale. Non ¢ suffi-
ciente spiegare come aprire una partita
IVA. Bisogna aiutare I’infermiere a com-
prendere il funzionamento complessivo
della libera professione: come determinare
un compenso sostenibile, come distin-
guere fatturato e reddito, quali somme ac-
cantonare, quali adempimenti effettuare e
quali tutele richiedere. Queste conoscenze
dovrebbero essere inserite nei percorsi
universitari, nella formazione continua e
nei programmi di orientamento promossi
dagli Ordini. Enpapi dovrebbe essere
parte attiva di questo processo, attraverso
incontri periodici, strumenti informativi
semplici e un dialogo costante con i terri-
tori.

Formare significa prevenire. Un professio-
nista informato commette meno errori,
pianifica meglio i propri versamenti e svi-
luppa un rapporto piu consapevole con la
propria Cassa.

Anche in presenza di un consulente com-
petente, I’infermiere deve comunque man-
tenere il controllo della propria posizione.
Delegare non significa disinteressarsi. Si-
gnifica costruire una collaborazione nella
quale il professionista conosce almeno gli
elementi essenziali, condivide le scadenze
e verifica periodicamente che gli adempi-
menti siano stati effettuati.

Le elezioni - Le elezioni Enpapi non
devono essere considerate un appunta-
mento distante dalla vita quotidiana degli
iscritti. Gli organi della Cassa assumono
decisioni che incidono sull’amministra-
zione dei contributi, sulle prestazioni as-
sistenziali, sui servizi e sulle strategie
future dell’Ente. Partecipare significa con-
tribuire alla costruzione del modello di
previdenza che vogliamo per la profes-
sione infermieristica. Abbiamo bisogno di
una Cassa capace di tutelare il futuro pen-
sionistico degli iscritti, ma anche di soste-

nerli durante il percorso professionale.
Una Cassa che sappia parlare ai giovani
infermieri che iniziano ’attivita, ai profes-
sionisti che affiancano la libera professione
al lavoro dipendente ¢ a coloro che
hanno scelto di investire interamente nel
lavoro autonomo. Le elezioni devono
quindi diventare un’occasione di con-
fronto sui contenuti: trasparenza, sosteni-
bilita, assistenza, formazione, qualita dei
servizi e capacita di ascolto.
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NSC NURSING

La ricerca infermieristica che parla alla pratica clinica

Nata nel 2016, NSC Nursing, I'approfondimento scientifico curato dall'Opi Napoli & oggi indicizzata in importanti banche dati e sistemi di diffusione della letteratura scientifica, tra cui Scopus, NSC rappresenta
un luogo d'incontro tra il sapere accademico e la pratica assistenziale quotidiana. La mission della rivista, fruibile anche come inserto scientifico del magazine Napolisana, consiste nel favorire il trasferimento

delle conoscenze scientifiche nella pratica clinica. Il modello Diamond Open Access, ovvero contenuti sono liberamente accessibili a tutti senza costi per chi pubblica i propri lavori.

di N1cOLA SERRA

dove competenze cliniche. innovazione organiz-

zativa e qualita dell'assistenza devono procedere
insieme, la professione infermieristica & chiamata a
fondare le proprie decisioni sulle migliori evidenze
disponibili. E proprio in questo scenario che si col-
loca NSC Nursing, la rivista scientifica ufficiale del-
1'Ordine delle Professioni Infermieristiche (OPI) di
Napoli. Nata nel 2016, grazie ad un gruppo di in-
fermieri volenterosi, con l'obiettivo di promuovere
e diffondere la cultura della ricerca infermieristica
e dell'Evidence-Based Practice, Nsc Nursing, frui-
bile direttamente sul sito ufficiale dell'Opi Napoli e
come inserto scientifico del magazin Napolisana,
non va considerata solo come una delle poche pub-
blicazioni specialistiche (sicuramente I'unica edita
da un ordine provinciale). NSC Nursing rappresenta
un luogo d'incontro tra il sapere accademico e la
pratica assistenziale quotidiana. La mission della ri-
vista consiste nel favorire il trasferimento delle co-
noscenze scientifiche nella pratica clinica,
contribuendo al miglioramento continuo della qua-
lita delle cure e della sicurezza dei pazienti.
Diffondere la conoscenza - Uno degli ele-
menti che distingue NSC Nursing nel panorama edi-
toriale ¢ I'adozione del modello Diamond Open
Access. Cio significa che i contenuti sono libera-
mente accessibili a tutti e che gli autori non sosten-
gono costi per la pubblicazione dei propri lavori.
Una scelta che riflette una visione moderna e inclu-
siva della diffusione del sapere scientifico. abbat-
tendo le barriere economiche che spesso limitano la
circolazione della conoscenza. La rivista pubblica
articoli originali, revisioni della letteratura. contri-
buti metodologici, esperienze professionali e casi
clinici, offrendo uno spazio qualificato per la con-
divisione di esperienze e risultati di ricerca prove-
nienti dai diversi ambiti delle professioni sanitarie.
Gli articoli sono pubblicati solo in lingua inglese,

In un contesto sanitario sempre pilt complesso,

ma la rivista offre la traduzione gratuita per gli au-
tori che sottomettono i loro articoli in lingua italiana.
Qualita scientifica e riconoscibilita inter-
nazionale - La crescita di NSC Nursing non si mi-
sura soltanto nella qualitd dei contenuti pubblicati.
ma anche nella capacita della rivista di consolidare
la propria presenza all'interno dei circuiti nazionali
e internazionali della comunicazione scientifica. La
rivista adotta un rigoroso processo di peer review.
elemento fondamentale per garantire la qualita e 'af-
fidabilita scientifica dei contributi pubblicati. La ri-
vista € oggi indicizzata in importanti banche dati e
sistemi di diffusione della letteratura scientifica, tra
cui Scopus. DOAJ, CINAHL Complete, EMCARE.
EBSCO Essentials, ROAD, ZDB. CrossRef, Se-
mantic Scholar e Scilit, ampliando significativa-
mente la diffusione e la reperibilita internazionale
dei contributi pubblicati. Un traguardo particolar-
mente rilevante & rappresentato dal recente ingresso
di NSC Nursing in Scopus, uno dei pit autorevoli
database bibliografici internazionali per la lettera-
tura scientifica. L'inclusione ¢ stata approvata dallo
Scopus Content Selection & Advisory Board
(CSAB). che ha valorizzato il percorso di sviluppo
dellarivista. testimoniato anche dalla presenza nelle
banche dati DOAJ, EBSCO Essentials e CINAHL
Complete. | revisori hanno inoltre evidenziato la
chiarezza degli obiettivi editoriali, la coerenza tra
mission scientifica e contenuti pubblicati, I'adegua-
tezza del processo di peer review e l'importante
ruolo svolto a supporto della comunita professio-
nale. Nella valutazione & stato inoltre segnalato il
crescente interesse della comunita scientifica verso
la rivista, testimoniato dall'aumento delle visualiz-
zazioni e delle citazioni degli articoli pubblicati e
dalla progressiva apertura verso una partecipazione
internazionale sempre pilt ampia. L'indicizzazione
in Scopus rappresenta un'importante attestazione

della qualita scientifica raggiunta da NSC Nursing
e costituisce un'opportunita strategica per raffor-
zarne il profilo internazionale. aumentarne l'impatto
scientifico e favorire l'attrazione di contributi pro-
venienti da comunita accademiche e professionali
sempre pitt ampie. | dati bibliometrici evidenziano
un percorso di crescita costante. Nel quinquennio
2021-2025 sono stati pubblicati 86 articoli scienti-
fici, di cui 15 nel solo 2025, mentre il database Scilit
censisce oltre 145 pubblicazioni complessive asso-
ciate alla rivista (luglio 2026) con un totale di 60 ci-
tazioni. Sul fronte dell'impatto scientifico, NSC
Nursing ha registrato 48 citazioni nel periodo 2021-
2025, alle quali se ne sono aggiunte ulteriori nel
corso del 2026, raggiungendo un totale di 60 cita-
zioni censite ad oggi. confermando la progressiva
crescita dell'attenzione della comunita scientifica
verso i contributi pubblicati. Particolarmente inte-
ressante ¢ la distribuzione degli argomenti trattati,
che riflette la pluralita della ricerca infermieristica

contemporanea. Le principali aree di pubblicazione
riguardano 'assistenza al paziente. l'infermieristica
ostetrico-ginecologica. le politiche sanitarie, la sa-
lute mentale, l'etica professionale e I'assistenza cor-
relata alle malattie infettive, confermando la
capacita della disciplina infermieristica di produrre
evidenze scientifiche rilevanti in contesti clinici, or-
ganizzativi ed educativi.l dati relativi alla prove-
nienza geografica degli autori mostrano inoltre una
crescente apertura internazionale. Accanto all'ltalia
compaiono contributi provenienti da altri Paesi. Nel
seguente grafico mostriamo la distribuzione degli
articoli per area geografica degli articoli pubblicati
solo nel 2025. L'analisi della provenienza dei con-
tributi pubblicati su NSC Nursing conferma la sua
doppia anima: una solida radice italiana. coerente
con il ruolo della rivista come organo scientifico
dell’OPI Napoli, e una progressiva apertura inter-
nazionale. Nel corso degli anni, accanto alla pro-
duzione nazionale, la rivista ha accolto contributi

NSC Nursing: articoli pubblicati e citazioni annuali
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provenienti da Indonesia. Stati Uniti, Zimbabwe.
Pakistan, Nigeria. India, Qatar, Marocco, Giap-
pone, Spagna, Cina ed altri Paesi. Anche I'analisi
delle collaborazioni scientifiche evidenzia una rete
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ziali. Significa anche entrare a far parte di una
rete professionale che riconosce nella ricerca
un motore fondamentale per I'evoluzione della
professione infermieristica.

Provenienza geografica dei paper NSC Nursing nel 2025
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di relazioni in progressivo consolidamento, con
pubblicazioni sviluppate attraverso collaborazioni
internazionali e inter-organizzative. Questo ele-
mento, insieme alla crescente qualita degli indica-
tori bibliometrici e alla crescente presenza nei
sistemi di indicizzazione, contribuisce a rafforzare
l'autorevolezza di NSC Nursing nel panorama della
ricerca infermieristica.

Un’opportunita per gli infermieri - Per gli
infermieri di oggi, essere professionisti significa
non solo assistere il paziente, ma anche contribuire
alla crescita della disciplina attraverso la produ-
zione e la condivisione di conoscenza. In questo
senso, NSC Nursing offre un'importante opportu-
nita di valorizzazione professionale.Pubblicare
sulla rivista significa dare visibilita a progetti di
ricerca, percorsi di miglioramento organizzativo,
esperienze innovative e buone pratiche assisten-

20 25 30 35 40

Numero di pubblicazion|

Un ponte verso il futuro - L'assistenza sa-
nitaria del futuro richiede professionisti capaci di
integrare esperienza clinica, competenze relazio-
nali e conoscenze scientifiche aggiornate. NSC
Nursing nasce proprio per sostenere questa evo-
luzione culturale, offrendo uno strumento autore-
vole di aggiornamento e confronto.

In un'epoca in cui la qualita delle cure dipende
sempre pit dalla capacita di tradurre la ricerca in
pratica clinica, la rivista dell'OPI Napoli si pro-
pone come un punto di riferimento per chi crede
in un'infermieristica moderna. competente e pro-
tagonista del cambiamento.Per consultare i nu-
meri pubblicati, approfondire le linee editoriali o
inviare un contributo scientifico & possibile visi-
tare il sito ufficiale www.nscnursing.it. Una porta
aperta sulla ricerca infermieristica e sul futuro
della professione.
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Un tablet al letto del pazwnte j‘ Y
cosi la terapia diventa digitale

& \P-HJ

All'lstituto Nazionale Tumori di Napoli i malati oncologici sono tracciati attraverso I'utilizzo di un semplice tablet.

!‘
!

nche la medicina si avvia sempre piu
Aalla completa digitalizzazione: al Pa-

scale di Napoli i pazienti oncologici
sono tracciati attraverso l'utilizzo di un sem-
plice tablet. Il medico arriva al letto del pa-
ziente, inquadra il braccialetto e sullo schermo
del dispositivo compare la terapia. Non deve
tornare alla postazione del computer, né cer-
care la cartella tra i fascicoli. Quando arriva il
farmaco, anche quello viene identificato e as-
sociato al paziente: dose, lotto, scadenza e ora
della somministrazione finiscono nello stesso
sistema. E cosi che una parte delle terapie on-

cologiche vengono digitalizzate. Il progetto ¢
partito da un reparto chirurgico ed ¢ stato poi
esteso man mano. Oggi riguarda circa il 90 per
cento dei reparti dell'Istituto. Nei percorsi in-
teressati, la documentazione cartacea € stata
eliminata e il tempo necessario per recuperare
le informazioni sui pazienti si ¢ dimezzato.
Una cartella clinica digitale unica garantisce la
piena tracciabilita della prescrizione e della
somministrazione, consentendo di offrire a
ogni paziente la terapia giusta, al momento
giusto.Un cambiamento pratico che si vede so-
prattutto nel lavoro quotidiano. Il medico ve-

rifica la terapia direttamente al letto, mentre il
personale infermieristico registra la sommini-
strazione senza dover ricorrere a una succes-
siva trascrizione su carta. Il farmaco viene
identificato attraverso il codice a barre e as-
sociato al paziente, con la registrazione dei
dati relativi anche a lotto e scadenza. La spe-
rimentazione, intanto, continua ad allargarsi.
Tra i prossimi sviluppi ci sono la gestione
delle terapie con dosaggi calcolati in base al
peso del paziente e una maggiore tracciabi-
lita dei farmaci che vengono trasferiti da un
reparto all’altro.
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Monaldi, la rivoluzione della chirurgia ORL

dei quali dal Nord Italia, che hanno scelto il Monaldi per af-

frontare interventi complessi per carcinoma della laringe. Un
numero in costante aumento che conferma una mobilita sanitaria "al
contrario”, con cittadini che percorrono centinaia di chilometri per es-
sere operati a Napoli. Un appeal cresciuto da quando 1’équipe del pro-
fessor Tortoriello ha eseguito, per la prima volta nel Mezzogiorno,
una orofaringectomia robotica transorale con ricostruzione della fa-
ringe per un esteso carcinoma orofaringeo. Si ¢ trattato di un inter-
vento altamente complesso che ha combinato chirurgia tradizionale
del collo e chirurgia robotica con sistema Da Vinci nello stesso tempo
operatorio. L’obiettivo non era soltanto eliminare completamente il
tumore e le metastasi linfonodali, ma anche preservare funzioni fon-
damentali come deglutizione e respirazione grazie alla ricostruzione
robotica della faringe. Con quell’intervento il Monaldi ha ulterior-

S ono ormai circa 170 i pazienti provenienti da altre regioni, molti

mente consolidato la propria esperienza nella chirurgia robotica OR,
arrivando a quindici procedure eseguite con la piattaforma Da Vinci.
Poche settimane dopo, il riconoscimento ¢ arrivato anche dalla co-
munita scientifica.

Il primato certificato - Secondo i dati Agenas, la struttura del Mo-
naldi rappresenta oggi la prima Unita Operativa del Sud Italia per volume
di chirurgia oncologica otorinolaringoiatrica. Dal 2023 il numero di
pazienti extraregionali continua a crescere, segnale di una reputazione
ormai consolidata anche oltre i confini della Campania.

Un centro che forma i chirurghi italiani

I1 ruolo del Monaldi non si limita all'attivita clinica. A giugno 1'ospe-
dale ha ospitato il Secondo Corso di Rinoplastica Estetica e Funzio-
nale, richiamando oltre cinquanta specialisti provenienti da ospedali
e universita di tutta Italia.

\

In Campania la prima terapia genica per 'Emofilia B

Intervento esequito allAOU Federico Il di Napoli. La Campania € la seconda regione in Italia a erogare il trattamento.

stata eseguita con Successo presso
El’Azienda Ospedaliera Universitaria Fe-

derico II di Napoli la prima terapia genica
in Campania per la cura dell’emofilia B, una rara
patologia ereditaria della coagulazione che
espone a un elevato rischio di emorragie, talvolta
potenzialmente letali. La somministrazione ¢
stata effettuata presso il Centro Hub per I’'Emo-
filia e le Malattie Emorragiche Congenite, diretto
dal prof. Matteo Di Minno, su un paziente cam-

pano di 40 anni. L’AOU Federico II si attesta
come uno dei soli due centri in Italia - e tra i po-
chissimi a livello internazionale - autorizzati ed
equipaggiati per effettuare questo trattamento ad
altissima specializzazione. Le terapie finora di-
sponibili richiedevano somministrazioni endove-
nose frequenti, con un forte impatto sulla
quotidianita dei pazienti. La nuova terapia genica
(Etranacogene Dezaparvovec) segna un cambio
di paradigma: si basa, infatti, su un’unica infu-

sione in grado di ripristinare la produzione auto-
noma del Fattore [X nel fegato, garantendo una
copertura terapeutica fino a 25 anni ed elimi-
nando la necessita dei trattamenti tradizionali.
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Napoli ¢’¢ “La Stanza dei Sogni”

Sono 23 i pazienti che dal dicembre 2025 ad oggi sono stati pre-

senti nei loro ultimi momenti nella Stanza dei Sogni dell’ospe-
dale Cto di Napoli : uno spazio riservato nel quale ¢ possibile tutelare
la loro dignita e consentire ai familiari di restare accanto ai propri cari.
11 progetto di umanizzazione delle cure ¢ stato realizzato presso I’Unita
Operativa Complessa di Medicina d'Emergenza-Urgenza dell'Ospedale
Cto di Napoli. La stanza ¢ separata dalle aree di degenza ordinaria e di
terapia sub-intensiva ed ¢ destinata all’accompagnamento nel fine vita

Fine vita, all'ospedale Cto di Napoli c¢’¢ “La Stanza dei Sogni’

e, nei casi clinicamente indicati e previsti dalla normativa, alla seda-
zione palliativa proporzionata. L’ obiettivo ¢ assicurare privacy, serenita
¢ vicinanza affettiva, trasformando un ambiente tradizionalmente ospe-
daliero in un luogo pit intimo e familiare. Lo spazio ¢ stato progettato
secondo 1 principi delle cure palliative e dell'umanizzazione dell'assi-
stenza, con particolare attenzione alla luce, al comfort e alla riduzione
degli elementi tipicamente sanitari. Il progetto integra medicina, arte
¢ letteratura. La sua ispirazione culturale nasce dal libro “Il Concerto
dei Destini Fragili” dello scrittore Maurizio de Giovanni.
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Nuova tecnica per parto operativo vaginale

A nato al Policlinico Luigi Vanvitelli di
ENapoli il primo bambino in Campa-
nia venuto alla luce con l'ausilio di

una nuova tecnica progettata per supportare
la fase espulsiva del parto vaginale, “Odon
assist”. Con questa applicazione, I’ Azienda
ospedaliera universitaria diventa il primo
centro del Sud Italia selezionato per 1'intro-
duzione della nuova tecnica nella pratica
clinica. L'intervento ¢ stato eseguito favo-
rendo il contenimento del ricorso al taglio
cesareo e la bassa incidenza di complicanze
fetali. La nuova tecnica, gia validata e im-
piegata in numerosi centri di eccellenza eu-
ropei, ¢ stata finora adottata in Italia solo da
un numero limitato di strutture, tra cui
I'Azienda ospedaliero-universitaria di
Parma, il Policlinico universitario Agostino
Gemelli di Roma e la clinica Mangiagalli di Milano. La Cam-
pania ¢ dunque la prima regione del Mezzogiorno a utilizzarla.
Come funziona Nelle fasi finali del lavoro puo rendere neces-
sario un parto operativo per tutelare la sicurezza della madre o
del feto, finora eseguito principalmente con la ventosa ostetrica.
La nuova tecnica prevede invece una sottile guaina morbida e
gonfiabile che avvolge delicatamente la testa del bambino, con-

NUOVA TEGNICA

ODON ASSIST

Nasce al Policlinico Vanvitelli
il primo bambino in Campania.

sentendo al medico di accompagnarne
la nascita con una trazione controllata e
distribuita in maniera uniforme, anziché
concentrata in un solo punto: l'inter-
vento risulta cosi potenzialmente meno
traumatico. “La nuova tecnica - sottoli-
neano i professionisti del reparto - rap-
presenta uno strumento aggiuntivo nel
campo del parto operativo vaginale, che
in Italia fino a pochi mesi fa poteva es-
sere eseguito esclusivamente mediante
ventosa ostetrica”. L'introduzione della
nuova tecnica ¢ stata preceduta da un
percorso formativo rivolto a ginecologi,
ostetriche e anestesisti, con esercita-
zioni pratiche e simulazioni su mani-
chini dedicati sotto la supervisione di
personale esperto nell’utilizzo della me-
todica. “Il nostro obiettivo - si legge in una nota del policlinico
universitario - ¢ offrire alle nostre pazienti i piu elevati standard
di assistenza al parto. La nascita di un bambino rappresenta un
momento straordinario, spesso unico, per i futuri genitori. Per
questo il nostro impegno quotidiano ¢ fare in modo che avvenga
nel modo piu sicuro, sereno e rispettoso possibile, sia per la
mamma sia per il bambino”.
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Boscotrecase, al Sant’Anna un
centro d’eccellenza contro il diabete

\
E attivo a Boscotrecase un ambulatorio che si occupa delle

principali complicanze del diabete come il piede diabetico,

le lesioni, ferite ed ulcere diabetiche. Il laboratorio € attivo
ogni martedi e ci si pud avvalere del servizio tramite prescrizione
medica, quindi pagando solo il ticket. Un servizio aperto alla po-
polazione che rappresenta oggi un importante punto di riferi-
mento per il territorio e che registra un’affluenza settimanale di
circa 30-35 pazienti. Numeri che testimoniano concretamente la
crescente necessita di servizi specialistici dedicati a questa parti-
colare patologia e I’importanza di offrire ai pazienti un percorso
di cura strutturato e continuativo. L’obiettivo ¢ quello di mettere
il paziente al centro di un percorso di cura completo individuando
le cause vascolari della lesione e scegliendo, caso per caso, il trat-
tamento piu appropriato. Un’attivita che unisce competenza spe-
cialistica, esperienza clinica e attenzione alla persona, con
I’obiettivo di favorire la guarigione, ridurre il rischio di compli-

canze ¢ migliorare concretamente la qualita della vita dei pazienti.
Questa eccellenza ha portato diversi chirurghi vascolari e di ri-
parazione tissutale della Campania e d’Italia a creare I’associa-
zione nazionale Airrt (Associazione italiana in rigenerazione
riparazione tissutale) che sara presentata prossimamente a Napoli.
In Campania il diabete ¢ molto diffuso: affligge S00mila persone
con una prevalenza compresa tra il 7,3% e 1'§,9% della popola-
zione regionale. Inoltre, molto diffuse sono anche le ferite croni-
che, le ulcere (spesso complicanze del diabete) e le piaghe da
decubito che riguardano soprattutto gli anziani. L’Asl Napoli 3
Sud ¢ dotata, negli ospedali di Gragnano e Sorrento, dei centri
d’eccellenza per la chirurgia tissutale, tesa ad intervenire in pa-
tologie come le ferite croniche, le ulcere agli arti inferiori, le le-
sioni da piede diabetico e le piaghe da decubito, tanto da fare
scuola anche a ricercatori esteri.

_, P.0. BOSCOTRECASE st
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ABSTRACT

Background: Health perception is increasingly recognized as a multidimensional concept
encompassing physical, psychological, social, and lifestyle-related dimensions. Understanding how
citizens conceptualize health is therefore essential for developing tailored public health strategies and
community-based interventions. This study aimed to investigate perceptions of health among citizens
and to examine associations with selected sociodemographic and clinical characteristics.

Methods: An observational cross-sectional study was conducted in the Italian province of Barletta-
Andria-Trani (BAT), Puglia, Italy. A convenience sample of 257 adults (>18 years) was recruited
during public events in five municipalities (Andria, Barletta, Trani, Bisceglie, and Margherita di
Savoia). Data were collected using the validated Health Perception Questionnaire (QPS), consisting
of 35 Likert-scale items (1-4) addressing lifestyle, psychological, social, and biomedical aspects.
Statistical analysis included descriptive analyses, reliability assessment using Cronbach’s alpha, chi-
square tests, and Fisher’s exact tests.

Results: The Health Perception Questionnaire showed excellent internal consistency (Cronbach’s a
=0.940). Items related to lifestyle behaviors—physical activity, a balanced diet, and adequate sleep—
showed the highest agreement rates (>90%), whereas items reflecting a purely biomedical or disease-
absence approach received the lowest agreement, particularly the association of a vegetarian diet with
the concept of health (52.1%). Chi-square analysis of item-level agreement frequencies identified 28
statistically significant associations.

Conclusion: Citizens of the BAT Province conceptualize health predominantly in biopsychosocial
and broadly holistic terms, rejecting a reductionist biomedical model. This study provides local data

supporting community-based health promotion programs and nursing practice.

Keywords: health perception, Health Perception Questionnaire (QPS), cross-sectional study, public

health, Southern Italy.

Health Perceptions Among Citizens in the Province of Barletta-Andria-Trani (BAT), Southern Italy: A Cross-Sectional Study Using the Health
Perception Questionnaire (QPS). 3
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INTRODUCTION

Health represents one of the most widely investigated and, at the same time, most debated constructs
in the field of public health sciences. The foundational definition of the World Health Organization
(WHO)—*a state of complete physical, mental and social well-being and not merely the absence of
disease or infirmity” [l1]—marked a fundamental shift from a purely biomedical approach to a
biopsychosocial one. This conceptual shift was further reinforced by the Ottawa Charter for Health
Promotion [2], which framed health as a dynamic process constructed through everyday life habits
and requiring individual empowerment and intersectoral action.

In recent decades, self-perceived health (SPH) has been regarded as a predictor of morbidity,
mortality, and health service use, even after adjustment for objective clinical indicators [3]. SPH
reflects not only biological conditions but also psychological resources, social connections, and
lifestyle-related behaviors, thereby serving as a comprehensive indicator of population health status.
Despite a substantial body of international literature, evidence at the local community level remains
limited, particularly in Southern Italy, where socioeconomic and cultural factors may distinctively
shape subjective representations and assessments of health.

The Health Perception Questionnaire (QPS) is a validated Italian-language instrument specifically
designed to assess citizens’ multidimensional perceptions of health [4]. Unlike generic quality-of-life
instruments, the QPS explores not only physical and psychological dimensions but also relational,
spiritual, economic, and lifestyle-related aspects. This makes it particularly useful for investigating
how populations perceive health at the community level.

The objective of public health initiatives should be to promote citizens’ empowerment, strengthen
their agency with regard to their own health, and establish stable mechanisms for participation in
decision-making processes that affect them [5]. This orientation is consistent with recent
developments in the United Kingdom National Health Service, which, through community-centred

and community-powered approaches, aims to build structural partnerships with communities by

Health Perceptions Among Citizens in the Province of Barletta-Andria-Trani (BAT), Southern Italy: A Cross-Sectional Study Using the Health
Perception Questionnaire (QPS). 4
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involving citizens and local organizations in the design, implementation, and evaluation of services
[5].

Healthcare systems and public health institutions should invest in robust social, economic, and
professional engagement with community life, in order to develop choices that are as closely aligned
as possible with citizens’ lived experience. This means moving from “doing health for citizens” to
“doing health with citizens” [5].

In this regard, nurses are ethically committed to transforming health policies and ensuring the
systematic involvement of individuals and communities in health-related decisions [6]. Knowledge
of health determinants makes it possible to direct professional actions toward modifiable factors,
namely those susceptible to correction and transformation: individual lifestyles, social and
community networks, living and working environments, and, finally, the political, social, economic,
and cultural context [7]. Given the evolving and multidimensional nature of the concept under
investigation and the need to intervene on factors influencing the health status of individuals and
communities, it is essential to understand what the concept of “health” means for each individual.
The international literature reviewed reports instruments for measuring outcomes related to subjective
health, including those associated with quality of life [8] and perceived well-being [9]; however, in
the specific population of the Province of Barletta-Andria-Trani (BAT), the available literature is
currently extremely limited. The QPS is an instrument developed and validated by Bonetti et al. [4]
with the aim of investigating the concept of health from the citizen’s perspective; the present study
applies it to this specific geographical population in order to understand which individual variables

may influence this concept in the Italian population [4].

Objective

This study, promoted by the University and Research Committee of the Order of Nursing Professions

Health Perceptions Among Citizens in the Province of Barletta-Andria-Trani (BAT), Southern Italy: A Cross-Sectional Study Using the Health
Perception Questionnaire (QPS). 5
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of BAT Province (OPI-BAT), aims to describe how citizens of the BAT Province conceptualize and
perceive health using the Health Perception Questionnaire (QPS), and to explore possible associations

between QPS scores and the main sociodemographic and clinical variables.

MATERIALS AND METHODS

Study design

The study used an observational cross-sectional design. Data were collected using a standardized self-
administered digital questionnaire delivered via tablet. The questionnaire included the 35-item QPS
instrument, organized according to the original validated structure, and an additional section
dedicated to participants’ sociodemographic and clinical characteristics.

Specifically, data were collected on age, sex, educational level, and occupational status. Clinical and
medical-history information was also collected, including the presence of chronic diseases, any recent
hospitalizations, and medication use. No additional psychometric instruments or scales other than the

QPS were included.

Setting and participants

The study was conducted in five municipalities of the BAT Province in Puglia, Southern Italy, namely
Andria, Barletta, Trani, Bisceglie, and Margherita di Savoia. Together, these municipalities account
for the majority of the provincial population and provide adequate geographical and
sociodemographic heterogeneity. Data were collected during public events, mainly on weekends, in
order to maximize access to a heterogeneous adult population. Specifically, recruitment took place
during health promotion and health-awareness initiatives organized by the Order of Nursing
Professions (OPI-BAT), local health fairs, prevention campaigns, and community meetings open to
citizens and organized in collaboration with the Local Health Authority of BAT.

Potential participants were recruited directly by the researchers, who were present at dedicated

Health Perceptions Among Citizens in the Province of Barletta-Andria-Trani (BAT), Southern Italy: A Cross-Sectional Study Using the Health
Perception Questionnaire (QPS). 6
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information stands or data collection points, and were invited to take part in the study through a brief
presentation of its aims and participation procedures. Enrollment was voluntary.

Before participation, all subjects were provided with a digital information sheet, available on the
tablets supplied to the researchers, containing the study objectives, data collection and processing
procedures, guarantees of anonymity and confidentiality, and the possibility of withdrawing at any
time without consequences. Informed consent was therefore obtained electronically directly on the
device before completion of the questionnaire.

Data collection took place between 1 February 2026 and 31 March 2026. The inclusion criteria were:
age >18 years, residence or domicile in the BAT Province, voluntary participation, and provision of
digital informed consent. The exclusion criteria were: age <I8 years, non-residence in the BAT

Province, inability to understand Italian, and refusal to provide consent.

Sampling strategy

The sampling strategy adopted was non-probabilistic and based on quota convenience sampling,
defined to proportionally reflect the age distribution of the adult population of the BAT Province
according to ISTAT 2023 data [10]: 18-25 years (9.3%, n = 24), 2644 years (30.7%, n=79), 45-64
years (30.7%, n = 79), and >65 years (29.3%, n = 75), for a total sample of 257 participants. No
formal a priori sample size calculation was performed, as the study was exploratory and descriptive

in nature and aimed to provide an initial analysis of the phenomenon under investigation.

Data collection instrument

The QPS [4] is a validated 35-item self-report questionnaire that assesses individuals’ perception of
health across several dimensions, including lifestyle behaviors, psychological well-being, relational
and social aspects, spiritual health, economic factors, and biomedical perspectives.

Each item is rated on a 4-point Likert scale, where 1 indicates strongly disagree and 4 indicates

Health Perceptions Among Citizens in the Province of Barletta-Andria-Trani (BAT), Southern Italy: A Cross-Sectional Study Using the Health
Perception Questionnaire (QPS). 7



\SC

ursing 2026, Volume 3, Nr. 1 pp 1-23

strongly agree. The questionnaire was administered through the Microsoft Forms digital platform and
could be accessed via a QR code. To ensure equitable participation among older adults and individuals
with limited digital skills, the study authors were available during all data collection sessions to assist

with questionnaire completion, including reading questions aloud when necessary.

Data analysis

Quantitative data were analyzed using Jamovi software (Version 2.6; [11]). Descriptive statistics,
including means, standard deviations, and frequency distributions, were calculated for all QPS items
and sociodemographic variables. Cronbach’s alpha was calculated to assess internal consistency in a
geographical and cultural context different from that of the original validation study and thus to
evaluate psychometric properties in different populations [12]. Following the method adopted by
Bonetti et al. [4], responses to each item were dichotomized into two groups. Ratings of 3 (partially
agree) and 4 (strongly agree) were considered agreement and coded as 1. Conversely, ratings of 1
(strongly disagree) and 2 (partially disagree) were classified as disagreement and coded as 0.
Agreement frequencies for each item were then analyzed across the following subgroups: sex, age
group, regular medication use, and presence of chronic disease, the four variables examined in the
original study [4]. The chi-square test ()*) was used for all comparisons, and Fisher’s exact test was
applied when expected cell frequencies were below 5 [13]. For contingency tables showing a
statistically significant overall association, post-hoc analyses were conducted using adjusted
standardized residuals (ASRs) to identify the specific categories contributing to the observed
association. Absolute ASR values greater than 1.96 were considered statistically significant,
indicating that the observed frequency differed from the expected frequency under the null hypothesis
at a two-tailed significance level of a = 0.05 [13]. Positive residuals indicated over-representation,
whereas negative residuals indicated under-representation. Statistical significance was set at o = 0.05

(two-tailed).

Health Perceptions Among Citizens in the Province of Barletta-Andria-Trani (BAT), Southern Italy: A Cross-Sectional Study Using the Health
Perception Questionnaire (QPS). 8
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RESULTS
Sample characteristics
A total of 257 participants were included in the analysis. The sociodemographic and clinical

characteristics of the sample are shown in Table 1.

Variable N %
Sex

Female 138 53.7

Male 119 46.3
Age group

18-25 years 24 9.3

2644 years 79 30.7

45-64 years 79 30.7

>65 years 75 293
Education

Primary school 32 12.5

Lower secondary school 41 16.0

Upper secondary school 124 48.2

Bachelor’s degree 27 10.5

Master’s degree 30 11.6

PhD 3 1.2
Chronic disease

Yes 108 42.0

No 149 58.0
Regular medication use

Yes 124 48.2

No 133 51.8
Hospitalizations in the previous year

Yes 38 14.8

No 219 85.2

Table 1. Sociodemographic and clinical characteristics of the sample (N = 257).

The sample included 138 women (53.7%) and 119 men (46.3%). The largest age groups were those
aged 2644 years and 45—-64 years, with 79 participants in each group, corresponding to 30.7% of the
total. Most participants had completed education up to upper secondary school level, with 124
participants, representing 48.2% of the sample. Chronic disease was reported by 108 participants,
corresponding to 42.0% of the group. Of the total sample, 124 individuals, or 48.2%, reported regular

medication use. In addition, 38 participants, equal to 14.8%, had been hospitalized in the previous 12

Health Perceptions Among Citizens in the Province of Barletta-Andria-Trani (BAT), Southern Italy: A Cross-Sectional Study Using the Health
Perception Questionnaire (QPS). 9
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months.

Internal reliability
The QPS showed very strong internal consistency across all 35 items (Cronbach’s alpha = 0.940),

supporting its use as a measure of health perception in this sample.

Descriptive analysis of QPS items

Response distributions for each item (I1-135) are reported in Table 2.

Strongly Partially  Partially Strongly

N Item disagree  disagree agree agree
n (%) n (%) n (%) n (%)
1 Health is the desire to live 9(3.5) 2 (0.8) 103 (40.1) 143 (55.6)
2 A healthy person feels free 8(3.1) 18 (7.0) 103 (40.1) 128 (49.8)
3 A healthy person is active 8(3.1) 17 (6.6) 104 (40.5) 128 (49.8)
4 Good sleep promotes health 72.7) 18 (7.0) 79 (30.7) 153 (59.5)
5 A healthy person is able to ask for help 13 (5.1) 21(8.2) 119 (46.3) 104 (40.5)
6 Physical activity is good for health 6(2.3) 11 (4.3) 86 (33.5) 154 (59.9)
7 If I need ongoing care, [ am ill 9(3.5) 42 (16.3) 120 (46.7) 86 (33.5)
8 A balanced diet promotes health 6(2.3) 13 (5.1) 87 (33.9) 151 (58.7)
9 Healthy people are physically fit 12(4.7) 26(10.1) 126(49.0) 93 (36.2)
10 Health is influenced by social relationships 11 (4.3) 30(11.7) 124 (48.2) 92 (35.8)
11 Healthy people follow a vegetarian diet 60 (23.3) 63(24.5) 85(33.1) 49 (19.1)
12 A healthy person is in harmony with themselves and 9(3.5) 20 (7.8) 115 (44.7) 113 (44.0)
with others
13 Taking medication is a sign of illness 28 (10.9) 59(23.0) 106 (41.2) 64 (24.9)
14 The absence of worries is health 22 (8.6) 45(17.5) 109(42.4) 81(31.5)
15 Family support promotes health 5(1.9) 25(9.7) 109 (42.4) 118 (45.9)
16 Having a satisfying sex life is an important component 7.7) 26 (10.1) 122 (47.5) 102 (39.7)
of health

17 Relationship difficulties can affect health 8(3.1) 31 (12.1) 129 (50.2) 89 (34.6)
18 Being healthy means being independent 18 (7.0) 33(12.8) 99 (38.5) 107 (41.6)
19 Health is influenced by economic well-being 19(7.4) 27(10.5) 132(51.4) 79 (30.7)
20 Spiritual health is important 14 (5.4) 31(12.1) 110(42.8) 102 (39.7)
21 Being healthy means being free from worries 26 (10.1) 54 (21.0) 120 (46.7) 57 (22.2)
22 The absence of pain is a sign of good health 31(12.1) 53(20.6) 106 (41.2) 67 (26.1)
23 Paying attention to one's environment promotes health 6(2.3) 26 (10.1) 130 (50.6) 95 (37.0)
24 Psychological problems are a sign of illness 15(5.8) 44(17.1) 123 (47.9) 75 (29.3)
25 If T have no physical signs or symptoms, I am healthy 30 (11.7) 48 (18.7) 120 (46.7) 59 (23.0)
26 A healthy person prevents disease 21 (8.2) 31(12.1) 117 (45.5) 88 (34.2)
27 A healthy person has an active social life 17 (6.6) 28(10.9) 123 (47.9) 89 (34.6)

Health Perceptions Among Citizens in the Province of Barletta-Andria-Trani (BAT), Southern Italy: A Cross-Sectional Study Using the Health
Perception Questionnaire (QPS). 10
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28 Healthy people do not have harmful habits (drug use, 34 (13.2) 39(15.2) 112 (43.6) 72 (28.0)
alcohol misuse, smoking, or gambling)

29 Being healthy means being free from disease 19(7.4) 42(16.3) 115(44.7) 81 (31.5)
30 Having a healthy body weight means being healthy 15(5.8) 26(10.1) 119 (46.3) 97 (37.7)
31 A healthy person takes care of themselves 9 3.5 18 (7.0) 118 (45.9) 112 (43.6)
32 Having a job influences health 8(3.1) 25(9.7) 128 (49.8) 96 (37.4)
33 Sharing with others promotes health 9@3.5) 18 (7.0) 117 (45.5) 113 (44.0)
34 Being depressed means being ill 20 (7.8) 34(13.2) 114 (44.4) 89 (34.6)
35 Poor health increases vulnerability 7.7 20 (7.8) 120 (46.7) 110 (42.8)

Table 2. Distribution of responses to the 35 items of the Health Perception Questionnaire (QPS) (N

= 257).

The five items with the highest level of agreement, corresponding to ratings of 3—4, were: 16—
physical activity promotes health (93.4%), I8—a balanced diet promotes health (92.6%), [1—health
is the desire to live (95.7%), I14—good sleep promotes health (90.3%), and I3—a healthy person is
active (90.3%). Conversely, the items with the lowest levels of agreement were those reflecting a
purely biomedical or reductionist view of health: I21—being healthy means being free from worries
(68.9%), 122—absence of pain is a sign of good health (67.3%), [25—absence of physical symptoms
means health (69.6%), [13—taking medication is a sign of illness (66.1%), and 111—healthy people

follow a vegetarian diet (52.1%).

Inferential Analysis

Following the approach of Bonetti et al. [4], agreement frequencies for each QPS item (ratings 3—4)
were compared across four sociodemographic and clinical subgroups: sex, age group, regular
medication use, and presence of chronic diseases. The chi-square test was applied, while Fisher’s
exact test was used when expected cell frequencies were below 5 [13]. Statistically significant results
(p < 0.05) are presented in Table 3. Specifically, the table reports only those items showing at least

one significant association (p < 0.05) among the items discussed in the text.

Health Perceptions Among Citizens in the Province of Barletta-Andria-Trani (BAT), Southern Italy: A Cross-Sectional Study Using the Health
Perception Questionnaire (QPS). 11
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. Agree Disagree Standardized
Item Variable | Category n %% ) n (;‘i ) Ve df p e e ()
16) Physical activity Sex Female | 124 (482%) | 14(54%) | 6.013 | 1 [ 0.014 245 |
promotes health Male 116 (45.1%) 3 (1.2%) +2.451
Age group ;86;355 6 (2.3%) 18 (7.0%) | 19416 | 3 | <0.001 -2.80 |
2}/6;‘: 35 (13.6%) | 44 (17.1%) -1.68
I11) Healthy people 45-64 40 (15.6%) | 39 (15.2%) -0.32
follow a vegetarian diet years
>65 years | 53 (20.6%) | 22 (8.6%) +3.82 1
i?sr;’a‘;{: Yes 65(25.3%) | 43(16.7%) | 4832 | 1 | 0.028 +2.20 1
No 69 (26.8%) | 80 (31.1%) 220 |
Age group ;8;: 11 (4.3%) 13(5.1%) | 17259 | 3 | <0.001 221
iée‘a‘r‘: 47 (18.3%) | 32 (12.5%) -1.50
I13) Taking medications 45-64 49 (19.1%) | 30 (11.7%) -0.93
is a sign of illness years
>65 years | 63 (24.5%) | 12 (4.7%) +3.88 1
iir;’a“sf Yes 79 (30.7%) | 29(11.3%) | 4.077 | 1 | 0.043 +2.02 1
No 91 (35.4%) | 58(22.6%) 22,02 )
Sex Female 95 (37.0%) | 43(16.7%) | 4.005 | 1 [ 0.045 -2.00 |
Male 95 (37.0%) | 24(9.3%) +2.00 1
Age group lyge;f: 9 (3.5%) 15(5.8%) | 22.620 | 3 | <0.001 427
26-44 55 (21.4%) | 24(9.3%) -1.05
years
45-64
114) Being free from years 63 (24.5%) | 16 (6.2%) +1.42
worries means being >65 years | 63 (24.5%) | 12 (4.7%) +2.36 1
healthy
Regular
medication Yes 99 (38.5%) | 25(9.7%) | 4340 | 1 | 0.037 +2.08 1
use
No 91 (35.4%) | 42(16.3%) -2.08 |
gir;’a“sf Yes 88 (34.2%) | 20(7.8%) | 5512 | 1 | 0.019 +2.351
No 102 (39.7%) | 47 (18.3%) 2235
Age group 1;;385 13 (5.1%) 11 (43%) | 12422 | 3 | 0.006 2335
2;::: 65(25.3%) | 14 (5.4%) +0.57
118) Being h 45-64
g healthy 63 (24.5%) | 16(6.2%) -0.11
means being years
independent >65 years 65 (253%) 10 (39%) +1.68
Regular
medication Yes 106 (41.2%) | 18 (7.0%) | 4277 | 1 0.039 +2.07 1
use
No 100 (38.9%) | 33 (12.8%) 2.07 ]
Age group lyiﬁss 9 (3.5%) 15(5.8%) | 23.072 | 3 | <0.001 -3.49 |
26441 4 (18.7%) | 31 (12.1%) -1.87
121) Being healthy years
means being free from 15764 | 56 218%) | 23 (8.9%) +0.46
worries years
>65 years | 64 (24.9%) | 11 (4.3%) +3.66 1
mlzgi‘:gzn Yes 93 (36.2%) | 31(12.1%) | 4.198 | 1 | 0.040 +2.05 1
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q Agree Disagree , Standardized
Item Variable | Category n (%) n (%) X df p et e ()
use
No 84 (32.7%) | 49 (19.1%) 2,05 |
ihr"mc Yes 86 (33.5%) | 22(8.6%) | 10056 | 1 | 0.002 +3.171
1Sease
No 91 (35.4%) | 58 (22.6%) 317
Age group ;8;: 9 (3.5%) 15(5.8%) | 29.001 | 3 | <0.001 327
16;:: 47 (18.3%) | 32 (12.5%) -1.78
‘;5;: 50 (19.5%) | 29 (11.3%) -0.92
122) Absence of pain is a >65 years | 67 (26.1%) | 8(3.1%) +4.83 1
sign of good health Regular
medication Yes 94 (36.6%) | 30(11.7%) | 7.852 | 1 | 0.005 +2.80 1
use
No 79 (30.7%) | 54 (21.0%) -2.80 |
iflsre"a';{cc Yes 82 (31.9%) | 26(10.1%) | 6278 | 1 | 0.012 +2.511
No 91 (35.4%) | 58 (22.6%) 2,51
Age group 1;;355 14 (5.4%) 10(3.9%) | 16.751 | 3 | <0.001 229
16;‘: 60 (23.3%) | 19 (7.4%) -0.28
124) Psychological 45-64
problems are a sign of yoars 55(21.4%) | 24(9.3%) -1.88
illness >65 years | 69 (26.8%) | 6 (2.3%) +3.66 1
ihromc Yes 90 (35.0%) | 18(7.0%) | 4.168 | 1 | 0.041 +2.04 1
1Sease
No 108 (42.0%) | 41 (16.0%) 2.04 |
Age group lyge;fss 8 (3.1%) 16 (62%) | 24.009 | 3 | <0.001 -4.06 |
zya;;: 53(20.6%) | 26 (10.1%) -0.59
45-64 54 (21.0%) | 25(9.7%) -0.30
years
125) If I have no >65 years | 64 (24.9%) 11 (4.3%) +3.51 1
physical signs or Regular
symptoms, I am healthy | .. 4ication Yes 95(37.0%) | 29(11.3%) | 5496 | 1 | 0.019 +2.34 1
use
No 84 (32.7%) | 49 (19.1%) 234
Chronic Yes 84(32.7%) | 24(93%) | 5822 | 1 | 0.016 +2.411
disease
No 95 (37.0%) | 54 (21.0%) 241
Sex Female | 103 (40.1%) | 35(13.6%) | 4.858 | 1 | 0.028 2.20 |
Male 102 (39.7%) | 17 (6.6%) +2.20 1
Regular
126) A healthy person medication Yes 106 (41.2%) 18 (7.0%) 4.853 1 0.028 +2.20 1
engages in disease use
prevention No 99 (38.5%) | 34(13.2%) 220
ihromc Yes 93(362%) | 15(5.8%) | 4.646 | 1 | 0.031 +2.16 1
1Sease
No 112 (43.6%) | 37 (14.4%) 216 |
127) A healthy person iir;’a‘;{: Yes 97 (37.7%) | 11(43%) | 6919 | 1 | 0.009 +2.63 1
has an active social life No 115 (44.7%) | 34 (13.2%) 2.63 |
128) Healthy people 18-25 o o
have no vices (drags, | AZeZow | o 12 (4.7%) 12(4.7%) | 10825 | 3 | 0.013 2.46 |
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q Agree Disagree , Standardized
Item Variable | Category n (%) n (%) X df p e e ()
alcohol, smoking, 2644 o o
oambling) years 53 (20.6%) | 26 (10.1%) -1.07
45-64 57(22.2%) | 22(8.6%) +0.13
years
>65 years | 62 (24.1%) | 13 (5.1%) +2.53 1
Regular
medication Yes 96 (37.4%) | 28(10.9%) | 3.996 | 1 0.046 +2.00 1
use
No 88 (34.2%) | 45(17.5%) -2.00 |
Chronic Yes 89 (34.6%) | 19(7.4%) | 10.708 | 1 | 0.001 +3271
disease
No 95 (37.0%) | 54 (21.0%) 327
Age group 1;;3: 14 (5.4%) 10(3.9%) | 10816 | 3 | 0.013 217
Zyi;f: 59 (23.0%) | 20 (7.8%) -0.40
45-64 57 (22.2%) | 22(8.6%) -1.03
years
129) Being healthy >65 years | 66 (25.7%) 9 (3.5%) +2.84 1
means the absence of Regular
disease medication Yes 102 (39.7%) | 22(8.6%) | 4.755 | 1 0.029 +2.18 1
use
No 94 (36.6%) | 39 (15.2%) 218 |
ihromc Yes 91 (354%) | 17(6.6%) | 6577 | 1 | 0.010 +2.56 1
1Sease
No 105 (40.9%) | 44 (17.1%) -2.56 |
130) Having a healthy Chronic Yes 97(37.7%) | 11(43%) | 4622 | 1 | 0.032 +2.151
weight means being disease
healthy No 119 (46.3%) | 30 (11.7%) 215
Age group lygeﬁss 16 (6.2%) 8(3.1%) | 11.511 | 3 | 0.009 -1.56
26-44 63 (24.5%) | 16 (6.2%) +0.20
years
134) Being depressed 45-64 56 (21.8%) | 23 (8.9%) 212
means being ill years
>65 years | 68 (26.5%) 7(2.7%) +2.95 1
ghr"mc Yes 94 (36.6%) | 14(54%) | 7271 | 1 | 0.007 +2.70 1
1Sease
No 109 (42.4%) | 40 (15.6%) 2270 |

Table 3. Statistically significant associations between QPS items and sample characteristics (N =
257). Chi-square test (or Fisher s exact test, where appropriate); percentages were calculated on the

total sample.

In the last column of Table 3, the Adjusted standardized residuals (z) derived from post-hoc residual
analysis were reported. Absolute values of |z| > 1.96 indicate categories that were significantly
overrepresented (1) or underrepresented (|) relative to expected frequencies (o = 0.05, two-tailed

test); these values are shown in bold.
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Of the 140 combinations tested, comprising 35 items each evaluated across four variables, 28
associations (20.0%) were found to be statistically significant. Age group showed the strongest
association, with 11 items displaying significant differences (111, 113,114,118, 121, 122, 124, 125, 128,
129, 134). Items reflecting biomedical or symptom-free conceptions of health exhibited a consistent
gradient of increasing agreement across older age groups: [22—absence of pain as an indicator of
good health (18-25 years: 37.5% vs. >65 years: 89.3%), 121—being healthy means being free from
worries, [14—absence of worries is health, and 125—absence of physical symptoms indicates good
health (all p <0.001). Item [11—healthy people follow a vegetarian diet—showed the steepest age-
related gradient, with agreement increasing from 25.0% in the 18-25 age group to 70.7% among
participants aged >65 years (p < 0.001).

The presence of a chronic disease was associated with significantly higher agreement on 11 items
(I11, 114, 121, 122, 125, 126, 127, 128, 129, 130, 134). Regular medication use was associated with four
significant items (122, 125, 126, 129). Sex differences were limited to two items: I6—physical activity
promotes health (p = 0.028; males: 97.5% vs. females: 89.9%) and 126—a healthy person engages in

disease prevention (p = 0.041).

DISCUSSION

The findings of this survey provide a clear picture of how health is conceptualized among residents
of the BAT Province. Most participants did not conceptualize health as a narrowly biomedical
construct. For most participants, being healthy means being active, maintaining social relationships,
eating well, sleeping well, and feeling free, rather than simply being free from disease diagnoses. This
perspective is consistent with the World Health Organization's definition of health [1] and with
Antonovsky’s salutogenic model [14], which conceptualizes health in terms of the resources
individuals draw upon to cope with everyday challenges rather than the mere absence of pathology.

The QPS showed excellent reliability in this sample. A Cronbach’s alpha of 0.940 indicates excellent

Health Perceptions Among Citizens in the Province of Barletta-Andria-Trani (BAT), Southern Italy: A Cross-Sectional Study Using the Health
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internal consistency and confirms the value reported in the Italian validation study [4]. This finding
is encouraging, as it suggests that the instrument performs well not only in Northern Italy, where it
was originally tested, but also in Southern Italian populations. The five items receiving the highest
levels of agreement—physical activity, balanced nutrition, adequate sleep, vitality, and active self-
care—indicate a conception of health as an active process, something that is cultivated and maintained
rather than simply experienced.

These findings are consistent with a growing body of evidence showing that health beliefs among
citizens, both in Italy and internationally, are increasingly oriented toward behavioral determinants of
health, moving away from passive and exclusively disease-centred models [15,16]. The fact that
95.7% of respondents agreed with the statement “health is the desire to live” (I1) effectively
summarizes this perspective: for the participants in this study, health is not merely the absence of
disease but, more importantly, an attitude toward life and the way it is lived [17].

The item generating the greatest disagreement, namely “healthy people follow a vegetarian diet” (I11;
47.9% disagreement), warrants brief consideration. Southern Italy, characterized by one of the
world’s most deeply rooted Mediterranean dietary traditions, may have led participants to distinguish
between healthy eating and adherence to a specific vegetarian dietary pattern. This finding should not
necessarily be interpreted as a rejection of healthy nutrition, but rather as a culturally shaped
reluctance to equate health with a single dietary model. Results such as these highlight the importance
of interpreting health perception instruments within their cultural context. However, the low level of
agreement with this item may not be attributable solely to cultural factors. It may also reflect an
inherent limitation in the item’s wording, which appears to imply a direct and exclusive association
between health and vegetarianism. This ambiguity has already been noted in the literature [4], and its
recurrence in the present sample suggests a potential limitation of the instrument that should be
considered in future revision and adaptation processes.

Age emerged as the variable most strongly associated with differences in health perceptions. Older

Health Perceptions Among Citizens in the Province of Barletta-Andria-Trani (BAT), Southern Italy: A Cross-Sectional Study Using the Health
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adults consistently showed higher levels of agreement with items defining health in terms of the
absence of symptoms, pain, medication use, or visible signs of illness. This generational difference
likely reflects two complementary factors. On the one hand, many individuals aged 65 years and older
were socialized within a more traditional conception of health. On the other hand, they have direct
experience of age-related physical decline. As individuals experience increasing age-related physical
limitations, the absence of symptoms may indeed come to be perceived as synonymous with good
health.

Post-hoc analysis of adjusted standardized residuals (ASRs) [14], conducted for all associations found
to be significant in the chi-square analyses, provided insight beyond the overall statistical significance
by identifying the specific categories contributing most strongly to each association. An adjusted
standardized residual measures, for each cell in a contingency table, the difference between observed
and expected frequencies under the assumption of independence, expressed in standard deviation
units. Absolute values greater than 1.96 indicate a statistically significant deviation (a = 0.05), with
positive values indicating over-representation and negative values indicating under-representation
relative to expected frequencies.

In the present sample, for nearly all items reflecting a biomedical conception of health (I11, 114, 121,
122, and 125), individuals aged >65 years consistently displayed the highest positive residuals (ASRs
ranging from +2.36 to +4.83), whereas participants aged 18-25 years showed the most pronounced
negative residuals (ASRs ranging from —2.80 to —4.27). Therefore, it was specifically the oldest age
group, rather than a generic age-related trend, that primarily drove the significance of these
associations. This level of detail, obtainable only through residual analysis rather than the overall chi-
square p-value, strengthens the clinical interpretation that the lived experience of ageing is
specifically associated with a symptom-oriented view of health.

Sex differences were limited but interpretable. Men showed higher agreement with items relating to

physical activity as a health-promoting behavior (16) and to the belief that a healthy person actively
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prevents disease (I126). These patterns are consistent with previous literature reporting sex-specific
health behaviors, whereby men tend to associate health more strongly with physical performance and
preventive actions [4]. The absence of significant sex differences across most other items suggests
that, at least within this sample, men and women share broadly similar conceptions of health.
Participants with chronic diseases showed higher levels of agreement with biomedical-oriented items
(I21, 122, 128, and 129) compared with participants without chronic conditions. At first glance, this
finding may appear counterintuitive, as individuals living with chronic illness might be expected to
develop a more complex understanding of health. However, the result is consistent with the findings
reported by Bonetti et al.; the lived experience of disease may reinforce symptom-centred conceptions
of health rather than challenge them. Similarly, individuals who reported regular medication use were
more likely to agree that health is characterized by the absence of physical symptoms (I25) and pain
(I22). This further suggests that the daily experience of managing health conditions influences—and
may sometimes narrow—the way health itself is conceptualized.

From a nursing perspective, perhaps the most noteworthy finding is that participants rarely defined
health as merely the absence of disease. Several concepts traditionally emphasized in nursing health
education—including physical activity (I16), maintaining a healthy weight (I130), avoiding substance
misuse (I28), and practicing active self-care (I31)—received widespread support. This provides
nurses with a concrete starting point for health promotion interventions. By encouraging healthy
behaviors, nurses can build upon individuals’ existing understanding of health rather than attempting
to challenge deeply rooted biomedical beliefs. Understanding what health means to each person is
not an ancillary aspect of care but a fundamental prerequisite for delivering genuinely person-centred
nursing practice.

These findings should also be considered within the broader context of evidence concerning territorial
health inequalities in Italy. National studies based on data from the ISTAT Multipurpose Household

Survey have consistently shown that self-rated health is less favorable in Southern Italy than in
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Central and Northern regions, with this disparity becoming more pronounced in recent years and
particularly affecting women [19]. Similar geographic gradients are also reflected in ISTAT indicators
of healthy life expectancy, which document a structural disadvantage for Southern Italy compared
with the North. This national picture is broadly consistent with the present findings. Despite living in
a southern Italian context, residents of the BAT Province reported high levels of agreement with items
related to active and health-promoting lifestyles. This suggests that subjective conceptions of health
do not necessarily align with objective population health indicators but may instead be shaped by
local cultural factors, including the Mediterranean dietary tradition and the strong social and
community networks typically found in small- and medium-sized Southern Italian settings. However,
it should be noted that, to our knowledge, no other Italian studies have applied the QPS instrument in
different provinces or regions. Consequently, direct comparison with the original validation study

conducted in Northern Italy [4] remains the only instrument-specific benchmark currently available.

Limitations

Several limitations should be considered when interpreting the findings of this study. First, although
the quota convenience sampling strategy was designed to reflect the age distribution of the BAT
Province according to ISTAT 2023 data, participants were not selected through random sampling.
This introduces a potential risk of selection bias and limits the generalizability of the findings to the
entire adult population of the province (approximately 300,000 inhabitants).

Second, the cross-sectional design provides a snapshot of participants’ health perceptions at a single
point in time and does not allow causal inferences to be drawn regarding the relationships between
sociodemographic characteristics and health perceptions.

Third, the dichotomization of Likert-scale responses (1-2 vs. 3—4), although consistent with the
methodological approach adopted by Bonetti et al. [4], may have resulted in some loss of information

and reduced the discriminative capacity of the analyses.
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Additional sources of bias should also be acknowledged. These include social desirability bias,
particularly among participants who received assistance from study personnel while completing the
questionnaire, potentially leading to unintentional influence on responses; non-response bias,
whereby individuals who declined participation may systematically differ from those who took part;
and possible incidence—prevalence bias resulting from the over- or under-representation of
individuals with chronic diseases or polypharmacy compared with the resident adult population.

Finally, the absence of a formal a priori sample size calculation represents a further limitation.
Although this may be justified by the exploratory nature of the study, future research should aim to
overcome this limitation through probabilistic sampling strategies and adequately powered study

designs.

CONCLUSIONS

In conclusion, residents of the BAT Province generally conceptualize health in a holistic manner,
considering not only the body but also lifestyle, interpersonal relationships, and mental well-being as
essential components of overall health. A purely biomedical perspective, defining health simply as
the absence of disease or symptoms, was endorsed by only a minority of participants. Most
respondents recognized that an individual may still perceive themselves as healthy while living with
a chronic condition or undergoing ongoing treatment.

This finding is particularly relevant, as it has direct implications for how nurses and other healthcare
professionals interact with patients and develop care plans [4]. Future research should employ
probabilistic sampling methods across different Italian provinces to determine whether these patterns
are consistent nationwide and to explore potential regional differences. Longitudinal studies may also
help clarify whether individuals’ perceptions of health change over time, for example following
significant health-related experiences or as a consequence of ageing. Finally, the QPS appears to be

a useful instrument for nursing assessment, as it captures what health means to each individual—
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precisely the type of information required to support person-centred care [4].

Ethical Statements

The study protocol received formal approval from the Ethics Committee of the University Hospital
of Foggia (Approval No. 17/CE/2026) on 26 February 2026. The study was conducted in accordance
with the principles of the Declaration of Helsinki (2013 revision) [ 18] and the General Data Protection
Regulation (GDPR—EU Regulation 2016/679). Digital informed consent was obtained from all
participants prior to data collection. Participation in the study was voluntary and completely

anonymous. No personally identifiable data were collected from participating subjects.

Conflicts of Interest

The authors declare that they have no conflicts of interest related to this study.

Funding

No specific funding was received for this study.

Author Contributions

Conceptualization: D.P., Data curation: G.G., E.B., D.P., B.D. Formal analysis: E.B. Supervision:
F.R., E.B., D.P. Visualization: M.B., G.P., F.R. Writing — original draft: G.G., E.B., V.S. Writing —
review & editing: E.B., D.P.,, G.G. All authors critically revised the manuscript for important

intellectual content and approved the final version for submission. E.B. is the corresponding author.

Acknowledgements
The authors would like to thank all individuals who dedicated their time to this project, particularly

those who contributed to data collection and all participants who completed the questionnaire.

Health Perceptions Among Citizens in the Province of Barletta-Andria-Trani (BAT), Southern Italy: A Cross-Sectional Study Using the Health
Perception Questionnaire (QPS). 21



\SC

ursing 2026, Volume 3, Nr. 1 pp 1-23

REFERENCES

1.

World Health Organization. Constitution of the World Health Organization. Geneva: WHO;
1948.

World Health Organization. Ottawa Charter for Health Promotion. Geneva: WHO; 1986.

Idler EL, Benyamini Y. Self-rated health and mortality: a review of twenty-seven community
studies. J Health Soc Behav. 1997;38(1):21-37. do0i:10.2307/2955359

Bonetti L, Demarchi A, Terzoni S, et al. Cos'e la salute per te? Sviluppo e validazione del
Questionario sulla Percezione della Salute (QPS) nella popolazione italiana [What is health for
you? Development and validation of the Health Perception Questionnaire (QPS) in the Italian
population]. L'Infermiere. 2023;60(4):e178-89.

South J. A guide to community-centred approaches for health and wellbeing. London: Public
Health England/NHS England; 2015. Available from:
https://www.gov.uk/government/publications/health-and-wellbeing-a-guide-to-community-
centred-approaches

Federazione Nazionale degli Ordini delle Professioni Infermieristiche (FNOPI). Commentario al
Codice Deontologico delle Professioni Infermieristiche. Roma: FNOPI; 2019. Available from:
https://www.fnopi.it/wp-content/uploads/2020/06/Commentario-CD-.pdf

International Council of Nurses (ICN). The ICN Code of Ethics for Nurses. Geneva: ICN; 2019.
Available from:
https://www.icn.ch/sites/default/files/inline-files/ICN_Code-of-Ethics EN_Web.pdf.

Ware JE, Gandek B. Overview of the SF-36 Health Survey and the International Quality of Life
Assessment (IQOLA) Project. J Clin Epidemiol. 1998;51(11):903-12. doi:10.1016/S0895-
4356(98)00081-X

Topp CW, Ostergaard SD, Sendergaard S, et al. The WHO-5 Well-Being Index: a systematic

review of the literature. Psychother Psychosom. 2015;84(3):167-76. doi:10.1159/000376585

Health Perceptions Among Citizens in the Province of Barletta-Andria-Trani (BAT), Southern Italy: A Cross-Sectional Study Using the Health
Perception Questionnaire (QPS). 22



\SC

ursing 2026, Volume 3, Nr. 1 pp 1-23

10

1.

12.

13.

14.

15.

16.

17.

18.

19.

Istituto Nazionale di Statistica (ISTAT). Dati demografici territoriali—Provincia Barletta-
Andria-Trani. Rome: ISTAT; 2023 [cited 2026 Jun 6]. Available from: https://www.istat.it

The jamovi project. jamovi (Version 2.6) [computer software]. 2024 [cited 2026 Jun 6]. Available
from: https://www.jamovi.org.

Nunnally JC, Bernstein IH. Psychometric theory. 3rd ed. New York: McGraw-Hill; 1994.
Sheskin DJ. Handbook of Parametric and Nonparametric Statistical Procedures. 4th ed. Boca
Raton: Chapman & Hall/CRC; 2004.

Antonovsky A. Unraveling the mystery of health: how people manage stress and stay well. San
Francisco: Jossey-Bass; 1987.

Blaxter M. Health and lifestyles. London: Tavistock/Routledge; 1990.

Huber M, Knottnerus JA, Green L, et al. How should we define health? BMJ. 2011;343:d4163.
doi:10.1136/bm;j.d4163.

Botter C, Nobile S, Arcadi P, et al. Cos'e la salute per te? Studio qualitativo sul significato di
salute percepito dai cittadini [What is health for you? A qualitative study on citizens' perceived
meaning of health]. L'Infermiere. 2019;56:€81-e93. Available from:
https://www.infermiereonline.org/2019/12/13/cose-la-salute-per-te-studio-qualitativo-sul-
significato-di-salute-percepito-dai-cittadini/

World Medical Association. Declaration of Helsinki: ethical principles for medical research
involving human subjects. JAMA. 2013;310(20):2191-4. doi:10.1001/jama.2013.281053.
Piazzoni C, Terraneo M. Le disuguaglianze territoriali di salute in Italia. In: Perocco F, Pirina G,
editors. Le disuguaglianze territoriali in Italia: cause, forme, conseguenze. Venezia: Edizioni Ca'

Foscari; 2025. doi:10.30687/978-88-6969-991-7/005.

Health Perceptions Among Citizens in the Province of Barletta-Andria-Trani (BAT), Southern Italy: A Cross-Sectional Study Using the Health
Perception Questionnaire (QPS). 23



\SC

ursing 2026, Volume 3, Nr. 2 pp 24-62

INTENTION TO LEAVE AMONG COMMUNITY, HOME CARE AND PRIMARY

HEALTH CARE NURSES: A SCOPING REVIEW

. . . . . . . . . *
Elisa Lovino !, Anna Rita Marucci !*, Florin Sandu 2, Francesco Zaghini *, Flavio Marti %

1. School of Nursing and Midwifery, Faculty of Medicine and Psychology, Sapienza University
of Rome, Via di Grottarossa 1035, 00189 Rome, Italy

2. Medicasa Italia S.p.A., Via Bisceglie 66, 20152 Milan, Italy

3. Department of Health Profession, San Camillo Forlanini Hospital, C.ne Gianicolense 87, 00152
Rome, Italy

4. Department of Biomedicine and Prevention, Tor Vergata University of Rome, Via Montpellier,

1, 00133 Rome, Italy

* Corresponding author: Flavio Marti, School of Nursing and Midwifery, Faculty of Medicine and
Psychology, Sapienza University of Rome, San Camillo Forlanini Hospital, 00152 Rome, Italy —

ORCID: https://orcid.org/0000-0001-9569-3329 - E-mail: flavio.marti@uniromal.it

Review article

DOI: 10.32549/0OPI-NSC-147
Submitted: 27 March 2026

Revised: 31 August 2026

Accepted: 03 September 2026
Published online: 08 September 2026

This article is licensed under the Creative Commons Attribution - Non
Commercial - No Derivatives 4.0 (CC BY NC ND 4.0) international
license.

INTENTION TO LEAVE AMONG COMMUNITY, HOME CARE AND PRIMARY HEALTH CARE NURSES: A SCOPING REVIEW 24



\SC

ursing 2026, Volume 3, Nr. 2 pp 24-62

ABSTRACT

Introduction: Intention to leave (ITL) is a relevant predictor of nurse turnover and workforce
instability. While extensively studied in hospital settings, evidence in community, home care, and
primary health care remains limited despite the growing relevance of these services.

Objective: To map the available evidence on ITL among nurses working in community, home care,
and primary health care settings and to identify associated factors.

Materials and Methods: A scoping review was conducted and reported according to the PRISMA -
ScR framework. Six electronic databases were searched, applying a publication-date restriction
from January 2016 to May 2026. Studies focusing on ITL among nurses working in out-of-hospital
settings were included and analyzed using a narrative synthesis approach.

Results: Thirty studies were included. Findings indicate that ITL is influenced by a complex
interaction of factors, which can be grouped into two main domains: management factors (e.g.,
leadership, organizational support, professional autonomy) and context factors (e.g., workload,
burnout, moral distress, work environment characteristics).

Conclusion: These findings suggest that ITL emerges when job demands exceed available
resources, in line with the Job Demands—Resources model. Unlike evidence derived predominantly
from hospital settings, this review suggests that intention to leave in community and home care is
shaped not only by common organizational factors but also by setting-specific characteristics,
including the dual role of professional autonomy, professional isolation, and delegation practices.
These findings extend current evidence by providing a context-specific framework for interpreting

ITL in out-of-hospital nursing services.

Keywords: intention to leave; community nursing; home care nursing; nurse retention;

organizational support
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INTRODUCTION

Over recent decades, intention to leave (ITL) is regarded as an important predictor of professional
turnover. This concept refers to the intentional, yet not enacted, decision to leave one’s current job
or, in some cases, the profession itself. ITL represents an intermediate stage between job
dissatisfaction and actual turnover and is therefore relevant for understanding and potentially
preventing the loss of qualified nursing personnel [1].

Although research on nursing turnover has developed substantially in hospital settings [2,3],
evidence on nurses working in community, primary health care and home care settings remains
limited. This gap is increasingly relevant given the growing shift of healthcare systems towards
community-based models of care in response to population ageing, the growing prevalence of
chronic conditions, and the need for greater continuity of care [2,4,5].

Although terminology and service organization vary across healthcare systems, these settings share
the provision of nursing care outside hospital environments. Community, primary health care and
home care nurses play an essential role in health promotion, integrated care pathway management,
care of frail people and family support [6].

Working in these settings often involves substantial professional autonomy, limited direct
supervision, physical distance from teams, and the management of complex situations in non-
standardized environments such as patients’ homes [4,7]. When adequate organizational and

professional support is lacking, these characteristics may contribute to professional isolation, stress,

and ITL [8].

Objective
The aim of this review was to map the available evidence on ITL among nurses working in
community, home care, and primary health care settings and to identify associated factors,

addressing a gap in the literature on out-of-hospital nursing contexts.
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MATERIALS AND METHODS

This study is a scoping review conducted and reported in accordance with the JBI methodology for
scoping reviews [9] and the Preferred Reporting Items for Systematic Reviews and Meta-Analyses
extension for Scoping Reviews (PRISMA-ScR) [10,11]. This approach was chosen due to the
exploratory nature of the research question and the heterogeneity of the available evidence in terms
of study designs, settings, and definitions of ITL, which required a broad mapping of the literature
rather than a narrowly focused synthesis. In line with JBI guidance, the review adopted the PCC

(Population, Concept, Context) framework to define the research question and eligibility criteria.

Search Strategy

The final literature searches were conducted on May 26, 2026, across six electronic databases:
PubMed, Scopus, CINAHL (via EBSCOhost), Web of Science Core Collection, PsycINFO (via
EBSCOhost), and the Cochrane Library, using the database-specific search strategies reported in
Table 1. The publication-date restriction (January 2016 to May 2026) was applied using the
database interface filters rather than being incorporated into the search strings. To identify keywords
to be included in the search strategy, two researchers (EL, FM) independently performed a
preliminary review of the literature on the topic. Any disagreements between reviewers were
resolved by discussion with a third researcher (ARM). The search strategy primarily relied on free-
text terms to maximize sensitivity across databases with different indexing systems, in a field
characterized by heterogeneous terminology. A consistent core search strategy was applied across
databases to ensure comparability, with minor adaptations where appropriate. The use of multiple
databases with complementary indexing systems was intended to enhance overall coverage and
reduce the risk of missing relevant studies. Grey literature was not included because the primary
aim of this review was to map evidence derived from peer-reviewed scientific literature. Restricting

the review to peer-reviewed sources was considered appropriate to ensure methodological
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consistency and comparability across studies.

Search Strategy Database | Search date | Results

((nurs*[tiab] OR nurse[tiab] OR nurses[tiab] OR "Nurses"[Mesh] OR
"Community Health Nursing"[Mesh] OR "Public Health Nursing"[Mesh])
AND (turnover[tiab] OR "turnover intention"[tiab] OR "turnover
intentions"[tiab] OR "intention to leave"[tiab] OR "intent to leave"[tiab]
OR "intention-to-leave"[tiab] OR "intention to stay"[tiab] OR "intent to
stay"[tiab] OR retention[tiab] OR attrition[tiab] OR resignation[tiab] OR
"intention to quit"[tiab] OR "intent to quit"[tiab] OR "Personnel
Turnover"[Mesh]) AND ("community care nursing"[tiab] OR "primary
health care nursing"[tiab] OR "home healthcare nursing"[tiab] OR
"transitional care"[tiab] OR "care continuum"[tiab] OR "hospital to
home"[tiab] OR "community nursing"[tiab] OR "community health
nursing"[tiab] OR "primary care nursing"[tiab] OR "primary healthcare PubMed | May 26, 2026 1643

nursing"[tiab] OR "primary health care"[tiab] OR "home care ’ results
nursing"[tiab] OR "home health care nursing"[tiab] OR "home
nursing"[tiab] OR "home care"[tiab] OR "domiciliary care"[tiab] OR
"district nursing"[tiab] OR "community-based care"[tiab] OR
"community-based nursing"[tiab] OR "community healthcare"[tiab] OR
"community health services"[tiab] OR "local health services"[tiab] OR
"out-of-hospital care"[tiab] OR "ambulatory care"[tiab] OR "continuity of
care"[tiab] OR "Primary Health Care"[Mesh] OR "Home Care
Services"[Mesh] OR "Home Nursing"[Mesh] OR "Community Health
Services"[Mesh] OR "Community Health Nursing"[Mesh] OR "Continuity
of Patient Care"[Mesh] OR "Transitional Care"[Mesh] OR "Ambulatory
Care"[Mesh]))

((MH "Nurses+") OR (MH "Community Health Nursing+") OR (MH
"Public Health Nursing+") OR TI nurs* OR AB nurs*) AND ((MH
"Personnel Turnover+") OR TI (turnover OR "turnover intention" OR
"turnover intentions" OR "intention to leave" OR "intent to leave" OR
"intention to stay" OR "intent to stay" OR retention OR attrition OR
quitting OR "leaving the profession" OR resignation OR "intention to
quit" OR "intent to quit") OR AB (turnover OR "turnover intention" OR
"turnover intentions" OR "intention to leave" OR "intent to leave" OR
"intention to stay" OR "intent to stay" OR retention OR attrition OR
quitting OR "leaving the profession" OR resignation OR "intention to
quit" OR "intent to quit")) AND ((MH "Primary Health Care+") OR (MH

"Home Health Care+") OR (MH "Home Nursing+") OR (MH CINAHL
"Community Health Services+") OR (MH "Community Health Nursing+")
OR (MH "Continuity of Patient Care+") OR (MH "Transitional Care+")
OR (MH "Ambulatory Care+") OR TI ("community care nursing" OR
"primary health care nursing" OR "home healthcare nursing" OR
"territorial nursing care" OR "transitional care" OR "care continuum" OR
"hospital to home" OR "community nursing" OR "community health
nursing" OR "primary care nursing" OR "home care nursing" OR "home

May 26, 915
2026 results

nursing" OR "home care" OR "district nursing" OR "public health
nursing" OR "family nursing" OR "visiting nurses" OR "visiting nurse"
OR "domiciliary care" OR "community-based care" OR "community
health services" OR "out-of-hospital care"” OR "continuity of care” OR
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Search Strategy Database | Search date | Results

"primary health care") OR AB ("community care nursing" OR "primary
health care nursing" OR "home healthcare nursing" OR "territorial nursing
care" OR "transitional care" OR "care continuum" OR "hospital to home"
OR "community nursing" OR "community health nursing" OR "primary
care nursing" OR "home care nursing" OR "home nursing" OR "home
care" OR "district nursing" OR "public health nursing" OR "family
nursing" OR "visiting nurses" OR "visiting nurse" OR "domiciliary care"
OR "community-based care" OR "community health services" OR "out-of-
hospital care" OR "continuity of care" OR "primary health care"))
((nurs* OR nurse OR nurses) AND (turnover OR "turnover intention" OR
"turnover intentions" OR "intention to leave" OR "intent to leave" OR
"intention-to-leave" OR "intention to stay" OR "intent to stay" OR
retention OR attrition OR resignation OR "intention to quit" OR "intent to
quit") AND ("community care nursing" OR "primary health care nursing"
OR "home healthcare nursing" OR "transitional care" OR "care
continuum" OR "hospital to home" OR "community nursing" OR
"community health nursing" OR "primary care nursing" OR "primary
healthcare nursing" OR "primary health care" OR "home care nursing" OR
"home health care nursing" OR "home nursing” OR "home care" OR
"domiciliary care" OR "district nursing" OR "community-based care" OR
"community-based nursing" OR "community healthcare" OR "community
health services" OR "local health services" OR "out-of-hospital care" OR
"ambulatory care" OR "continuity of care"))
( ( nurs* OR nurse OR nurses ) AND ( turnover OR "turnover intention"
OR "turnover intentions" OR "intention to leave" OR "intent to leave" OR
"intention-to-leave" OR "intention to stay" OR "intent to stay" OR
retention OR attrition OR resignation OR "intention to quit" OR "intent to
quit" ) AND ( "community care nursing" OR "primary health care nursing"
OR "home healthcare nursing" OR "transitional care" OR "care
continuum" OR "hospital to home" OR "community nursing"” OR Scopus
"community health nursing" OR "primary care nursing" OR "primary
healthcare nursing" OR "primary health care" OR "home care nursing" OR
"home health care nursing" OR "home nursing" OR "home care" OR
"domiciliary care" OR "district nursing" OR "community-based care" OR
"community-based nursing" OR "community healthcare" OR "community
health services" OR "local health services" OR "out-of-hospital care" OR
"ambulatory care" OR "continuity of care" ) )
((DE "Nurses" OR DE "Community Health Nursing" OR TI(nurs* OR
nurse OR nurses) OR AB(nurs* OR nurse OR nurses)) AND (DE
"Employee Turnover" OR TI(turnover OR "turnover intention" OR
"turnover intentions" OR "intention to leave" OR "intent to leave" OR
"intention-to-leave" OR "intention to stay" OR "intent to stay" OR
retention OR attrition OR resignation OR "intention to quit" OR "intent to
quit") OR AB(turnover OR "turnover intention" OR "turnover intentions" PsycInfo
OR "intention to leave" OR "intent to leave" OR "intention-to-leave" OR
"intention to stay" OR "intent to stay" OR retention OR attrition OR
resignation OR "intention to quit" OR "intent to quit")) AND (DE
"Primary Health Care" OR DE "Home Care" OR DE "Community Health
Services" OR TI("community care nursing" OR "primary health care
nursing" OR "home healthcare nursing” OR "transitional care" OR "care
continuum" OR "hospital to home" OR "community nursing" OR

Cochrane May 26,
Library 2026

7 results

May 26, 698
2026 results

May 26, 128
2026 results
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Search Strategy Database | Search date | Results

"community health nursing" OR "primary care nursing" OR "primary
healthcare nursing" OR "primary health care" OR "home care nursing" OR
"home health care nursing" OR "home nursing"” OR "home care" OR
"domiciliary care" OR "district nursing" OR "community-based care" OR
"community-based nursing" OR "community healthcare" OR "community
health services" OR "local health services" OR "out-of-hospital care" OR
"ambulatory care" OR "continuity of care") OR AB("community care
nursing" OR "primary health care nursing" OR "home healthcare nursing"
OR "transitional care" OR "care continuum" OR "hospital to home" OR
"community nursing" OR "community health nursing" OR "primary care
nursing" OR "primary healthcare nursing" OR "primary health care" OR
"home care nursing" OR "home health care nursing" OR "home nursing"
OR "home care" OR "domiciliary care" OR "district nursing" OR
"community-based care" OR "community-based nursing" OR "community
healthcare" OR "community health services" OR "local health services"
OR "out-of-hospital care" OR "ambulatory care" OR "continuity of
care")))

(((nurs* OR nurse OR nurses) AND (turnover OR "turnover intention" OR
"turnover intentions" OR "intention to leave" OR "intent to leave" OR
"intention-to-leave" OR "intention to stay" OR "intent to stay" OR
retention OR attrition OR resignation OR "intention to quit" OR "intent to
quit") AND ("community care nursing" OR "primary health care nursing"
OR "home healthcare nursing" OR "transitional care" OR "care

continuum" OR "hospital to home" OR "community nursing"” OR Web of May 26, 375

"community health nursing" OR "primary care nursing" OR "primary Science 2026 results

healthcare nursing" OR "primary health care" OR "home care nursing" OR
"home health care nursing”" OR "home nursing" OR "home care" OR

"domiciliary care" OR "district nursing" OR "community-based care" OR

"community-based nursing" OR "community healthcare" OR "community

health services" OR "local health services" OR "out-of-hospital care" OR

"ambulatory care" OR "continuity of care")))

Table 1. Search strategy.

Inclusion and Exclusion Criteria

The review question was developed according to the JBI methodology for scoping reviews [9] using
the Population, Concept and Context (PCC) framework, which guided the definition of review
objectives and inclusion and exclusion criteria.

Population: Studies involving nurses who provide direct patient care in community, home care, and
primary health care settings were included. Studies conducted on samples composed of students,
other healthcare professionals or hospital staff were excluded.

Concept: This scoping review examined the relationship between the work setting and ITL.
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Regarding the organizational context, all studies investigating predictive or protective factors
associated with ITL were included, without restriction to specific variables.

Context: This scoping review included studies investigating intention to leave in community, home
care, and primary health care settings, excluding hospital-based or residential institutional care
contexts. For the purpose of this review, setting classification was based primarily on the
characteristics of the service and care delivery model described in the full text, rather than solely on
the terminology used by the original authors, given the variability of definitions across healthcare
systems. For classification purposes, home care referred to nursing care delivered primarily in
patients’ homes; primary health care to nursing care delivered within first-contact, community-
based primary care services; and community care to nursing services delivered outside hospital and
residential institutional settings to individuals or populations within the community. Mixed-setting
studies were considered eligible when the community, home care, or primary health care component
was clearly identifiable. When setting-specific findings could not be separately extracted, these
findings were not interpreted as direct evidence specific to out-of-hospital nursing. Studies
conducted in long-term care facilities, nursing homes, residential aged-care settings, or other
institutional care environments were excluded, as these settings are characterized by organizational
structures, workforce models, and care processes that differ substantially from community-based
nursing services. To enhance the applicability of findings to routine community nursing practice,
studies conducted exclusively on working conditions during the acute COVID-19 emergency and
whose findings were confined to the pandemic crisis context were excluded. Studies examining
experiences across the pandemic and the subsequent transition or recovery period were considered
eligible when they provided findings relevant to intention to leave or workforce retention beyond
the acute emergency phase. Studies focused on highly specific rural or remote community contexts
were also excluded, given the exceptional circumstances and contextual factors that may limit

transferability to broader community care settings.
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Evidence Sources and Selection

Primary and secondary studies were considered for inclusion, regardless of methodological design,
provided they were published in English or Italian. Potential overlap between primary studies
included directly in the review and primary studies represented within the included secondary
evidence sources was assessed by cross-checking the studies included in each review against the
primary studies included in the present scoping review. To ensure the inclusion of contemporary
evidence relevant to current community nursing practice and workforce dynamics, only studies
published between January 2016 and May 2026 were considered eligible. Studies involving
populations other than nurses, editorials and articles published in languages other than English or
Italian were excluded. In addition, backward and forward citation tracking (snowballing) was
undertaken for all included studies to enhance the comprehensiveness of the search process and
reduce the risk of missing relevant evidence. Records identified through citation tracking were
screened independently by two reviewers and assessed against the same eligibility criteria applied

to studies retrieved from electronic databases.

Study Selection

Results retrieved from database searches were uploaded to Rayyan [12], which enabled the removal
of duplicates and the initial screening of titles and abstracts by two reviewers (EL and FM). Any
disagreements were resolved through consultation with a third independent reviewer (ARM). Full-
text eligibility assessment was subsequently conducted independently by the same two reviewers
(EL and FM) against the predefined inclusion and exclusion criteria. Disagreements at this stage
were resolved through discussion and, when necessary, consultation with the third reviewer (ARM).
A complete list of reports excluded after full-text assessment, including reports identified through
database searching and citation tracking, together with the primary reason for exclusion, is provided

in Table 2 (Appendix, pp. 51-55). The screening process was subsequently reported using the
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PRISMA flow diagram [13].

Data Extraction

Data were extracted from the included studies in accordance with the JBI Manual [9]. A structured
data extraction form was used, and the process was conducted independently by two reviewers, with
discrepancies resolved through discussion with a third reviewer. Extracted data included author(s),
year, aim, study design, setting, sample, factors associated with ITL, and key findings relevant to

the review objective.

Data Synthesis

The extracted data were synthesized using a narrative approach and presented in tables, as
recommended by the JBI Manual [9]. Thematic categories were developed through an iterative
process of grouping and comparison of the extracted data. Factors associated with ITL were first
examined for conceptual similarity and then compared across studies. Similar factors were
iteratively grouped into broader thematic categories through discussion among the reviewers until
consensus was reached. Data were finally aggregated and summarized within the identified

thematic areas according to their conceptual similarity and relevance to the review objective.

RESULTS

By applying the previously described selection criteria, of the 3,766 articles initially identified
through the database search, 1,236 duplicates retrieved from multiple sources were removed.
Therefore, a total of 2,530 records remained. Blind screening of titles and abstracts led to the
exclusion of 2,468 studies. Of the 62 articles that met the criteria based on title and abstract, a
further 38 were excluded after full-text review because they did not meet the inclusion criteria and

were not consistent with the review question (wrong outcome, 12; wrong population, 22; wrong
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publication type, 4). Twenty-four studies met the eligibility criteria following full-text assessment.
An additional six studies were identified through citation tracking and met the eligibility criteria,

resulting in a total of 30 studies included in the final synthesis (Figure 1, Appendix, p. 50).

Study Characteristics

Among the 30 articles included, 21 were primary studies and 9 were secondary evidence sources
[14-22], including systematic, integrative, and qualitative reviews. No primary study included
directly in the present review was also represented within the included secondary evidence sources.
The publication period ranged from 2016 [14,23-26] to 2026 [15,27,28].

The geographical area most represented among the primary studies was the United States, with
seven studies [23,24,28-32]. The remaining studies were conducted in Canada [25,26,33], United
Kingdom [27,34], Australia [35], Brazil [36], China [37], Italy [38], Sweden [39], Japan [40], North
Macedonia [41] and Portugal [42], while one study [43] was conducted across healthcare
institutions in multiple European countries and included a community/home care subgroup. Most
primary studies were conducted in community or primary health care settings [24,27,30-32,34,37],
four studies were carried out in home care settings [26,36,38,40], while ten studies analyzed data
from multiple care settings [23,25,28,29,33,35,39,41-43].

Regarding study design, most of the primary studies (sixteen studies) were cross-sectional surveys
[23-28,30-32,36-42]. In addition, two qualitative research [33,34], a mixed-methods study was
identified [35], a retrospective analysis [29] and one longitudinal study [43] were identified. The
sample sizes ranged from 107 participants [35] to 1,625,288 participants [28]. The main
characteristics of the included studies are reported in Table 3 (Appendix, pp. 56—62).

The main factors associated with higher ITL among community and home care nurses were low job
satisfaction [18]; burnout, particularly emotional exhaustion [19,36]; excessive workload,

demanding shifts, and operational or care-related difficulties [16,19,21,28,34,38]; unfavorable
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organizational contexts and inadequate management practices [16,19,21]; insufficient
organizational and managerial support [16,34,35,37]; difficulties in collaboration, poor teamwork,
and professional isolation [21,35]; moral distress and disillusionment with the profession
[19,21,34]; low organizational commitment [18,42]. Conversely, the protective factors against ITL
identified across the included studies were high job satisfaction [18]; organizational support,
perceived fairness, and work engagement [16,37]; organizational commitment [18,42]; supportive
leadership, mentoring, orientation, and structured preceptorship programs [14,24,34]; decision-
making autonomy and opportunities for delegation [29]; a better work-life balance, positive work
experiences, and the meaningfulness of relationships with patients and families [35]; and nurses’
participation in organizational processes, better scheduling management, and adequate employment
benefits [23]. Based on the narrative synthesis and the iterative grouping process described in the
Methods section, the factors associated with ITL were organized into two main thematic domains:
Management Factors and Context Factors. These domains were used to organize and summarize the

factors identified across the included studies according to their conceptual similarity.

Management Factors

Management-related factors were frequently reported across the included studies. Leadership [21],
organizational support [14], professional empowerment, participation in organizational processes
[21,29], professional development and career progression [14,16,34] and organizational
commitment emerged as factors associated with ITL or retention [42]. Across the available
evidence, supportive leadership, structured orientation, mentoring, preceptorship, teamwork, and
perceived organizational support were associated with lower ITL, whereas inadequate management
practices, limited support, poor recognition, and perceived unfairness were associated with higher
ITL. In home care settings, opportunities for appropriate task delegation were also reported as a

factor associated with lower ITL and turnover [29]. Job satisfaction was also reported as a relevant
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factor associated with ITL. The included studies linked job satisfaction to organizational support,
professional autonomy, participation in organizational processes, perceived fairness, and the extent
to which the nursing role was valued, and opportunities for professional growth and career
development. Job satisfaction was associated with lower ITL or greater retention across the
included evidence, while some studies also reported persistent operational challenges and missed

care [16,18,23,37,38].

Context Factors

Regarding contextual factors, one of the most recurrent themes in the included studies was nurses’
workload, considered in both quantitative and qualitative terms. This construct referred not only to
the number of tasks to be performed, but also to the complexity of care needs, the inadequacy of
human and material resources, the presence of additional duties, role ambiguity, professional
isolation, and the need to work in non-standardized home care environments such as patients’
homes [21,28,34,35,38]. Across the included studies, workload was described in relation to task
volume, organizational constraints, care complexity, and resource inadequacy, and was associated
with higher ITL [21,28,35,36,38]. Burnout, particularly emotional exhaustion, was reported as a
factor associated with higher ITL [19,36] and with poorer perceived quality of care. Emotional
strain, stress, excessive responsibility, and fear of failure were also described among the conditions
contributing to nurses’ intention to leave [19,34]. Moral distress was reported in relation to ethical
dilemmas, difficulties in interprofessional collaboration, unclear role boundaries, and the perception
of being unable to provide care consistent with professional values, and was associated with higher
ITL [19,21,35]. Overall, the included evidence described a range of management-related and
contextual factors associated with ITL among community and home care nurses. The identified
factors reflected organizational, professional, and contextual characteristics reported across the

included studies.
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DISCUSSION

The findings suggest that ITL among community and home care nurses arises from the interplay of
organizational, contextual, and professional factors rather than from a single determinant. ITL tends
to increase when care-related and organizational demands exceed available resources and to
decrease when nurses perceive support, recognition, autonomy, and opportunities for professional
development [18,19,21,36,37]. The findings are consistent with an interpretation based on the Job
Demands-Resources (JD-R) model, according to which high job demands contribute to professional
strain and increased ITL, whereas adequate professional and organizational resources exert a
protective effect. Within this framework, workload, emotional demands, and moral distress can be
interpreted as job demands, whereas organizational support, leadership, autonomy, and delegation
opportunities may function as job resources. The imbalance between these dimensions appears to

play a central role in shaping intention to leave [19,29].

Organizational and Management Factors

Retention in community services appears to be associated not only with the nature of the work, but
also with the quality of the organizational environment [16,19,30]. Supportive leadership,
mentoring, structured orientation pathways, participation in organizational processes, and the
perception of being supported by the organization all emerge as factors associated with retention
[14,24,34]. Similarly, Noguchi-Watanabe et al. found that regular opportunities for communication
with nurse managers and colleagues were independently associated with home care nurses’
intention to remain [40]. These findings are further supported by Tourangeau et al. [26], who
identified positive relationships with supervisors as an independent predictor of home care nurses’
intention to remain employed, and by Watts Isley et al. [32], who found that nurses intending to
remain reported significantly higher perceptions of recognition, professional support, and mentoring

within their organizations. The review by Halter showed that organizational interventions based on
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preceptorship, teamwork, and leadership oriented toward group cohesion are associated with
reduced ITL and longer employment retention [14]. Similarly, Huang [37] found that organizational
support and perceived fairness were associated with lower ITL through work engagement, while
Callado [42] reported an association between greater organizational commitment and lower ITL.
Consistent with these findings, Orava identified positive administration—nurse practitioner
relationships and work-life balance as significant predictors of intention to remain in primary care
[25]. This interpretation is further supported by Karlsson et al. [39] who found that poor leadership
climate, limited collegial support, change fatigue, poor health, and working more than 40 hours per
week were independently associated with high turnover intention and low job satisfaction among
primary healthcare nurses. In addition, stronger structural capabilities within primary care practices
were associated with lower burnout, higher job satisfaction, and lower intention to leave [31]. Job
satisfaction also appears to function more as an intermediate outcome of the balance between
demands and resources than as an isolated factor. Al Zamel [18] identified it as one of the main
elements associated with either retention in community settings or ITL, whereas Ashley [35] linked
positive experiences following transition to primary health care with greater autonomy, the
meaningfulness of relationships with patients and families, and an improved work-life balance.
Similarly, Tourangeau et al. [26] demonstrated that meaningfulness of work, work-life balance,
income stability, and satisfaction with salary and benefits independently predicted nurses’ intention
to remain in home care employment. Job satisfaction may be negatively affected by limited
organizational and professional support, poorly structured orientation pathways, and the perception
of losing competencies previously developed in acute care [24,34,35]. Charlie [23] reported that
greater participation in organizational processes was associated with lower levels of burnout and job
dissatisfaction. In contrast, among home care nurses, specific concerns persist about employment
conditions, particularly work schedule organization and the limited adequacy of employment

benefits [23,34].
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Workload, Burnout, and Moral Distress

Workload was among the factors most frequently associated with ITL. Across the included studies,
workload encompassed not only task volume but also care complexity, resource adequacy, role
ambiguity, additional duties, and work in non-standardized environments such as patients’ homes
[19,21,28,34,36,38]. Candon adds a particularly relevant element for the home care context,
showing that greater opportunities to delegate tasks to support staff are associated with lower
turnover. This finding suggests that task redistribution may represent a relevant component of
workload management in home care settings [29]. Burnout, particularly emotional exhaustion, was
also consistently associated with ITL. Lorenz [36] found that emotional exhaustion was associated
with greater ITL and poorer perceived quality of care among family health nurses. Bahlman-van
Ooijen [19] similarly identified stress, exhaustion, and excessive responsibility among nurses’
motivations for leaving the profession. Together, these findings support interpreting burnout as a
potential consequence of a persistent imbalance between job demands and available professional
and organizational resources [19,36,41]. Moral distress also emerged as a factor associated with
ITL, particularly in relation to ethical dilemmas, high responsibility, unclear role boundaries, and
the perceived inability to provide care consistent with professional values and patients’ needs
[19,21]. These findings suggest that moral distress may reflect a mismatch between professional

values and the conditions under which community nursing practice is carried out [19,21,35].

Setting-Specific Characteristics of Out-of-Hospital Nursing

A further theme concerns characteristics specific to community and home care settings. Ashley [35]
described transition to primary health care as offering greater autonomy, improved work—life
balance, and meaningful relationships with patients and families, while also involving limited
support, challenging role transition, and perceived loss of acute-care competencies. McCreary [17]

similarly identified autonomy, flexibility, and long-term relationships with patients as factors
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supporting retention in home health nursing. These characteristics are consistent with broader
evidence describing community nursing as a distinct practice environment, where professional
roles, organizational structures, and patterns of care differ substantially from hospital settings [15].
Taken together, these findings suggest that professional autonomy may play a dual role in out-of-
hospital nursing, acting as a valuable resource while potentially contributing to professional
isolation when organizational support is insufficient. Tourangeau et al. [26] also identified
continuity of patient care as an independent predictor of home care nurses’ intention to remain
employed. Working in community and home care settings may also involve relative professional
isolation and additional organizational demands [15,34]. Qualitative evidence also identified
staffing shortages and professional isolation as challenges to retention in community services [33].
These findings support considering out-of-hospital nursing as a distinct organizational context when
examining ITL and retention [34,35]. Overall, the evidence suggests that ITL reflects a dynamic
interaction between management-related and contextual factors, in which organizational resources
may buffer, but not fully offset, workload, isolation, emotional strain, and poor professional
recognition. In this sense, the Job Demands-Resources model appears particularly useful not only
for interpreting the findings of this review, but also for guiding future retention strategies and efforts
to improve professional well-being. Recent meta-analytic evidence further supports this
interpretation, showing that higher job embeddedness is consistently associated with lower turnover
intention among nurses, particularly through organizational dimensions that strengthen employees’

attachment to their workplace [22].

Implications for Retention and Future Research
From a practical and managerial perspective, supportive leadership, structured orientation and
mentoring programs, continuing professional development, and sustainable workload management

may represent relevant areas for organizational attention in community and home care settings
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[14,20,24,27,29,34,37]. However, given the exploratory nature of this scoping review and the
heterogeneity of the included evidence, these considerations should be interpreted as potential
directions for organizational practice rather than evidence-based recommendations. Specific
approaches identified across the included studies included strengthening team coordination,
providing structured mentorship for newly recruited nurses, and promoting appropriate delegation
practices within existing professional and regulatory frameworks [14,24,29,37]. These approaches

warrant further evaluation in future primary studies before firm recommendations can be made.

CONCLUSION

This scoping review provides a structured synthesis of the factors associated with intention to leave
among nurses working in community, home care, and primary health care settings, offering a
context-specific perspective on an area that has received considerably less attention than hospital-
based nursing. The available evidence suggests that ITL in out-of-hospital settings is associated
with a combination of management-related and contextual factors while also highlighting
characteristics that appear to be particularly relevant in these settings, including the dual role of
professional autonomy, professional isolation, and delegation practices. Given the limited number
and heterogeneity of the available studies, these findings should be interpreted as an exploratory
mapping of the current evidence rather than as definitive evidence of causal relationships.
Nevertheless, this review provides a context-specific framework for interpreting ITL in out-of-
hospital nursing and may inform future research aimed at testing and refining these emerging

patterns through more robust and context-sensitive study designs.

Limitations
This study has some limitations that should be considered when interpreting the findings. First, the

search and selection process was limited to publications in Italian and English, with the potential
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risk of excluding relevant contributions published in other languages. This restriction may have
introduced a language bias and limited the representativeness of the evidence, particularly in non-
English-speaking contexts. Furthermore, the included studies were heterogeneous in terms of
design, care settings, sample characteristics, and definitions of ITL. This heterogeneity may have
limited the comparability of findings and influenced the narrative synthesis, which should therefore
be interpreted with caution. In accordance with the scoping review methodology, no formal critical
appraisal of the included evidence sources was undertaken. Consequently, the inclusion of
individual findings should not be interpreted as an indication of their methodological quality,
strength, or reliability. Furthermore, the exclusion of grey literature may have limited the
comprehensiveness of the evidence mapping, particularly with regard to organizational reports,
workforce documents, and policy-related evidence relevant to community and home care nursing.
Consequently, the findings should be interpreted as a synthesis of the peer-reviewed scientific
literature rather than as a comprehensive representation of all available evidence. Finally, although
the Job Demands—Resources model provided a useful interpretative framework, it may not fully
capture the complexity of ITL in community and home care settings, particularly with regard to

contextual, cultural, and system-level factors.
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Appendix: The figures and tables included in this section are provided as supplementary material to support the main text.
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Figure 1. PRISMA Flow Diagram.

INTENTION TO LEAVE AMONG COMMUNITY, HOME CARE AND PRIMARY HEALTH CARE NURSES: A SCOPING REVIEW 50



\SC

ursing 2026, Volume 3, Nr. 2 pp 24-62

Full bibliographic reference

Identification source

Primary reason for
exclusion

Akosa Antwi Y, Bowblis JR. The Impact of Nurse Turnover on Quality of Care and Mortality in Nursing Homes: Evidence from
the Great Recession. American Journal of Health Economics. 2018;4(2):131-163. https://doi.org/10.1162/ajhe_a_00096.

Database search

Wrong outcome

Ashley C, Brown A, Halcomb E, Peters K. Registered nurses transitioning from acute care to primary healthcare employment: A
qualitative insight into nurses' experiences. Journal of Clinical Nursing. 2018;27(3):661-668. https://doi.org/10.1111/jocn.13984.

Database search

Wrong outcome

Bergman A, Song H, David G, Spetz J, Candon M. The Role of Schedule Volatility in Home Health Nursing Turnover. Medical
Care Research and Review. 2022;79(3):382—393. https://doi.org/10.1177/10775587211034310.

Database search

Wrong outcome

Bruno F, Nizzer S, Moreira NA, Martin T, King EC, McKay SM. Developing and Retaining Homecare Nurses Through Employer-
Based Tuition Assistance Programs: A Mixed Methods Study. Journal of Community Health Nursing. 2024;41(3):175—188.
https://doi.org/10.1080/07370016.2024.2314077.

Database search

Wrong outcome

Garza JA, Taliaferro D. Job satisfaction among home healthcare nurses. Home Healthcare Now. 2021;39(1):20-24.
https://doi.org/10.1097/NHH.0000000000000921.

Database search

Wrong outcome

Kim DK, Scott P, Poghosyan L, Martsolf GR. Burnout, job satisfaction, and turnover intention among primary care nurse
practitioners with their own patient panels. Nursing Outlook. 2024;72(4). https://doi.org/10.1016/j.outlook.2024.102190.

Database search

Wrong outcome

Kueakomoldej S, Liu J, Pittman P, Turi E, Poghosyan L. Practice Environment and Workforce Outcomes of Nurse Practitioners in
Community Health Centers. Journal of Ambulatory Care Management. 2022;45(4):289-298.
https://doi.org/10.1097/JAC.0000000000000427.

Database search

Wrong outcome

McKinless E. Impact of stress on nurses working in the district nursing service. British Journal of Community Nursing.
2020;25(11):555-561. https://doi.org/10.12968/bjcn.2020.25.11.555.

Database search

Wrong outcome

Nizzer S, Moreira NA, Mohammed ETCL, Bruno F, McKay SM, Holness DL, King EC. Workplace Challenges and Support Needs
Experienced by Nurse Leaders in Home and Community Care During the COVID-19 Pandemic: A Qualitative Study. Inquiry.
2025;62. https://doi.org/10.1177/00469580251329794.

Database search

Wrong outcome

Ruotsalainen S, Vaisanen V, Corneliusson L, Pesonen T, Sulander J, Sinervo T. Care continuity, team autonomy and resource
planning systems in relation to perceived time pressure among Finnish home care nurses: a cross-sectional multi-source study.
BMC Nursing. 2025;24(1). https://doi.org/10.1186/s12912-025-04028-2.

Database search

Wrong outcome

Senek M, Robertson S, King R, Wood E, Ryan T. Should I stay or should I go? Why nurses are leaving community nursing in the
UK. BMC Health Services Research. 2023;23(1). https://doi.org/10.1186/s12913-023-09163-7.

Database search

Wrong outcome

Suleiman S, Adam S. Job Satisfaction among Nurses Working at Primary Health Center in Ras Al Khaimah, United States
Emirates. International Journal of Nursing Education. 2020;12(1):65—-67. https://doi.org/10.5958/0974-9357.2020.00014.4.

Database search

Wrong outcome

Bratt C, Gautun H. Should I stay or should I go? Nurses' wishes to leave nursing homes and home nursing. Journal of Nursing
Management. 2018;26(8):1074—1082. https://doi.org/10.1111/jonm.12639.

Database search

Wrong population

INTENTION TO LEAVE AMONG COMMUNITY, HOME CARE AND PRIMARY HEALTH CARE NURSES: A SCOPING REVIEW 51




\SC

ursing 2026, Volume 3, Nr. 2 pp 24-62

Full bibliographic reference

Identification source

Primary reason for
exclusion

Brouwer J, André S, Renting N. The interplay between home and job demands, resources, and the intention to stay in nursing: A
cross-sectional study. International Journal of Nursing Studies Advances. 2025;8. https://doi.org/10.1016/].ijnsa.2025.100318.

Database search

Wrong population

Camacho-Montaiio LR, Gémez-Arribas SB, Moreno-Casbas MT, Ropero-Sanchez A, Bernués-Caudillo L, Calleja-Toledano P,
Recas-Martin A, Zamora J, Padilla-Bernaldez J, Carmona-Torres JM. Turnover Intention and Its Relationship With Work-Related
Factors Among Nurses in Spain: A Cross-Sectional Study. Journal of Nursing Management. 2026;2026:1-12.
https://doi.org/10.1155/jonm/7697811.

Database search

Wrong population

Field JB. A study of the impact of career development on nurse engagement and intent to remain with the organization.
Dissertation Abstracts International Section A: Humanities and Social Sciences. 2022;83(2). ProQuest Information & Learning.
DOI N/A

Database search

Wrong population

Goh HS, Sim SJ, Tang ML, Devi MK. Factors Contributing to the Intention to Leave Among Nursing Home Staff in Singapore: A
Cross-Sectional Study. Journal of Nursing Management. 2025;2025(1). https://doi.org/10.1155/jonm/3338222.

Database search

Wrong population

Hakkarainen M, Kunnari T, Kuha S, Hulkko T, Kanste O. Effective Onboarding for Front-Line Nurse Managers in Healthcare: A
Descriptive Qualitative Study. Journal of Nursing Management. 2026;2026(1). https://doi.org/10.1155/jonm/9942076.

Database search

Wrong population

Halcomb E, Bird S, Mcinnes S, Ashley C, Huckel K. Exploring job satisfaction and turnover intentions among general practice
nurses in an Australian Primary Health Network. Journal of Nursing Management. 2021;29(5):943-952.
https://doi.org/10.1111/jonm.13230.

Database search

Wrong population

Hallaran AJ, Jessup SJ. Examining predictors of intention to leave in home care and differences among types of providers. Journal
of Nursing Management. 2023;2023. https://doi.org/10.1155/2023/4120204.

Database search

Wrong population

Jiménez C, Montaifiés I, Carol M, Guix-Comellas E, Fabrellas N. Quality of professional life of primary healthcare nurses: A
systematic review. Journal of Clinical Nursing. 2022;31(9):1097-1112. https://doi.org/10.1111/jocn.16015.

Database search

Wrong population

Kaihlanen AM, Ruotsalainen S, Viisdnen V, Corneliusson L, Pesonen T, Sinervo T. Job demand and job resource factors
explaining stress and job satisfaction among home care nurses — a mixed-methods sequential explanatory study. BMC Nursing.
2023;22(1). https://doi.org/10.1186/s12912-023-01568-3.

Database search

Wrong population

Krein S, Turnwald M, Anderson B, Maust D. "Sometimes it's not about the money.. it's the way you treat people..": A Qualitative
Study of Nursing Home Staff Turnover. JOURNAL OF THE AMERICAN MEDICAL DIRECTORS ASSOCIATION.
2022;23(7):1178-1184. https://doi.org/10.1016/j.jamda.2021.11.036.

Database search

Wrong population

Lee H, Shin JH. An analysis of the effects of psychosocial work environment on the retention intentions of primary care
coordinators nursing patients with chronic illness. International Journal of Environmental Research and Public Health.
2021;18(22). https://doi.org/10.3390/ijerph182212104.

Database search

Wrong population

Li M, Wang W, Zhang J, Zhao R, Loban K, Yang H, Mitchell R. Organizational culture and turnover intention among primary care
providers: a multilevel study in four large cities in China. Global Health Action. 2024;17(1):2346203.
https://doi.org/10.1080/16549716.2024.2346203.

Database search

Wrong population

INTENTION TO LEAVE AMONG COMMUNITY, HOME CARE AND PRIMARY HEALTH CARE NURSES: A SCOPING REVIEW 52




\SC

ursing 2026, Volume 3, Nr. 2 pp 24-62

Full bibliographic reference

Identification source

Primary reason for

exclusion
Miller MJ, Johansen ML, Stucky CH. Impact of the primary care nurse manager on nurse intent to leave and staff perception of Database scarch Wrone population
patient safety. Nursing Management. 2024;55(1):32-42. https://doi.org/10.1097/nmg.0000000000000087. & pop
Min D, Cho E, Kim G, Lee K, Yoon J, Kim H, Choi M. Factors associated with retention intention of Registered Nurses in Korean Database scarch Wrone population
nursing homes. International Nursing Review. 2022;69(4):459-469. https://doi.org/10.1111/inr.12754. £pop
Moisoglou I, Katsiroumpa A, Fradelos EC, Papathanasiou IV, Paralikas T, Prasini I, Rekleiti M, Katsapi A, Chatzi M, Galanis P.
Association between nursing work environment, burnout, and turnover intention: A cross-sectional study in Greece. AIMS Public Database search Wrong population
Health. 2025;12(4):1069-1083. https://doi.org/10.3934/publichealth.2025054.
Mukamel DB, Saliba D, Ladd H, Konetzka RT. Incorporating staffing instability in the nursing home Five-Star Staffing Database search Wrone population
Composite. Health Affairs Scholar. 2024;2(12). https://doi.org/10.1093/haschl/qxae159. £pop
Nikpour J, Carthon JMB. Characteristics, work environments, and rates of burnout and job dissatisfaction among registered nurses Database search Wrone population
in primary care. Nursing Outlook. 2023;71(4). https://doi.org/10.1016/j.outlook.2023.101988. £pop
Noblet A, Allisey A, Nielsen I, Cotton S, LaMontagne A, Page K. The work-based predictors of job engagement and job
satisfaction experienced by community health professionals. Health Care Management Review. 2017;42(3):237-246. Database search Wrong population
https://doi.org/10.1097/HMR.0000000000000104.
Ran L, Chen X, Peng S, Zheng F, Tan X, Duan R. Job burnout and turnover intention among Chinese primary healthcare staff: The Database search Wrone population
mediating effect of satisfaction. BMJ Open. 2020;10(10). https://doi.org/10.1136/bmjopen-2019-036702. £pop
Wendsche J, Hacker W, Wegge J, Rudolf M. High Job Demands and Low Job Control Increase Nurses' Professional Leaving
Intentions: The Role of Care Setting and Profit Orientation. Research in Nursing & Health. 2016;39(5):353—-363. Database search Wrong population
https://doi.org/10.1002/nur.21729.
Zhang H, Li H, Tian W, Liu W, Yang Y. The influence of professional identity on work engagement among nurses working in Database search Wrone population
nursing homes in China. Journal of Nursing Management. 2022;30(7):3022-3030. https://doi.org/10.1111/jonm.13701. £pop
Bonnici KS. Reflections on a Career in Primary Care. Journal of Pediatric Health Care. 2021;35(6):573-574. Database search Wrong publication
https://doi.org/10.1016/j.pedhc.2021.08.001. type
Boran S, Goddard G, Burdett T, Myers D. Recruitment and retention in primary care. Journal of Community Nursing. Database search Wrong publication
2022;36(3):8—11. DOI N/A type
Chargualaf KA. Leadership in Nursing. Shifting Focus from Recruitment to Retention to Address Nursing Workforce Needs. Database search Wrong publication
MEDSURG Nursing. 2026;35(2):102—-103. https://doi.org/10.62116/MSJ.2026.35.2.102. type
Croke BA, O'Reilly-Jacob M. Policy Options to Improve the Retention of Nurse Practitioners in Primary Care. Nursing Database search Wrong publication
Economic$. 2025;43(6):268—294. https://doi.org/10.62116/NEC.2025.43.6.268. type

INTENTION TO LEAVE AMONG COMMUNITY, HOME CARE AND PRIMARY HEALTH CARE NURSES: A SCOPING REVIEW 53




\SC

ursing 2026, Volume 3, Nr. 2 pp 24-62

Full bibliographic reference

Identification source

Primary reason for
exclusion

Agbonifo N, Hittle B, Suarez R, Davis K. Occupational Exposures of Home Healthcare Workers. Home Healthcare Now.
2017;35(3):150-159. https://doi.org/10.1097/NHH.0000000000000509.

Citation tracking

Wrong outcome

Alsubhi H, Meskell P, Shea DO, Doody O. Missed nursing care and nurses' intention to leave: An integrative review. Journal of
Nursing Management. 2020;28(8):1830—1840. https://doi.org/10.1111/jonm.13069.

Citation tracking

Wrong outcome

Bien E, Davis K, Gillespie G. Home Healthcare Workers' Occupational Exposures. Home Healthcare Now. 2020;38(5):247-253.
https://doi.org/10.1097/NHH.0000000000000891.

Citation tracking

Wrong outcome

Drennan VM. More care out of hospital? A qualitative exploration of the factors influencing the development of the district nursing
workforce in England. Journal of Health Services Research & Policy. 2019;24(1):11-18.
https://doi.org/10.1177/1355819618769082.

Citation tracking

Wrong outcome

Nakrem S, Kvanneid K. How Is Quality of Care in Home Healthcare Created? A Qualitative Study of Health Professionals’
Perspectives. Healthcare. 2022;10(6):1021. https://doi.org/10.3390/healthcare10061021.

Citation tracking

Wrong outcome

Pennington G, Driscoll A. Improving Retention of Home Health Nurses: Fostering Outcome Sustainability Through an Innovative
Orientation and Mentorship Program. Home Healthcare Now. 2019;37(5):256—264.
https://doi.org/10.1097/NHH.0000000000000782.

Citation tracking

Wrong outcome

Stien T, Josefsson K. Alone and together: registered nurses’ experiences of work satisfaction in municipal home healthcare. BMC
Nursing. 2024;23(1):382. https://doi.org/10.1186/s12912—-024—-02051-3.

Citation tracking

Wrong outcome

Williamson L, Burog W, Taylor RM. A scoping review of strategies used to recruit and retain nurses in the health care workforce.
Journal of Nursing Management. 2022;30(7):2845-2853. https://doi.org/10.1111/jonm.13786.

Citation tracking

Wrong outcome

Brook J, Aitken LM, Webb R, MacLaren J, Salmon D. Characteristics of successful interventions to reduce turnover and increase

retention of early career nurses: A systematic review. International Journal of Nursing Studies. 2019;91:47-59. Citation tracking Wrong population
https://doi.org/10.1016/j.ijnurstu.2018.11.003.

Camveren H, Arslan Yirimezoglu H, Kocaman G. Why do young nurses leave their organization? A qualitative descriptive study. o . .
International Nursing Review. 2020:67(4):519—528. https://doi.org/10.1111/inr.12633. Citation tracking Wrong population
Climek M, Henry R, Jeong S. Integrative literature review on employee turnover antecedents across different generations:

commonalities and uniqueness. European Journal of Training and Development. 2024;48(1/2):112—132. Citation tracking Wrong population
https://doi.org/10.1108/EJTD-05-2021-0058.

De Simone S, Planta A, Cicotto G. The role of job satisfaction, work engagement, self-efficacy and agentic capacities on nurses'

turnover intention and patient satisfaction. Applied Nursing Research. 2018;39:130—140. Citation tracking Wrong population

https://doi.org/10.1016/j.apnr.2017.11.004.

INTENTION TO LEAVE AMONG COMMUNITY, HOME CARE AND PRIMARY HEALTH CARE NURSES: A SCOPING REVIEW 54




\SC

ursing 2026, Volume 3, Nr. 2 pp 24-62

Full bibliographic reference

Identification source

Primary reason for

exclusion

Fasbender U, Van Der Heijden BIJM, Grimshaw S. Job satisfaction, job stress and nurses’ turnover intentions: The moderating
roles of on-the-job and off-the-job embeddedness. Journal of Advanced Nursing. 2019;75(2):327-337. Citation tracking Wrong population
https://doi.org/10.1111/jan.13842.
Hariyati RTS, Nurdiana N. Retention Strategy to Minimize Nurse Turnover: A Systematic Review. International Journal of Nursing Citation trackin Wron lation
and Health Services. 2018;1(2):99-109. https://doi.org/10.35654/ijnhs.v1i2.47. g & populatio
Hegediis A, Schiirch A, Bischofberger I. Implementing Buurtzorg-derived models in the home care setting: a Scoping Review. Citation trackin Wrone population
International Journal of Nursing Studies Advances. 2022;4:100061. https://doi.org/10.1016/].ijnsa.2022.100061. & £Pop
Karakachian A, Colbert A. Nurses' Moral Distress, Burnout, and Intentions to Leave: An Integrative Review. Journal of Forensic Citation trackin Wrone population
Nursing. 2019;15(3):133-142. https://doi.org/10.1097/JFN.0000000000000249. J £ poptt
Kox JHAM, Groenewoud JH, Bakker EJM, Bierma-Zeinstra SMA, Runhaar J, Miedema HS, Roelofs PDDM. Reasons why Dutch
novice nurses leave nursing: A qualitative approach. Nurse Education in Practice. 2020;47:102848. Citation tracking Wrong population
https://doi.org/10.1016/j.nepr.2020.102848.
Lartey S, Cummings G, Profetto-McGrath J. Interventions that promote retention of experienced registered nurses in health care Citation trackin Wrone population
settings: a systematic review. Journal of Nursing Management. 2014;22(8):1027-1041. https://doi.org/10.1111/jonm.12105. & & popu
Mohammadi P, Gheiasi SF, Bayat R, Bulfone G, Amini K. Nurses' Intention to Leave the Profession and Its Related Factors: A Citation trackin Wrone population
Cross-sectional Study. Evidence Based Care. 2023;12(4). https://doi.org/10.22038/ebcj.2022.67012.2756. & & popu
Tadesse B, Dechasa A, Ayana M, Tura MR. Intention to Leave Nursing Profession and Its Associated Factors Among Nurses: A
Facility Based Cross-Sectional Study. INQUIRY: The Journal of Health Care Organization, Provision, and Financing. Citation tracking Wrong population
2023,60:00469580231200602. https://doi.org/10.1177/00469580231200602.
Woodward KF, Willgerodt M. A systematic review of registered nurse turnover and retention in the United States. Nursing _ . .

Citation tracking Wrong population

Outlook. 2022;70(4):664—678. https://doi.org/10.1016/j.outlook.2022.04.005.

Table 2. Reports excluded after full-text assessment and primary reason for exclusion

INTENTION TO LEAVE AMONG COMMUNITY, HOME CARE AND PRIMARY HEALTH CARE NURSES: A SCOPING REVIEW 55




\SC

ursing

2026, Volume 3, Nr. 2 pp 24-62

First Author Year

Al Zamel
[18] 2020
Alkan [27] 2026
Ashley [35] 2018
Bagnasco
[38] 2023

Aims

To synthesize the
evidence on factors
influencing nurses'
intention to leave or
remain in healthcare
organizations.

To explore nurses'
and nursing
associates'
experiences and
perceptions of
retention strategies
implemented in
district nursing
services.

To examine
registered nurses'
experiences of
transitioning from

acute care to primary

healthcare and their
future career
intentions.

To investigate
working conditions,
missed nursing care
and intention to
leave among home
care nurses in Italy.

Design

Integrative
review

Mixed-
methods
Cross-
sectional

Mixed-
methods

Descriptive

Cross-
sectional

Context

Nursing
organizations across
healthcare settings

District nursing
services, England

Primary healthcare,
Australia

Home nursing care,
Italy

Sample

Thirty-seven
studies using
heterogeneous
designs and
measurement
instruments.
345 nurses and
nursing associates
employed in
district nursing
services.

Registered nurses
who had
transitioned from
acute care to
primary healthcare
employment.

2,549 home care
nurses and 4,709
patients from 45
local healthcare
units across 18
Italian regions.

Results

Intention to leave or stay was associated
with job satisfaction, organizational
commitment, quality of work life, work
environment, leadership style, workplace
bullying, family reasons and job security.

Participants reported frequent exposure to
strategies promoting safe working
environments, flexible working
arrangements, staff wellbeing and
professional development. Retention was
perceived to improve when workloads were
manageable, organizational support was
tailored to staff needs and financial
assistance, including travel reimbursement,
was provided.

Most participants described the transition
positively, highlighting improved work—life
balance, greater role diversity and stronger
relationships with patients and families.
Challenges included insufficient
orientation, perceived loss of acute care
competencies and salary disparities,
although the majority intended to remain in
both primary healthcare and the nursing
profession.

Although nurses generally reported high job
satisfaction and relatively low workplace
criticality, missed nursing care remained
common and approximately one-fifth
expressed an intention to leave. Patients
reported high levels of satisfaction with
care, suggesting that workforce challenges
coexist with positive patient experiences.
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Determinants of
ITL/Retention

Job satisfaction;
organizational commitment;
quality of work life; work
environment; leadership
style; bullying; family
reasons; job security
Safe work environment;
flexible scheduling; staff
wellbeing; professional
development; manageable
workload; involvement in
decision-making; team
cohesion; induction and
mentoring; financial and
travel support.

Transition support; work—life
balance; role diversity;
patient and family
relationships; orientation;
remuneration; professional
competence; intention to
remain.

Job satisfaction; workload;
missed nursing care;
workplace criticality; quality
of care; organizational
resources; intention to leave.
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Bahlman-van

Ooijen [19] 2023
Bass [20] 2023
Callado [42] 2023
Candon [29] 2023
[Cl}gmanga 2020

Aims

To synthesize
qualitative evidence
on nurses'
motivations for
leaving the nursing
profession.

To identify
organizational and
individual factors
associated with
nurse burnout and
retention in primary
and ambulatory care
settings.

To assess turnover
intention and
organizational
commitment among
primary healthcare
nurses.

To examine the
association between
delegation policies
and nurse turnover
in home healthcare
services.

To identify factors
influencing the
recruitment and

Design

Qualitative
systematic
review

Narrative
literature
review

Cross-
sectional

Retrospective
Cross-
sectional

Integrative
review

Context

Nursing profession
across healthcare
settings

Primary care and
ambulatory/specialty
care offices

Primary healthcare,
Portugal

Home healthcare,
United States

Adult community
nursing

Sample

Nine qualitative
studies involving
nurses who had
considered or
experienced
leaving the
profession.

Nine studies
identified through
CINAHL and
PubMed.

297 primary
healthcare nurses.

1,820 licensed
practical nurses
and 3,309
registered nurses
working across 30
states between
2016 and 2018.

Ten studies
included in the
review.

Results

Four overarching themes explained nurses'
decisions to leave, including adverse work
environments, emotional distress,
disillusionment with professional
expectations and experiences of hierarchy
or discrimination. Poor managerial support,
limited career opportunities, workplace
stress and bullying consistently contributed
to turnover decisions.

Four major domains influencing burnout
and retention emerged, including personal
characteristics, organizational factors,
leadership and team relationships, and
ethical considerations. The review
emphasized the central role of nursing
leadership in improving work environments
and supporting workforce retention.

Most nurses intended to remain in their
current workplace and reported high levels
of organizational commitment. Stronger
organizational commitment was
significantly associated with lower turnover
intention, highlighting commitment as an
important protective factor for workforce
retention.

Turnover rates differed between licensed
practical nurses and registered nurses.
Greater authority to delegate selected
clinical tasks to unlicensed aides was
associated with lower turnover among
licensed practical nurses, suggesting that
delegation may reduce workload-related
turnover in home healthcare settings.

Determinants of
ITL/Retention

Work environment; emotional
distress; managerial support;
career development; bullying;
discrimination; work-related
stress; professional
disillusionment.

Burnout; personal
characteristics; organizational
factors; leadership; team
relationships; ethical climate;
retention strategies.

Organizational commitment;
job attachment; intention to
remain; turnover intention;
workforce retention.

Task delegation; scope of
practice; workload,;
professional autonomy;
unlicensed assistive
personnel; turnover; home
healthcare.

Retention was primarily influenced by work Work pressure; working
pressure, working conditions and the degree conditions; managerial

of managerial recognition and appreciation.
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First Author Year Aims Design Context Sample Results
retention of Evidence regarding recruitment factors was
registered nurses limited, indicating the need for further
working in adult research in community nursing workforce
community nursing planning.
services.
To explore factors Qualitative Adult community Registered nurses  Eight interconnected themes shaped
influencing nursing services and service recruitment and retention, including
recruitment and managers professional fulfilment, organizational
retention among employed in adult  values, career development opportunities,

Chamanga . . i o1 .

[34] 2025 adult community commumty Workplage flexibility and compassionate
nurses. nursing leadership. Conversely, staffing shortages,

organizations. administrative burden, limited career
progression and family responsibilities
negatively influenced retention.

To compare job Secondary Public health, school 529 public health  More favorable work environments were
outcomes among Cross- nursing and home nurses, 1,208 consistently associated with lower burnout,
public health, school sectional health nursing, school nurses and  greater job satisfaction and reduced
and home health United States 3,079 home health intention to leave across all settings. Home
nurses and identify nurses from the health nurses experienced the highest levels

Charlie [23] 2017 modifiable work RN4CAST-US of burnout and turnover intention, whereas
environment factors study. public health nurses reported dissatisfaction
associated with with salary, career advancement and
burnout, job professional autonomy.

dissatisfaction and
intention to leave.

To examine Scoping District and Evidence derived = The review highlighted persistent

workforce review community nursing, from published workforce shortages, an ageing nursing

challenges affecting United Kingdom literature and workforce and increasing service demands.

recruitment and workforce reports  Sustainable retention depended on clear
Drennan [15] 2026 P L . .

retention in district on district and professional roles, educational

and community community opportunities, career pathways, supportive

nursing services. nursing services. service models and organizational

investment.

To investigate Cross- Primary care, United 177 novice nurse  Professional autonomy emerged as one of
Faraz [24] 2017 factors influencing  sectional States practitioners the strongest predictors of lower turnover

novice nurse employed in intention during the transition period.
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Determinants of
ITL/Retention
retention; community nursing

workforce.

Workplace flexibility;
professional identity;
organizational values;
compassionate leadership;
staffing shortages;
administrative burden; career
development; family
responsibilities.

Work environment; salary;
career advancement;
professional autonomy;
burnout; job dissatisfaction;
intention to leave.

Workforce planning; role
clarity; education; career
pathways; service models;
organizational support;
retention.

Professional autonomy;
transition support;
organizational support; role
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c g ] Determinants of
First Author Year Aims Design Context Sample Results ITL/Retention
practitioners' primary care for 3— Adequate organizational support and adaptation; job satisfaction;
transition to primary 12 months. structured transition programs facilitated turnover intention.
care and turnover successful role adaptation and promoted
intention during the workforce retention.
first year of practice.
To synthesize Overview of  Adult healthcare Seven systematic ~ Evidence supporting retention interventions Preceptorship; leadership;
evidence from reviews services in developed reviews evaluating was generally limited and of moderate team cohesion; transition
systematic reviews economies turnover and methodological quality. Preceptorship support; retention
on interventions retention programs for newly qualified nurses and interventions; turnover
Halter [14] 2017 . . . o . . .
designed to reduce interventions. leadership interventions promoting team reduction.
nurse turnover in cohesion demonstrated the most consistent
adult healthcare benefits for improving retention and
services. reducing turnover.
To examine the Cross- Community nursing, 410 community Organizational support directly reduced Organizational justice;
relationships among  sectional China nurses. turnover intention and indirectly influenced organizational support; work
organizational it through increased work engagement. engagement; turnover
justice, Organizational justice improved turnover intention; community
Huang [37] 2019 organizational outcorlnes. by strengthenir-lg p.erce.ived nursing.
support, work organizational support, highlighting the
engagement and importance of supportive organizational
turnover intention climates.
among community
nurses.
To explore working  Cross- Primary healthcare, 466 registered Approximately one-fifth of participants Leadership climate; colleague
conditions sectional Sweden nurses working in  reported job dissatisfaction and had support; change fatigue;
associated with Swedish primary ~ considered leaving their position. Poor working hours; health status;
Karlsson [39] 2024 tumqver intention healthcare. leadership,' limited colleague support, _]:Ob sa_tisfaction; turnover
and job change fatigue, poor health status and long  intention.
dissatisfaction working hours were independently
among primary associated with higher turnover intention.
healthcare nurses.
To synthesize Qualitative Healthcare Twelve qualitative Poor management emerged as the most Management quality;
qualitative evidence  systematic organizations and studies consistent reason underlying nurses' workload; teamwork; work—
Lessi [21] 2025 on nurses' review nursing profession synthesizing 282  decisions to resign. Excessive workload, life balance; career
experiences of qualitative inadequate teamwork, work—life imbalance, opportunities; salary;
leaving healthcare findings. limited career opportunities, salary bullying; moral distress;
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organizations or the
nursing profession.

To investigate family Cross-
health nurses' sectional
perceived quality of
care, professional
exhaustion and
intention to leave
their current job or
the nursing
profession.

To review factors
influencing job
satisfaction and
retention among
home health nurses
in response to
increasing demand
for home care
services.

To explore how the
COVID-19
pandemic influenced
the working
experiences,
motivations and
attitudes of home
and community care
nurses.

To examine factors
associated with
home-care nurses'
job satisfaction and
intention to remain
in their workplace.

Lorenz [36] 2018

Narrative
review

McCreary

[17] 2020

Qualitative

Nizzer [33] 2024

Cross-

Noguchi- sectional

Watanabe
[40]

2021

Context

Family health
nursing, Brazil

Home health
nursing, United
States

Home and
community care,
Canada

Home care nursing,
Japan

Sample

198 family health
nurses.

Narrative synthesis
of literature
addressing home
health nursing
workforce issues.

Sixteen home and
community care
nurses working in
the Greater
Toronto Area.

Home-care nurses
employed in home-
visit nursing
agencies.

Results

dissatisfaction, bullying and moral distress
further contributed to leaving both
organizations and the profession.
Although nurses generally perceived the
quality of care as good, emotional
exhaustion was common and significantly
associated with poorer care quality and
greater intention to leave both their current
position and the nursing profession.

Job satisfaction was identified as a key
determinant of nurse retention. Positive
relationships with patients, professional
autonomy, flexible work arrangements and
supportive colleagues promoted retention,
whereas workload, documentation burden,
uncompensated working time and
inadequate salary contributed to turnover.

Participants described staffing shortages,
increased workload and inconsistent
organizational support as major challenges
during the pandemic. Professional
commitment remained strong for some
nurses, whereas others developed intentions
to leave, highlighting preparedness,
improved wages and supportive workplaces
as key retention strategies.

Supportive work environments, effective
supervision and opportunities for
professional development were associated
with higher job satisfaction and stronger
intention to remain. Collaboration and
manageable workloads contributed
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Determinants of
ITL/Retention
resignation.

Burnout; emotional
exhaustion; perceived quality
of care; intention to leave;
organizational resources.

Job satisfaction; patient
relationships; professional
autonomy; work flexibility;
peer support; workload;
documentation burden;
salary; retention.

Staffing resources; workload;
workplace flexibility;
isolation; organizational
support; wages; pandemic
preparedness; professional
commitment; intention to
leave.

Job satisfaction; intention to
remain; supervisory support;
collaboration; workload;
professional development;
home care.
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First Author Year
Orava [25] 2017
Poghosyan

[30] 2020
Samson [28] 2026
Schlak [31] 2023
Stefanovska

— Petkovska 2021
[41]

Aims

To investigate
factors influencing
nurse practitioner
retention in primary
healthcare.

To investigate the
association between
organizational

support and primary

care nurse
practitioner
outcomes.

To compare turnover

rates and predictors
among home health
and hospital
registered nurses.

To examine the
association between
structural practice
capabilities and
nurse practitioner
job outcomes.

To investigate
psychological

distress, burnout, job

satisfaction and
intention to quit
among primary
healthcare nurses.

Design

Cross-
sectional

Cross-
sectional

Secondary
Cross-
sectional

Secondary
Cross-
sectional

Cross-
sectional

Context

Primary healthcare,
Ontario, Canada

Primary care, United

States

Home health and
hospital nursing,
United States

Primary care
practices, United
States

Primary healthcare,
North Macedonia

Sample

273 primary
healthcare nurse
practitioners.

398 primary care
nurse practitioners.

National Sample
Survey of
Registered Nurses
including more
than 5 million
registered nurses
across survey
years.

1,110 nurse
practitioners from
1,002 primary care
practices.

173 primary
healthcare nurses.

Results

positively to workforce retention.

Positive relationships with administrators,
satisfactory work—life balance and
supportive organizational characteristics
significantly increased nurses' intention to
remain employed in primary healthcare.
Higher organizational support was
associated with greater job satisfaction,
lower intention to leave and better
perceived quality of care. Organizational
support emerged as a key resource
promoting workforce stability.

Turnover rates were comparable across
settings. Longer professional experience
generally protected against turnover,
whereas working more than 40 hours per
week increased turnover among home
health nurses.

Practices with stronger structural
capabilities reported lower burnout, lower
job dissatisfaction and lower intention to
leave. Organizational infrastructure
supported workforce participation and
retention.

Higher burnout and psychological distress
together with lower job satisfaction were
associated with greater intention to leave
the profession. Mental wellbeing
represented an important determinant of
retention.
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Determinants of
ITL/Retention

Administration—-NP
relationships; work—life
balance; family situation;
organizational characteristics;
intention to remain; retention.
Organizational support; job
satisfaction; organizational
resources; intention to leave;
quality of care.

Career tenure; work setting;
weekly working hours;
schedule stability; home
health turnover; retention.

Structural capabilities;
organizational resources;
burnout; job dissatisfaction;
intention to leave; practice
support.

Psychological distress;
burnout; job satisfaction;
mental health; intention to
quit.
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First Author Year
e e 2017
g:g;:; [43] 2018
Wang [22] 2024
E’;’;i[ts Isley 502

Aims

Design

To develop and testa Cross-

model of work-
related factors
associated with
home-care nurses'
intention to remain
employed.

To examine whether
job demands, job
resources and
professional
experience predict
occupational
turnover intention
and actual turnover.
To synthesize
evidence on the
relationship between
job embeddedness
and nurses' turnover
intention.

To assess public
health nurses'
perceptions of work
environment, stress,
job satisfaction and
intention to remain.

sectional

Longitudinal

Systematic
review and
meta-analysis

Cross-
sectional

Table 3. Characteristics of included studies.

Context

Home care, Ontario,
Canada

Mixed healthcare
settings (hospitals,
nursing homes, and
community/home
care) across six
European countries

Nursing workforce
across healthcare
settings

Public health
nursing, North
Carolina, United
States

Sample

Home-care nurses
employed by a
large home-care
organization.

753 nurses
employed in
European
healthcare
institutions.

Forty-seven studies
including 15,742
nurses from seven
countries.

672 non-
supervisory public
health nurses.

Results

Meaningful work, continuity of care,
supportive supervision, work—life balance
and stable income significantly increased
nurses' intention to remain employed over
time.

In the overall mixed-setting sample, higher
job demands were associated with greater
occupational turnover intention, whereas
job resources and professional experience
were associated with lower occupational
turnover intention. Professional experience
was also negatively associated with actual
occupational turnover.

Job embeddedness demonstrated a

Determinants of
ITL/Retention

Meaningful work; continuity
of care; supervisor
relationships; work—life
balance; income stability;
salary and benefits; intention
to remain.

Job demands; emotional
demands; work—home
interference; job resources;
professional experience;
development opportunities;
occupational turnover.

Job embeddedness; on-the-

moderate negative association with turnover job embeddedness; fit; links;

intention, with on-the-job embeddedness
showing the strongest protective effect.
Stronger organizational attachment
promoted workforce retention.

Despite generally high job satisfaction,
many nurses perceived retention problems
and considered leaving within three years.
Poor work environments and higher stress
levels were consistently associated with
lower intention to remain.
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sacrifice; education; career
experience; turnover
intention.

Work environment; job
satisfaction; occupational
stress; intention to remain;
salary; retention.
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ABSTRACT

Background: Competency-based nursing education requires students to demonstrate observable
clinical skills, yet performance may vary according to how students organise, monitor and regulate
their learning. Evidence linking multidimensional learning strategies with directly assessed clinical
skills remains limited in Nigerian nursing education.

Objective: To determine the relationship between learning strategies and clinical skills and to
compare learning-strategy and clinical-skills scores between experimental and control groups of
nursing students in North-West Nigeria.

Methods: Quantitative quasi-experimental pre-test—post-test non-equivalent control-group study
was conducted in two public nursing schools. Of 190 Year Two students, 152 agreed to participate
and 128 were selected systematically: 64 in the experimental group and 64 in the control group. The
experimental group received six weeks of structured academic coaching, while the control group
continued routine instruction. Learning strategies were measured with the 64-item Learning and
Study Strategies Inventory, and clinical skills were assessed using standardised checklists for taking
vital signs, care of pressure areas, maintenance of oral hygiene and preparation of an unoccupied
bed. Group comparisons, Pearson correlation, sensitivity analysis and hierarchical multiple linear
regression were conducted.

Results: At baseline, the groups did not differ significantly in overall learning strategies
(experimental: 44.2 + 13.0; control: 46.4 + 12.5; p = 0.331) or overall clinical skills (43.9 £ 6.5
versus 45.0 £ 4.8; p = 0.278). At post-test, the experimental group had higher learning-strategy
scores (72.0 £ 8.0 versus 53.8 £ 12.9; p < 0.001) and clinical-skills scores (78.4 £+ 6.7 versus 59.3 £
7.5; p < 0.001). Learning strategies were moderately correlated with clinical skills, 7(126) = 0.556,
95% CI 0.423-0.665, p < 0.001, with a comparable Spearman coefficient (rtho = 0.548, p < 0.001).
In the adjusted model, learning strategies remained independently associated with clinical skills (B

=0.23,=0.27, p <0.001). No substantial ceiling effect was observed for the overall outcomes.
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Conclusion: Stronger learning strategies were independently associated with higher observed
clinical-skills scores after adjustment for group allocation, baseline scores, age and sex. Strategy-
focused educational support may be beneficial when integrated with supervised clinical practice;
however, the non-randomised school-level allocation and residual institutional confounding require

cautious interpretation.

Keywords: clinical skills; learning strategies; nursing education; nursing students; self-regulated

learning; quasi-experimental study; Nigeria

INTRODUCTION

Competency-based nursing education focuses on students’ demonstrated ability to integrate
knowledge, psychomotor performance, communication, professional judgement and ethical conduct
in practice. Contemporary competency frameworks emphasise progressive demonstration,
assessment, feedback and reflection rather than reliance on course completion alone [1,2]. Clinical
competence is therefore broader than clinical skills: competence represents the integrated capacity
to practise safely and appropriately, whereas clinical skills are observable procedural performances
that form one component of that wider capacity.

Learning strategies refer to the deliberate cognitive, behavioural and motivational processes used to
acquire, organise, retain and apply information. The Learning and Study Strategies Inventory
conceptualises strategic learning through skill, will and self-regulation. Skill concerns information
processing, selection of main ideas and test strategies; will concerns attitude, motivation and
management of learning-related anxiety; and self-regulation concerns concentration, time
management, self-testing and use of academic resources [3]. Learning strategies are related to, but
distinct from, self-regulated learning. Specific strategies are the techniques students use, while self-

regulated learning is the broader cyclical process through which learners set goals, select strategies,
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monitor progress, interpret feedback and modify their behaviour [4,5].

This distinction is relevant to nursing education because clinical procedures require students to
translate theoretical knowledge into ordered, context-sensitive actions. Before performing a
procedure, the student must identify the objective, retrieve relevant principles and plan the sequence
of care. During performance, the student must sustain attention, monitor accuracy and respond
appropriately to the patient. Afterward, the student must evaluate the outcome and use feedback to
guide further practice. Learning strategies may therefore influence how effectively clinical exposure
is converted into demonstrated skill.

Empirical evidence generally supports the relevance of self-regulation to nursing students’ clinical
learning, although the measures and outcomes vary across studies. Kurt and Eskimez [6] reported
that self-regulated learning was relevant to adaptation in clinical practice, while Kim [7] identified
self-regulated learning as a pathway linking emotional intelligence and collaboration with clinical
performance. Subas and Karacay [8] and Tanimura et al. [9] further demonstrated that nursing
students differ in their strategic regulation of clinical learning. Intervention evidence also indicates
that structured reflection, assessment and critical-thinking activities can strengthen self-regulation
and clinical performance [10]. However, studies have frequently relied on self-reported
competence, academic grades or constructs such as learning styles that are not equivalent to
learning strategies [11].

Instructional support may be especially important when clinical learning opportunities are limited or
uneven. Evidence from accelerated and undergraduate nursing programmes suggests that explicit
support for planning, monitoring, feedback use and time management can facilitate self-regulated
learning [12,13]. Nevertheless, evidence directly relating multidimensional learning-strategy scores
to objectively observed clinical procedures remains comparatively limited in Nigerian nursing
education. This gap is important because clinical-skills assessments provide a more direct indication

of students’ ability to perform care than self-perceived competence alone.
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Nigerian evidence supports the relevance of the educational context. Anarado et al. [16] identified
inadequate equipment, limited teacher participation in clinical supervision, incomplete preparation
before placements and lack of shift-based preceptors as barriers to nursing students’ clinical
training. Akinpelu et al. [17] similarly reported that Nigerian clinical students perceived weaknesses
in infrastructure, communication and lecturer—student relationships within their learning
environment. More recent Nigerian evidence shows that clinical competence varies among nursing
students and may be associated with individual characteristics [18]. These findings indicate that
clinical learning outcomes arise from interacting student, instructional and institutional factors,
while evidence specifically linking multidimensional learning strategies with directly observed
procedures remains limited.

The present study examined Year Two students in two public nursing schools in North-West
Nigeria. It addressed the evidence gap by assessing learning strategies and four directly observed
clinical procedures in experimental and control groups before and after a structured educational
intervention. The study objective was to determine the relationship between learning strategies and
clinical skills and to compare the two variables between groups. The null hypothesis stated that
there was no statistically significant relationship between learning strategies and clinical skills.

The conceptual relationship between students’ learning strategies and their observed clinical skills
performance is illustrated in Figure 1. The framework demonstrates how key dimensions of learning
strategies, including skill, will, and self-regulation, may influence the development and
demonstration of clinical competencies.

The group comparison describes score distributions before and after the intervention; the principal

correlational pathway concerns the relationship between learning strategies and observed clinical

skills.
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Figure 1. Conceptual framework linking learning strategies with clinical skills.

METHODS

Study design

A quantitative quasi-experimental pre-test—post-test non-equivalent control-group design was used.

School of Nursing Gusau, Zamfara State, constituted the experimental school, while School of

Nursing Sokoto constituted the control school. The schools were assigned by site rather than by

individual randomisation; therefore, the design permitted group comparison while retaining the

possibility of baseline differences between institutions. This study was guided by a conceptual

framework that considers learning strategies as important determinants of clinical skills acquisition

among nursing students. The framework incorporates three major learning strategy components:

skill (knowledge of how to learn and perform tasks), will (motivation, effort, and confidence), and

self-regulation (planning, monitoring, and evaluation). These components are proposed to
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contribute to students’ clinical skills performance, as assessed through selected nursing procedures

(Figure 1).

Setting, population and participants

The study was conducted in two public nursing schools in Zamfara and Sokoto States, North-West
Nigeria. The target population comprised 190 Year Two nursing students: 85 in Gusau and 105 in
Sokoto. Year Two students were selected because they had received foundational clinical instruction
and were available to participate throughout the intervention and follow-up periods. All 190 Year
Two students in the two selected schools were approached during the information sessions. Of
these, 152 agreed to participate and entered the sampling frame, while 38 did not proceed to
consent. Systematic sampling was then used within each school to select 128 students, with 64
allocated by school to the experimental group and 64 to the control group. All 128 participants
completed both pre-test and post-test assessments and were included in the final analysis (Figure 2).
The remaining 24 consenting students were not selected because the predetermined sample size had
been reached. All 128 selected participants completed the pre-test and post-test assessments and

were included in the analysis.

Sample-size determination
The sample size was calculated for comparison of two independent means [14]. Using a two-sided
5% significance level (Zo/2 = 1.96), 80% power (ZB = 0.84), an assumed standard deviation of 20

and a minimum detectable mean difference of 10, the required number was calculated as

2
26%| Z +27
° ( %+ ﬁ) 2(20) (1.96+0.84)°
n= _ - : —62.8
d (10)

participants per group. This was rounded to 64 per group, producing a total sample of 128 students.

The selection and progression of participants through the study are presented in Figure 2. The figure
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illustrates the movement of participants from the target population through consent, sampling,
group allocation, completion of pre-test and post-test assessments, and inclusion in the final

analysis.

o9 Target population: 190 Year Two
... nursing students
Gusau = 85; Sokoto = 105

v

= Agreed to participate and entered
= sampling frame:
L ¢ 152 )
' i
Systematically selected:
128
. I J
®®g Experimental school: o®g  Control school:
gl 64 @0 64
\

v

Completed pre-test and post-test
0 and included in analysis:
128

Figure 2. Flow diagram showing the recruitment, selection, allocation, follow-up, and final

inclusion of Year Two nursing students in the experimental and control groups..

Intervention and control conditions

Four qualified clinical instructors from the experimental school completed a three-day preparation
programme on the coaching protocol, constructive feedback, student collaboration, communication
and progress monitoring. The 64 experimental-group students were divided into four groups of 16

and assigned to the trained instructors. The intervention lasted six weeks. Sessions were conducted
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weekly and generally lasted 60—90 minutes.

The intervention combined goal setting, identification of learning barriers, action planning, explicit
learning-strategy instruction, demonstration and supervised practice of the selected procedures,
immediate feedback, self-evaluation and follow-up. Progress was reviewed through a four-step
sequence of review, evaluation, anticipation of barriers and planning [15]. Students were expected
to undertake peer practice and clinical application between sessions. The control group continued
the routine educational and clinical programme provided by its school. The post-test was conducted
within two months after the final coaching session using the same learning-strategy and clinical-

skills measures administered at baseline.

Measurement of learning strategies

Learning strategies were assessed using the 64-item Learning and Study Strategies Inventory [3].
Items were rated on a five-point scale from 1 (not at all typical of me) to 5 (very much typical of
me) and scored according to the instrument key, including reverse scoring where applicable. The ten
scales were grouped into skill (information processing, selecting main ideas and test strategies), will
(attitude, motivation and anxiety management) and self-regulation (time management,
concentration, self-testing and use of academic resources). The English-language version was
retained because English was the medium of instruction. Nursing-education, clinical-nursing,
educational-measurement and language experts reviewed the instrument for clarity and cultural
relevance in North-West Nigeria. Minor contextual wording changes were made without altering the
construct structure, response options or scoring, and the instrument was pilot-tested among 20 Year
Two nursing students in a comparable public nursing school outside the study sites. Percentage
scores were calculated as the obtained raw score divided by the maximum obtainable raw score and
multiplied by 100. Continuous scores were retained for analysis to avoid unsupported categorical

cut-offs.
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Published scale-level Cronbach’s alpha coefficients ranged from 0.68 to 0.89, with test-retest
coefficients of 0.72-0.85. Preliminary testing in the study yielded test-retest and split-half
coefficients of 0.87 and 0.70, respectively. Using pre-intervention responses from all 128
participants, Cronbach’s alpha was 0.89 for skill, 0.87 for will and 0.90 for self-regulation; the ten
scale-level coefticients ranged from 0.74 to 0.86, and the complete instrument coefficient was 0.93,
indicating acceptable to good internal consistency across the scales and high internal consistency
for the broader scores.

A published psychometric validation study of this specific 64-item version among Nigerian nursing
students was not identified. Contextual appropriateness was therefore supported through English-
language administration, expert review, pilot testing and current-sample reliability estimates. This
approach supports use in the present setting but does not replace a full Nigerian construct-validation

study.

Measurement of clinical skills

Clinical skills were assessed under Objective Structured Clinical Examination conditions using
procedure-performance checklists based on the Nursing and Midwifery Council of Nigeria format.
Eight clinical instructors who were nurse educators, four from each participating school, conducted
the assessments. Four curriculum-based procedures were selected by balloting and used at both
assessments: taking vital signs, care of pressure areas, maintenance of oral hygiene and preparation
of an unoccupied bed. The checklists assessed preparation, performance of the required sequence
and completion or documentation activities. Each procedure carried 12 marks, giving 48 obtainable
marks across the four procedures. Procedure scores and the aggregate clinical-skills score were
converted to percentages for analysis.

Before data collection, the eight assessors completed a three-day standardisation workshop led by

the principal investigator. Training covered checklist interpretation, station preparation, scoring of
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correctly, incorrectly and incompletely performed steps, and maintenance of consistent assessment
conditions. Assessors practised scoring simulated performances and received a refresher briefing
before the post-intervention assessment. Inter-rater reliability was examined through independent
paired ratings of 16 nursing students outside the main sample. The overall absolute-agreement
intraclass correlation coefficient was 0.90 (95% CI 0.84-0.94), with procedure-specific coefficients
of 0.84-0.92. The experimental and control schools were located in different states and had no
direct interaction during the study. Students and clinical instructors at each site were unaware of the
identity, activities and results of the comparison school, thereby reducing the risk of information
exchange and intervention contamination. Full assessor blinding to group allocation was not
feasible because the clinical instructors worked within their respective schools; the study therefore
used partial site-level blinding. The checklists also underwent professional review for face and
content relevance.

The selected checklists were existing Nursing and Midwifery Council of Nigeria examination tools
developed through professional input from experienced Nigerian nurse educators. For the present
study, the eight instructors reviewed the four selected checklists for face validity, curriculum
alignment, clarity and procedural relevance before administration. A numerical Content Validity
Index was not available; this is reported transparently and considered when interpreting the

measurement evidence.

Data-collection procedure

Administrative permission and ethical approval were obtained before recruitment. Students received
study information and provided written informed consent. Pre-test assessment was conducted within
the first week after consent using the same instruments in both groups. Following the six-week
intervention, the post-test questionnaires and clinical assessments were scheduled for both schools

within two months of the final session. Self-created identification codes were used to link pre-test
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and post-test records while protecting participant identity.

Data analysis

Data were analysed using IBM SPSS Statistics version 23. Frequencies and percentages
summarised categorical variables, while means and standard deviations summarised continuous
scores. Cronbach’s alpha assessed internal consistency of the LASSI using pre-intervention item-
level responses. Baseline demographic distributions were compared using chi-square tests, and
independent-samples t tests compared experimental and control groups at pre-test and post-test.
Mean differences, two-tailed p values, 95% confidence intervals and standardised mean differences
were reported for the principal group comparisons.

Before Pearson’s product-moment correlation was interpreted, normality was assessed using
histograms, Q—Q plots and Shapiro—Wilk tests; linearity was examined with a scatterplot; and
standardised residuals, leverage values and Cook’s distance were inspected for influential
observations. Spearman’s rank correlation was conducted as a sensitivity analysis. Correlation
magnitude was interpreted as very weak (0.00-0.19), weak (0.20-0.39), moderate (0.40-0.59),
strong (0.60-0.79) or very strong (0.80—1.00). The exact two-tailed probability was calculated from
the coefficient and sample size, and a 95% confidence interval was obtained using Fisher’s z
transformation.

Hierarchical multiple linear regression was used to determine whether post-intervention learning
strategies remained associated with post-intervention clinical skills after adjustment for group
allocation, baseline clinical skills, baseline learning strategies, age and sex. The covariates were
entered in Block 1 and post-intervention learning strategies in Block 2. Regression coefficients,
standard errors, standardised beta coefficients, 95% confidence intervals, R?, adjusted R? and
change in R? were reported. Linearity, residual normality, homoscedasticity, multicollinearity and

influential observations were examined. Possible ceiling effects were evaluated from observed score
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ranges and the proportions attaining the maximum or scoring at or above 90% of the obtainable
score. Statistical significance was set at p-value (p) < 0.05.

Procedure-specific outcomes and all ten learning-strategy scales were reported separately to show
whether the overall patterns were consistent across domains. A complete matrix of 40 scale-by-
procedure correlations was not treated as confirmatory because the sample size was not planned for
that number of comparisons and extensive testing would increase the risk of false-positive findings.
The prespecified overall learning-strategy and overall clinical-skills scores therefore remained the

primary correlational analysis.

Ethical considerations

Ethical approval was granted by the Zamfara State Health Research Ethics Committee (approval
number ZSHREC03082021) on 16 August 2021. Administrative permission was obtained from the
participating schools. Participation was voluntary, written informed consent was obtained, and

confidentiality was maintained through coded records and secure data storage.

RESULTS

Participant characteristics and flow

Of the 190 Year Two students approached, 152 consented to participate and 38 did not proceed to
consent. Systematic sampling selected 128 students for the study, while 24 consenting students were
not selected after the required sample had been reached. All 128 selected participants completed
both assessments and were analysed, comprising 64 students in each group. The groups were
similar in sex, age, marital status and type of secondary school attended. In the experimental group,
54.7% were female, 51.6% were aged 18-22 years, 78.1% were unmarried and 56.3% had attended
public secondary schools. The corresponding proportions in the control group were 51.6%, 54.7%,

82.8% and 51.6%. More than 93% of each group was reported as Hausa, indicating a highly
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homogeneous ethnic distribution.
The baseline socio-demographic characteristics of participants in the experimental and control
groups are presented in Table 1. These characteristics were examined to determine whether the

groups were comparable before the intervention.

Variable Category Experimental n Control n (%) Ve p-value
(%)
Sex Male 29 (45.3) 31 (484 0.141 0.707
Female 35 (54.7) 33 (51.6)
Age (years) 18-22 33 (51.6) 35 (54.7) 0.265 0.966
23-27 18 (28.1) 19 (29.7)
28-32 10 (15.6) 9(14.1)
>33 347 1(1.6)
Marital status Unmarried 50 (78.1) 53 (82.8) 0.686 0.408
Married 14 (21.9) 11 (17.2)
Secondary Private 28 (43.8) 31(48.4) 0.772 0.380
school
Public 36 (56.3) 33 (51.6)
Ethnic group Hausa 60 (93.8) 62 (96.9) 0.675 0.714
Yoruba 4(6.3) 2 (3.1
Igbo 0(0.0) 0(0.0)

Table 1. Baseline socio-demographic characteristics of the experimental and control groups (n =

128).

Learning strategies

At baseline, the groups had comparable overall learning-strategy scores. The experimental-group
mean was 44.2 + 13.0 and the control-group mean was 46.4 + 12.5, giving a mean difference of
—2.2 points (95% CI —6.7 to 2.3; t(126) = —0.98, p = 0.331). Baseline component differences were
also not statistically significant. At post-test, the experimental group had higher scores for skill,
will, self-regulation and the overall learning-strategy measure. The overall post-test difference was
18.2 points (95% CI 14.4-22.0; t(126) = 9.59, p < 0.001; Cohen’s d = 1.70).

Changes in learning-strategy components between the experimental and control groups before and
after the intervention are presented in Table 2. The table compares group differences across skill,

will, self-regulation and overall learning-strategy scores.

Learning Strategies as Correlates of Clinical Skills among Nursing Students in North-West Nigeria 76



\SC

ursing 2026, Volume 3, Nr. 3 pp 63-91
Component Pre: Exp. Pre: Ctrl Pre Post: Exp. Post: Ctrl Post
mean = SD mean = SD p-value | mean + SD mean = SD | p-value
Skill 50.2+25.0 51.3+244 0.802 75.0+12.8 53.1+24.8 | <0.001%*
Will 41.7+224 42.3+19.7 0.872 684+146 | 43.7+£21.2 | <0.001*
Self-regulation 51.2+249 56.1 £28.3 0.300 72.6+134 622+219 0.002*
Overall 44.2+13.0 46.4+12.5 0.331 72.0+ 8.0 53.8+129 | <0.001*
Note: Between-group p values are two-tailed independent-samples t-test results based on 64 participants per
group; * = significant test.

Table 2. Learning-strategy components at pre-test and post-test by study group.

The post-intervention comparison of the ten learning-strategy scales is shown in Table 3. This
analysis provides further detail on the specific learning behaviours contributing to differences

between the experimental and control groups

Learning-strategy scale Experimental Control t (df=126) | p-value Direction

mean £ SD mean £ SD
Information processing 74.0+13.3 50.8+£27.6 6.06 <0.001* | Exp. higher
Selecting main ideas 75.6+12.7 54.5+25.7 5.89 <0.001* | Exp. higher
Test strategies 75.1+124 54.1+£21.2 6.84 <0.001* | Exp. higher
Attitude 674+134 31.3£16.5 13.59 <0.001* | Exp. higher
Motivation 67.5+15.0 41.9+252 6.98 <0.001* | Exp. higher
Anxiety management 70.2+15.3 5794219 3.68 <0.001* | Exp. higher
Time management 73.9+14.6 68.0+17.5 2.07 0.040* | Exp. higher
Concentration 73.1+13.1 61.8+21.0 3.65 <0.001* | Exp. higher
Use of academic resources 68.6+12.9 59.8 +23.1 2.66 0.009* | Exp. higher
Self-testing 749+12.8 59.24+26.0 4.33 <0.001* | Exp. higher
* = significant test.

Table 3. Post-test scores for the ten learning-strategy scales by study group.

The post-test pattern was multidimensional. The largest between-group contrast occurred for
attitude, while statistically significant differences were also observed for information processing,
selecting main ideas, test strategies, motivation, anxiety management, time management,
concentration, use of academic resources and self-testing. The findings therefore indicate that the
group difference was not confined to one learning behaviour.

The LASSI demonstrated satisfactory internal consistency in the current sample. Cronbach’s alpha

coefficients for the ten scales ranged from 0.74 to 0.86. The skill, will and self-regulation
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components produced coefficients of 0.89, 0.87 and 0.90, respectively, while the complete

instrument coefficient was 0.93.

Clinical skills

The experimental and control groups did not differ significantly in the overall clinical-skills score at
baseline (43.9 £ 6.5 versus 45.0 + 4.8; mean difference —1.1, 95% CI —3.1 to 0.9; t(126) =—1.09, p
= 0.278). Procedure-specific baseline scores were not uniform: the control group scored higher in
taking vital signs and care of pressure areas, while the groups did not differ significantly in
maintenance of oral hygiene or preparation of an unoccupied bed. This pattern is consistent with the
non-randomised allocation of intact schools and requires caution when interpreting procedure-
specific post-test differences.

At post-test, the experimental group recorded higher scores in all four procedures and in the overall
clinical-skills measure. The overall mean difference was 19.1 points (95% CI 16.6-21.6; t(126) =
15.19, p < 0.001; Cohen’s d = 2.69). The consistency of the post-test direction across procedures
indicates that the difference extended across several fundamental nursing activities.

The clinical-skills performance of participants across the four assessed nursing procedures is

presented in Table 4.
Clinical procedure Pre: Exp. Pre: Ctrl Pre Post: Exp. Post: Ctrl Post

mean + SD mean £SD | p-value mean £SD | mean=+SD | p-value

Taking vital signs 37.8+ 144 42.1+8.0 0.039* 73.84+13.0 | 58.1+£11.9 | <0.001*

Care of pressure areas 28.0+104 454+74 <0.001* | 78.6+12.0 | 61.9+11.1 | <0.001*

Maintenance of oral hygiene | 48.0+12.2 44.7+93 0.088 80.8+12.0 | 5894122 | <0.001*

Preparation of an 51.9+18.3 47.7+7.6 0.092 80.1+13.1 | 582+ 11.5 | <0.001*

unoccupied bed

Overall clinical skills 43.9+6.5 45.0+£438 0.278 78.4+6.7 59375 <0.001%*

* = significant test.

Table 4. Clinical-skills scores at pre-test and post-test by procedure and study group.

The Table 4 compares pre-test and post-test scores between the experimental and control groups for

each clinical procedure and the overall clinical-skills measure.
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Assessment of possible ceiling effects

Observed ranges and upper-bound frequencies did not indicate a substantial ceiling effect for the
overall measures. Overall learning-strategy scores ranged from 52.0 to 91.0 in the experimental
group and from 29.0 to 82.0 in the control group; no participant attained the maximum score and
only one experimental-group participant (1.6%) scored at or above 90%. Overall clinical-skills
scores ranged from 62.5 to 93.8 and from 41.7 to 77.1, respectively; no participant attained the
maximum overall score and three experimental-group participants (4.7%) scored at or above 90%.
Modest upper-end clustering was observed for maintenance of oral hygiene and preparation of an
unoccupied bed, for which 21.9% of experimental-group participants scored at or above 90%.

The distribution of post-intervention scores and assessment of potential ceiling effects are presented
in Table 5. This analysis was conducted to determine whether high scores limited the ability of the

measures to differentiate participant performance.

Outcome Exp. range | Exp.>90% | Exp. max Control | Control 290% | Control max
n (%) n (%) range n (%) n (%)

Overall learning 52.0-91.0 1(1.6) 0(0.0) 29.0-82.0 0 (0.0) 0 (0.0)

strategies

Overall clinical 62.5-93.8 3(4.7) 0(0.0) 41.7-77.1 0 (0.0) 0 (0.0)

skills

Taking vital signs 41.7-100.0 7 (10.9) 2 (3.1) 33.3-83.3 0(0.0) 0(0.0)

Care of pressure 50.0-100.0 11 (17.2) 3(4.7) 33.3-83.3 0(0.0) 0(0.0)

areas

Maintenance of 50.0-100.0 14 (21.9) 4(6.3) 25.0-83.3 0(0.0) 0(0.0)

oral hygiene

Preparation of an 41.7-100.0 14 (21.9) 5(7.8) 33.3-91.7 1(1.6) 0(0.0)

unoccupied bed

Note: Scores at or above 90% of the obtainable score were classified as near the upper boundary.

Table 5. Post-intervention score ranges and assessment of possible ceiling effects.

Relationship between learning strategies and clinical skills

The learning-strategy and clinical-skills scores were approximately normally distributed on visual
inspection. Shapiro—Wilk tests were not statistically significant for learning strategies (W = 0.986, p
= 0.189) or clinical skills (W = 0.983, p = 0.104). The scatterplot showed an approximately linear

positive relationship. Standardised residuals ranged from —2.72 to 2.61 and the maximum Cook’s
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distance was 0.074, indicating no influential outliers.

Across all 128 participants, learning strategies were moderately and positively correlated with
clinical skills, #(126) = 0.556, 95% CI 0.423-0.665, p < 0.001. The Spearman sensitivity analysis
produced a comparable association (rtho = 0.548, p < 0.001), indicating that the finding was not
materially dependent on distributional assumptions. The null hypothesis of no statistically
significant relationship was rejected. In the unadjusted standardised model, learning strategies
explained 30.9% of the observed variance in clinical-skills scores, F(1,126) = 56.38, p <0.001.

The relationship between learning strategies and clinical skills across all participants is presented in
Table 6. The table summarises the correlation coefficient and unadjusted regression model

examining the association between the two main study variables.

Predictor Outcome r/p 95% CI for R? Adjusted F (df) p-value
r R?
Learning Clinical skills 0.556 | 0.423-0.665 | 0.309 0.304 56.38 (1,126) | <0.001*
strategies

Note: In a simple one-predictor standardized model, B equals Pearson’s r. This model is unadjusted and should
not be interpreted as establishing causality. *=significant test.

Table 6. Correlation and unadjusted standardised regression relating learning strategies to

clinical skills (n = 128).

Adjusted multivariable analysis

The hierarchical regression model was statistically significant, F(6,121) = 51.86, p < 0.001, and
explained 72.0% of the variance in post-intervention clinical-skills scores (R? = 0.720; adjusted R?
=0.706). Experimental-group membership was the strongest predictor (B = 13.72, f = 0.57, 95% CI
10.57-16.87, p < 0.001). After adjustment for group allocation, baseline clinical skills, baseline
learning strategies, age and sex, post-intervention learning strategies remained positively associated
with clinical skills (B = 0.23, = 0.27, 95% CI 0.12-0.34, p < 0.001). Adding post-intervention

learning strategies explained a further 3.9% of the variance (AR? = 0.039, F-change(1,121) = 16.85,

Learning Strategies as Correlates of Clinical Skills among Nursing Students in North-West Nigeria 80



\SC

ursing 2026, Volume 3, Nr. 3 pp 63-91

p < 0.001). Baseline clinical skills and age were also significant, whereas baseline learning
strategies and sex were not.

The adjusted predictors of post-intervention clinical-skills performance are presented in Table 7.
The hierarchical regression model examines whether learning strategies remained associated with

clinical skills after controlling for group allocation and relevant participant characteristics.

Predictor B SE B t p-value 95% CI for B
Post-intervention learning 0.23 0.055 0.27 4.18 <0.001* 0.12-0.34
strategies

Experimental group 13.72 1.59 0.57 8.63 <0.001* 10.57-16.87
Baseline clinical skills 0.20 0.069 0.17 2.90 0.004* 0.06-0.34
Baseline learning strategies 0.03 0.037 0.05 0.81 0.419 —0.04-0.10
Age group 1.28 0.52 0.14 2.46 0.015%* 0.25-2.31
Female sex 0.62 1.05 0.03 0.59 0.556 —1.46-2.70
Note: Control group = 0 and experimental group = 1; male = 0 and female = 1. Model R? = 0.720; adjusted R? =
0.706.*=significant test

Table 7. Hierarchical multiple linear regression predicting post-intervention clinical-skills scores

(n = 128).

DISCUSSION

The present study examined the relationship between learning strategies and clinical skills among
nursing students in North-West Nigeria and compared scores between experimental and control
groups. Three principal findings emerged. First, the groups had comparable overall learning-
strategy and clinical-skills scores at baseline, although two procedure-specific baseline differences
were observed. Second, the experimental group recorded higher post-test learning-strategy and
clinical-skills scores than the control group. Third, learning strategies were moderately and
positively associated with clinical skills across the 128 participants.

The baseline learning-strategy findings indicate that both groups began with similar overall
strategic-learning profiles. The experimental-group mean was 44.2, compared with 46.4 in the

control group, and the confidence interval for the difference included zero. This comparability
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strengthens the interpretation of the post-test contrast for the overall learning-strategy score, while
the use of intact schools still precludes the assumption of complete equivalence. At post-test, the
experimental group’s overall score exceeded that of the control group by 18.2 points, with a large
standardized difference. The result indicates that the structured educational programme was
accompanied by a substantial difference in measured learning strategies within the study setting.
The post-test difference extended across skill, will and self-regulation. Higher skill scores suggest
stronger information processing, identification of central ideas and preparation for assessment.
These processes are relevant to clinical learning because students must distinguish critical
procedural information, connect principles with practice and recall an appropriate sequence of care.
Higher self-regulation scores suggest greater use of time management, concentration, academic
resources and self-testing. Such strategies may help students organise practice, identify gaps in
understanding and seek corrective feedback before formal assessment.

The will component remained lower than the skill and self-regulation components in the
experimental group. This pattern may indicate that attitudes, motivation and management of
learning-related anxiety require more sustained reinforcement than cognitive and organisational
strategies. Strategy instruction can provide immediate techniques for planning and information
processing, whereas motivational change may depend on repeated mastery experiences, supportive
feedback and continued clinical supervision. The interpretation remains tentative because the study
assessed outcomes within two months of the intervention.

The learning-strategy findings are broadly consistent with evidence showing that self-regulated
learning supports nursing students’ engagement with clinical practice [6—9]. They also accord with
intervention research in which structured reflection, assessment and critical-thinking activities
strengthened self-regulation and clinical performance [10]. However, the present study differs from
research that measures learning styles or self-perceived competence [11]. By assessing ten strategy

scales and directly observed procedures, it provides evidence that strategic learning is relevant to
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demonstrated rather than perceived clinical performance.

The overall clinical-skills scores were comparable at baseline, but the procedure-specific results
require a more qualified interpretation. The control group had higher baseline scores for taking vital
signs and care of pressure areas. These imbalances are plausible in a non-equivalent group design
because the schools may have differed in prior teaching sequence, practice exposure or assessment
familiarity. Consequently, the post-test procedure differences cannot be attributed solely to the
intervention without adjustment for baseline performance. The overall post-test difference was
nevertheless large and occurred in the same direction across all four procedures.

The four procedures represented complementary dimensions of fundamental nursing care. Taking
vital signs required systematic observation and recording of physiological measurements. Care of
pressure areas required preventive care, patient positioning, skin assessment and maintenance of
tissue integrity. Maintenance of oral hygiene assessed organised personal care, patient comfort and
infection-prevention practices. Preparation of an unoccupied bed required sequencing,
environmental organisation and adherence to basic care standards. The consistently higher post-test
scores in the experimental group indicate that the observed difference was not limited to one
procedural domain.

The high post-test means did not correspond to a substantial ceiling effect for the overall learning-
strategy or clinical-skills measures, because very few students scored at or above 90% and none
attained the maximum overall score. Modest upper-end clustering occurred for oral hygiene and
unoccupied-bed preparation. The limited number of scoring points on individual checklists may
therefore have reduced discrimination among some high-performing students, and procedure-
specific findings should be interpreted alongside the aggregate clinical-skills score.

The principal finding relevant to the title was the moderate positive relationship between learning
strategies and clinical skills. The Pearson coefficient of 0.556 and the comparable Spearman

coefficient of 0.548 indicate that students with stronger learning-strategy scores tended to
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demonstrate stronger clinical skills. The confidence interval excluded weak and null relationships,
and the unadjusted model accounted for approximately 31% of the variance in clinical-skills scores.
This magnitude is educationally meaningful while also showing that substantial variation remained
attributable to other influences and measurement error. The association can be interpreted through
the functional requirements of clinical performance. Students must retrieve theoretical principles,
organise procedural information, maintain concentration, monitor the accuracy of their actions and
evaluate outcomes. Information processing and selection of main ideas may support recognition of
critical steps. Time management and concentration may facilitate deliberate practice, while self-
testing and resource use may help students detect weaknesses and seek assistance. Stronger learning
strategies may therefore support more systematic engagement with clinical tasks, although the
association does not establish a causal pathway.

The finding is consistent with self-regulated learning theory [4,5]. Clinical-skill acquisition involves
forethought, performance monitoring and reflection. During forethought, learners set objectives and
plan their approach. During performance, they regulate attention and monitor action. During
reflection, they interpret feedback and identify further learning needs. The positive relationship
observed in the present study supports the theoretical expectation that deliberate regulation of
learning corresponds with stronger performance in complex applied tasks.

The observed group differences, correlation and adjusted regression answer related but distinct
questions. The group comparisons describe score differences between the experimental and control
schools, whereas the correlations describe how the two title variables varied together across
participants. In the multivariable model, learning strategies remained independently associated with
clinical skills after adjustment for group allocation, baseline clinical skills, baseline learning
strategies, age and sex. The reduction from the crude correlation to the adjusted standardised
coefficient indicates that group and baseline characteristics explained part of the unadjusted

relationship. Experimental-group membership remained the strongest predictor. Because each group
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was located in a different school, the group coefficient represents a combined intervention-and-
institution effect; residual institutional confounding cannot therefore be excluded.

The findings have practical implications for nursing education. Strategy development may be
integrated with clinical instruction through explicit goal setting, procedural planning, scheduled
practice, self-testing, reflective review and structured feedback. These activities may be
incorporated into existing supervision rather than delivered as a separate resource-intensive
programme. In low-resource settings, small-group coaching and peer practice could contribute to
more deliberate use of available clinical opportunities, but feasibility, instructor workload and
implementation fidelity should be evaluated.

Overall, the evidence indicates that learning strategies have relevance beyond classroom
assessment. Their association with directly observed clinical skills suggests that cognitive,
motivational and self-regulatory support may contribute to the development of practice readiness.
The findings provide a basis for further controlled, multicentre research that uses verified

psychometric scoring, blinded or standardised clinical assessment and adjusted analyses.

Implications for nursing education

* Learning-strategy assessment may help educators identify students who require additional
support with information processing, motivation, time management, concentration, self-testing
or use of learning resources.

* Clinical instruction could combine demonstration with learner-generated goals, guided
practice, immediate feedback and reflective review.

» Strategy-focused support should be evaluated as a complement to routine clinical teaching
rather than as a replacement for supervised practice.

* Implementation studies should examine the feasibility, instructor workload, fidelity and

sustainability of small-group academic coaching in public nursing schools.
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* C(Clinical-skills assessment should use clearly documented scoring rubrics and assessor-

standardisation procedures to strengthen reliability.

Strengths and Limitations

A major strength was the use of directly observed clinical procedures rather than exclusive reliance
on students’ perceptions of competence. The study also assessed multiple dimensions of learning
strategies, used a control group, obtained complete follow-up and included procedure-specific
outcomes. The corrected correlation is reported with a confidence interval and an exact significance
calculation consistent with n = 128.

Several limitations should be considered. The quasi-experimental design used intact schools without
individual randomisation, creating potential selection bias and institutional confounding. Because
the experimental and control groups were located in different schools, coaching exposure could not
be separated completely from institutional characteristics. Procedure-specific baseline imbalance
was evident for taking vital signs and care of pressure areas. Learning strategies were self-reported
and may have been affected by social-desirability or response bias. Assessors could not be blinded
to school or assessment period. A numerical Content Validity Index was not available for the
clinical checklists, and a full Nigerian construct-validation study of the 64-item LASSI was not
identified. The sample was drawn from two public schools and was ethnically homogeneous,
limiting generalisability. Although no substantial ceiling effect was identified for the overall
outcomes, modest upper-end clustering in oral hygiene and unoccupied-bed preparation may have
reduced discrimination among higher-performing students. Residual confounding may remain

despite statistical adjustment.

CONCLUSION

Learning strategies were moderately and positively associated with clinical skills among nursing
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students in North-West Nigeria. The association remained statistically significant after adjustment
for group allocation, baseline scores, age and sex. The experimental group also recorded higher
post-test learning-strategy and clinical-skills scores than the control group. Strategy-focused support
may therefore contribute to clinical learning when integrated with supervised practice; however, the
non-randomised school-level design, residual institutional confounding and modest procedure-

specific upper-end clustering require cautious interpretation and further multicentre evaluation.
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ABSTRACT

Introduction: Nurse-performed radial arterial access has been described as a potential area of
advanced nursing practice in high-acuity settings, although the available evidence remains limited
and fragmented.

Objective: To map the extent, range and nature of the literature on nurse-performed radial arterial
access, including reported clinical settings, nursing roles, training models, outcomes and evidence
gaps.

Materials and Methods: A scoping review was conducted in accordance with Joanna Briggs
Institute methodology and PRISMA-ScR guidance. PubMed, Scopus and Web of Science were
searched. Original studies involving adult populations and direct nurse involvement in radial arterial
puncture, cannulation or device placement were included. Data were synthesized narratively.
Results: Of 325 records identified, 6 studies met the inclusion criteria. Studies were conducted in
Australia, Spain, China, Italy and the United Kingdom, mainly in intensive care units, neuro-
intensive care units and cardiac catheterization laboratories. Nurse-performed radial arterial access
was generally described within structured training or supervision frameworks. Reported outcomes
included procedural success, first-attempt success, complications, catheter durability and learning
curve. However, studies were heterogeneous and one study reported outcomes aggregated for
nurses and intensivists.

Conclusion: Nurse-performed radial arterial access has been described in a small number of
selected settings, mainly within structured training, supervision and progressive skill acquisition
models. However, the evidence remains limited and heterogeneous and no definitive conclusions
can be drawn regarding safety, effectiveness or optimal implementation models. Future studies
should use nurse-specific outcome reporting and evaluate training, competency assessment,

credentialing, maintenance of competence and organizational impact.

Keywords: Radial artery; Vascular access; Arterial cannulation; Critical care nursing; Scoping

Nurse-performed radial arterial access: A scoping review of reported practice, training and evidence gaps 94



\SC

ursing 2026, Volume 3, Nr. 4 pp 92-120

review.

INTRODUCTION

Radial arterial access encompasses percutaneous access to the radial artery for monitoring,
diagnostic or interventional purposes. In intensive care, perioperative and emergency settings, radial
arterial cannulation with an arterial catheter enables continuous hemodynamic monitoring and
arterial blood sampling, and the radial artery is one of the preferred sites for arterial cannulation [1].
In critical care settings, catheter durability and functionality are important because they may affect
continuity of care and workflow organization [2]. In interventional cardiology, transradial access is
widely used for coronary angiography and percutaneous coronary interventions [3—7].

Radial arterial access is a technically defined procedure that requires anatomical knowledge,
manual skill, aseptic technique, awareness of potential complications and the ability to recognize
procedural indications and risks. These characteristics make it relevant to discussions on advanced
nursing competencies, particularly in high-acuity settings where nurses already contribute to
vascular access management, hemodynamic monitoring and time-sensitive procedural care. In this
context, the direct performance of radial arterial access by nurses may be understood not as an
isolated technical act, but as part of a broader competency-based development of specialized
nursing roles.

Alongside the increasing adoption of radial access, significant changes have been observed in the
roles and responsibilities assigned to nurses in high-acuity care settings. Various healthcare systems
have progressively expanded nursing responsibilities through processes of clinical reorganization
and models of task-shifting and task-sharing, not only in care management but also in the
performance of advanced technical and procedural activities. In Europe, the role of the specialist
nurse has received increasing attention in terms of training, regulation and clinical competencies
[8]. Recent literature on advanced practice nursing and critical care nursing emphasizes that

expanded nursing roles require advanced education, clearly defined competencies, clinical decision-
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making, interprofessional collaboration, leadership and mechanisms for competency development
and maintenance [9—12]. At the same time, international literature suggests that expanded nursing
responsibilities may be implemented in selected contexts when supported by structured training,
supervision and clear organizational models [13,14].

In this context, nurse-performed radial arterial access may be viewed as part of a broader trajectory
of nursing role development in specialized settings. However, because this practice lies at the
intersection of advanced competencies, team organization and the redefinition of professional
responsibilities, the available literature remains scattered and insufficiently synthesized.
International sources emphasize the importance of trained and competent personnel for the insertion
and management of intravascular devices [15,16] and reviews of vascular access specialist teams
suggest that dedicated teams can improve organizational consistency and procedural outcomes [17].

Despite the growing attention to advanced procedural competencies in nursing, the extent to which
nurse-performed radial arterial access has been documented remains unclear. In particular, it is not
well established in which clinical settings this practice has been reported, how the nursing role has
been defined, what training and supervision models have been described, and which outcomes have
been measured. No previous review specifically addressing radial arterial access performed directly
by nurses was identified. This gap supports the need for an evidence-mapping approach capable of
clarifying the current state of knowledge and identifying areas requiring further research.

Because the available evidence appears limited, heterogeneous and dispersed across different
clinical contexts, a scoping review design was considered appropriate to map the extent, range and

nature of the literature rather than to estimate effectiveness or generate pooled outcome measures.

Objective
This scoping review aimed to map the extent, range and nature of the available literature on nurse-
performed radial arterial access, describing the clinical settings in which this practice has been

reported, the nursing roles involved, the training and supervision models described, the outcomes
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reported and the remaining gaps in evidence.

MATERIALS AND METHODS

Study design and protocol registration

A scoping review was conducted to map the available literature on nurse-performed radial arterial
access. This design was selected because the topic is emerging and the evidence base is limited,
heterogeneous and dispersed across different clinical contexts. The review was conducted in
accordance with the methodological framework proposed by the Joanna Briggs Institute for scoping
reviews and the manuscript was prepared following the Preferred Reporting Items for Systematic
Reviews and Meta-Analyses extension for Scoping Reviews (PRISMA-ScR) reporting guidance
[18-20]. The study protocol was registered on the Open Science Framework (OSF) on March 22,

2026 (DOI: 10.17605/0OSF.IO/AE2NB).

Sampling and eligibility criteria
The review question and eligibility criteria were defined using the Population, Concept and Context

(PCC) framework, which is summarized in Table 1.

PCC element Definition
Population Adult patients undergoing diagnostic or therapeutic procedures requiring radial arterial
access.
Concept Radial arterial access performed directly by nurses, including radial arterial puncture,
cannulation or arterial device placement at the radial site.
Context Clinical settings in which nurse-performed radial arterial access has been described in the
literature.

Table 1. Population, Concept and Context (PCC) framework.

The Population included adult patients undergoing diagnostic or therapeutic procedures requiring
radial arterial access. The Concept of interest was radial arterial access performed directly by
nurses, defined as the active involvement of nurses in the technical act of radial arterial puncture,

cannulation or arterial device placement. Throughout this review, “radial arterial access” is used as
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an umbrella term. “Radial arterial cannulation” refers to arterial catheter placement for
hemodynamic monitoring and blood sampling, whereas “transradial access” and “distal radial
access” refer to vascular access procedures performed in interventional cardiology. Studies focusing
exclusively on arterial puncture for blood gas analysis were not considered eligible. The Context
included the clinical settings in which nurse-performed radial arterial access has been described in
the literature.

Original studies conducted in adult populations were considered eligible if radial arterial access was
performed directly by nurses. Eligible studies included quantitative, qualitative and mixed-methods
designs as well as observational studies, interventional studies, feasibility studies, pilot studies,
implementation studies, before-and-after studies and descriptive studies, provided they contained
sufficiently clear information on the nurse’s role in performing the procedure. Studies published in
English or Italian were considered, with no restriction on publication year.

Studies were excluded if the nursing role was limited to patient preparation, procedural assistance,
post-procedural monitoring, hemostasis management, device removal, or surveillance of
complications rather than direct technical performance of radial arterial access. Studies that focused
exclusively on arterial puncture for blood gas sampling were also excluded. Pediatric studies,
preclinical studies, editorials, commentaries, letters, narrative reviews, systematic reviews, scoping
reviews and conference abstracts lacking sufficient information for eligibility assessment were

excluded.

Information sources, search strategy and study selection

The literature search was carried out on March 23, 2026 in PubMed, Scopus and Web of Science.
These databases were selected because they provide broad biomedical, multidisciplinary and
citation-indexed coverage relevant to clinical, interventional and nursing-related literature. The

complete search strategies adopted for each database are reported in Table 2.
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Database Search strategy

PubMed (Nurse[Title/Abstract] OR Nurses[Title/Abstract] OR Nursing[Title/Abstract] OR Nursing
staff[ Title/Abstract] OR Registered nurse[Title/Abstract] OR Registered
nurses[Title/Abstract] OR Advanced practice nurse[Title/Abstract] OR Advanced practice
nurses|[Title/Abstract] OR Clinical nurse specialist[Title/Abstract] OR Clinical nurse
specialists[Title/Abstract] OR Nurse-led[Title/Abstract] OR Nurse performed|Title/Abstract]
OR Nurse-performed|[Title/Abstract]) AND (Radial access[Title/Abstract] OR Radial arterial
access[Title/Abstract] OR Radial artery access[Title/Abstract] OR Radial artery
cannulation[Title/Abstract] OR Radial artery puncture[Title/Abstract] OR Radial
approach[Title/Abstract] OR Transradial[Title/Abstract] OR Trans-radial[Title/Abstract] OR
Transradial access[Title/Abstract] OR  Distal radial[Title/Abstract] OR  Distal
transradial[ Title/Abstract] OR  Distal  trans-radial[Title/Abstract] OR  Dorsal
radial[ Title/Abstract] OR Radial sheath[Title/Abstract] OR Radial
catheterization[ Title/Abstract] OR Radial catheterisation| Title/Abstract])

Web of (TS=(Nurse OR Nurses OR Nursing OR Nursing staff OR Registered nurse OR Registered
Science nurses OR Advanced practice nurse OR Advanced practice nurses OR Clinical nurse
specialist OR Clinical nurse specialists OR Nurse-led OR Nurse performed OR Nurse-
performed)) AND (TS=(Radial access OR Radial arterial access OR Radial artery access OR
Radial artery cannulation OR Radial artery puncture OR Radial approach OR Transradial OR
Trans-radial OR Transradial access OR Distal radial OR Distal transradial OR Distal trans-
radial OR Dorsal radial OR Radial sheath OR Radial catheterization OR Radial
catheterisation))

Scopus TITLE-ABS-KEY ((nurs* OR "nursing staff" OR "registered nurse*" OR "advanced practice
nurse*" OR "clinical nurse specialist*" OR "nurse-led" OR "nurse performed" OR "nurse-
performed") AND ("radial access" OR "radial arterial access" OR "radial artery access" OR
"radial artery cannulation" OR "radial artery puncture" OR "radial approach" OR transradial
OR "trans-radial" OR "transradial access" OR "distal radial" OR "distal transradial" OR
"distal trans-radial" OR "dorsal radial" OR "radial sheath" OR "radial catheterization" OR
"radial catheterisation"))

Table 2. Combination of keywords used with the Boolean operators.

The search strategy was built around two main conceptual domains: the nursing profession and
radial arterial access. This approach was adopted to maximize search sensitivity and allow broad
retrieval of potentially relevant literature.

The PubMed strategy was based on Title/Abstract free-text terms to retrieve records explicitly
referring to both nursing roles and radial arterial access. During the preliminary development of the
search strategy, combinations of controlled vocabulary terms related to nursing, catheterization and
radial artery procedures were explored before the final free-text search approach was selected.
However, they were not incorporated into the original search strategy because the review aimed to
identify records explicitly describing direct nurse performance of radial arterial access. The
potential effect of not including controlled vocabulary terms on search sensitivity is acknowledged

in the Limitations section.
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CINAHL, Embase and gray literature sources were not searched. CINAHL was not available
through the authors’ institutional resources at the time of the original search and revision. Embase
and gray literature sources were also not searched because of resource constraints and the need to
maintain a reproducible search process. The potential effect of these omissions on the
comprehensiveness of the evidence mapping is addressed in the Limitations section.

All records identified through the electronic search were imported into Rayyan [21] for reference
management and duplicate removal. Duplicates were identified using combinations of title, authors,
year of publication and DOI.

The study selection process occurred in two stages: titles and abstracts screening followed by a full-
text assessment of potentially eligible records. Two reviewers, C.S. and P.C., performed the title and
abstract screening independently. Records judged to be clearly irrelevant were excluded at this
stage. Studies considered potentially eligible, or those for which the available information was
insufficient to make a definitive decision, were retained for full-text review. Any disagreement
between the two reviewers was resolved through discussion. If consensus could not be reached, a

third reviewer, F.C., was consulted. Reasons for exclusion were recorded systematically.

Data charting and synthesis

A standardized data charting form was developed specifically for this review to collect the main
characteristics of the included studies. For each included article, the following information was
extracted: authors, year of publication, country, study design, setting, description of the nurse’s role,
training or supervision model, reported outcomes, results and conclusions. Data charting was
performed independently by two reviewers using a standardized extraction form developed for this
review. Extracted data were compared and any discrepancies were resolved through discussion. If
consensus could not be reached, a third reviewer was consulted. Particular attention was paid to the
procedural role attributed to nurses in order to distinguish studies in which nurses directly

performed radial arterial access from those in which the nursing contribution was limited to
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supportive or post-procedural activities. When outcome data were not reported separately for
nurses, this was recorded as a limitation in nurse-specific attribution. The extracted data were
organized into summary tables and synthesized narratively. The synthesis aimed to describe how
nurse-performed radial arterial access has been reported across clinical settings and to map
recurring themes related to nursing role, training, supervision, competency development, procedural
outcomes and evidence gaps.

Consistent with scoping review methodology, formal critical appraisal was not undertaken because
the purpose of the review was to map the extent and nature of the evidence rather than to determine
the effectiveness of an intervention. However, study design and key methodological features were

extracted to support contextual interpretation of the findings.

RESULTS

Study selection

A total of 325 records were identified through database searches, including 75 from PubMed, 113
from Scopus and 137 from Web of Science.

Prior to screening, 129 duplicate records were removed, resulting in 196 unique records for
screening. Titles and abstracts of the 196 records were screened, resulting in the exclusion of 190
records for the following reasons: non-relevant population (n = 73), topic not focused on radial
arterial access or referring to a non-relevant access site (n = 7), radial arterial access not performed
directly by nurses (n = 37), study focused exclusively on post-procedural care, hemostasis,
monitoring or complications (n = 45) and non-eligible publication type (e.g., review, poster,
abstract) (n = 28). Six reports were sought for retrieval, all were retrieved and assessed for
eligibility and all six met the inclusion criteria.

The selection process is reported in the PRISMA 2020 flow diagram (Figure 1).
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Identification of studies via databases and registers

Identification

Records identified from:
Databases (n = 325)
PubMed (n = 75)
Scopus (n=113)
Web of Science (n= 137)
Registers (n = 0)

Records removed hefore screening:
Duplicate records (n = 129)
Records marked ineligible by automation
tools (n=0)

Records removed for other reasons (n = 0)

Records screened
{n=196)

Records excluded
(n=190)

Reports sought for retrieval
(n=86)

Reports not retrieved
(n=0)

Screening

Reports assessed for eligibility
(n=86)

Reports excluded:
(n=0)

Included

Studies included in review
(n=6)

Reports of included studies
(n=6)

Figure 1. PRISMA 2020 flow diagram of the study selection process

Characteristics of included studies

This scoping review includes six original studies reporting radial arterial access performed directly

by nurses or involving nurses in the direct performance of the procedure. The articles were

published between 2011 and 2025. The represented countries were Australia, Spain, China, Italy

and the United Kingdom. The described clinical settings were mainly adult intensive care units

(ICUs), neuro-intensive care units and cardiac catheterization laboratories.
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Two broad clinical contexts were identified. In intensive care settings, radial arterial cannulation
was mainly related to hemodynamic monitoring and arterial blood sampling. In cardiac
catheterization laboratories, radial or distal radial access was described as part of interventional
cardiology pathways. Although these studies shared the radial artery as the anatomical access site,
they differed in clinical indication, technical pathway, procedural endpoints and organizational

context.

Mapped outcome domains

The outcomes reported in the included studies were grouped into five domains: procedural
performance, complications and procedure-related events, catheter durability and functionality,
training and competency development and implementation-related indicators. Definitions and

reporting methods varied across studies. Table 3 summarizes the operational meaning of each

domain, the studies reporting it and the main limitations identified across the evidence.

Outcome domain

Operational meaning in
included studies

Studies reporting
the domain

Main limitation

Procedural performance

Procedural success, first-
attempt success or technical
feasibility

[22-27]

Definitions varied across
settings, procedures and
clinical contexts

Complications and
procedure-related

Adverse events, immediate
procedural complications,

[22-24,26,27]

Reporting was heterogeneous
and definitions were not always

indicators

supervised practice, phased
autonomy, role definition or
organizational arrangements

events blood exposure or minor local explicit
events
Catheter durability and | Catheter duration, catheter [23,25] Reported mainly in ICU-
functionality function over time or need for focused studies and with
catheter replacement variable definitions
Training and Supervised attempts, [22,24,26,27] Limited detail on formal
competency competency achievement, competency assessment and
development learning curve or progression maintenance of competence
to independent practice
Implementation-related | Training programs, [22,26,27] Credentialing, governance,

staffing implications, patient
experience and organizational
impact were poorly reported

Table 3. Mapped outcome domains across included studies

Procedural performance was the most frequently reported domain. It

included procedural success,
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first-attempt success or technical feasibility, depending on the study. Procedural success generally
referred to successful radial artery puncture, cannulation or sheath placement. First-attempt success
referred to successful completion of the procedure on the first attempt, where reported. Technical
feasibility was mainly used in studies conducted in cardiac catheterization laboratories and referred
to successful completion of the planned radial or distal radial access procedure.

Complications and procedure-related events were reported heterogeneously. Some studies reported
no adverse events or no significant complications, whereas others reported immediate procedural
complications, blood exposure or minor local events. Definitions of complications were not
consistent across studies and were not always reported in sufficient detail.

Catheter durability and functionality were reported only in studies focused on arterial cannulation in
intensive care settings. These outcomes referred to catheter performance over time, duration of
catheter function or the need for catheter replacement.

Training and competency development were reported through supervised attempts, achievement of
competency, changes in success rates across sequential procedures or comparison between
supervised and independent practice phases. However, details on formal competency assessment,
minimum procedural volume, credentialing and maintenance of competence were limited.
Implementation-related indicators were less consistently described. Some studies reported
structured training programs, supervised practice or phased transition to independent practice, but
limited information was available on governance arrangements, staffing implications, patient
experience or organizational impact. Overall, the mapped domains show that the available literature
reports selected procedural and training-related outcomes, but provides limited evidence on broader

implementation, transferability and long-term organizational effects.

Mapping of nursing roles and attribution
The role attributed to nurses varied across studies. In most included studies, nurses directly

performed radial arterial puncture, cannulation or radial access after specific training or under
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supervision. In the cardiac catheterization laboratory studies, nurses were involved in radial access

as part of structured or nurse-led programs, including supervised and independent practice phases.

In intensive care studies, nurses performed arterial cannulation for monitoring purposes, sometimes

as novice operators and sometimes after previous clinical experience or dedicated training.

Training and supervision were recurring features of the included studies. However, the level of

detail provided was variable. Some studies described formal training programs, supervised

procedural attempts or phased progression toward independent practice. Others provided limited

information on educational content, minimum procedural volume, competency assessment,

credentialing or maintenance of competence. One study reported outcomes jointly for nurses and

intensivists, limiting the possibility of attributing procedural outcomes specifically to nurses.

Summary of included studies

The main characteristics and mapped findings of the included studies are summarized in Table 4.

Study | Country Clinical Nurse role | Training or Mapped Key reported Main
and setting and and supervision outcomes findings evidence gap
year design procedure | attribution model

Chee et | Australia | Adult ICU; | Nurses Training Procedural 107 attempts Limited detail
al. [22]; | ; radial artery | directly program with | success; were recorded, | on long-term
2011 Descripti | cannulation | performed supervised competency | with 67 maintenance
ve for radial practice achievemen | successful of competence
explorati | monitoring | arterial t; adverse cannulations and broader
ve study cannulation events (63%). Eleven | implementatio
nurses n outcomes
achieved
competency.
No adverse
events were
reported.
Ledn et | Spain; Medical Novice Brief training | First- First-attempt Limited
al. [23]; | Prospecti | ICU; nurses before attempt success was information on
2025 ve cohort | arterial directly clinical success; 50.6% with competency
study catheterizati | performed performance | complicatio | palpation and | assessment
on by arterial ns; catheter | 58% with and
palpation or | cannulation duration ultrasound transferability
ultrasound guidance. beyond novice
guidance Complications | operators in
and catheter one ICU
duration were
comparable
between
groups.
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Xie et China; Neuro-ICU; | Nurses Nurses had First- The Focus on
al. [24]; | Prospecti | radial directly previous attempt transmural technique
2025 ve arterial performed clinical success; puncture plus | comparison,
randomiz | puncture for | radial experience immediate sensor tube with limited
ed invasive arterial and received | complicatio | technique information on
controlle | blood puncture study- ns; blood showed higher | broader
d trial pressure and specific exposure first-attempt training,
monitoring | cannulation | training success, fewer | governance
immediate and
complications | competency
and lower maintenance
blood
exposure than
direct
puncture.
Imbriac | Italy; General/sur | Cannulation | Operator First- Ultrasound Nurse-specific
oetal. | Prospecti | gical ICU was training and | attempt guidance was | attribution not
[25]; ve non- and performed supervision success; associated possible
2021 randomiz | general/trau | by critical not fully catheter with higher because
ed cohort | ma ICU; care nurses | detailed for durability; first-attempt outcomes
study radial artery | and nurse- catheter success in were reported
cannulation | intensivists; | specific functionalit | hypotensive jointly for
outcomes performance |y patients and nurses and
were longer catheter | intensivists
aggregated duration when
insertion was
performed 4—
10 cm from
the wrist.
Wojcik | United Cardiac Nurses Structured Procedural | Success rates Limited
et al. Kingdom | catheterizati | directly training with | success; were reported | generalizabilit
[26]; ; Clinical | on performed supervised, complicatio | across y due to local
2024 audit laboratory; | radial independent | ns; program | supervised, program
radial access in a and implementat | independent design and
access nurse-led consolidation | ion and limited detail
program program phases consolidation | on
phases, with credentialing
no significant | or long-term
complications | outcomes
reported.
Cereda | Italy; Cardiac Nurse Supervised Technical Technical Single-center
et al. Single- catheterizati | performed practice with | feasibility; feasibility was | experience,
[27]; center on puncture, learning learning 89%. Failures | with limited
2023 observati | laboratory; | wiringand | curve curve; were evidence on
onal distal radial | sheath assessment complicatio | concentrated transferability,
study access advanceme ns in the first 50 | governance
nt under cases. No and
cardiologist major maintenance
supervision complications | of competence
were reported.

Table 4. Summary of included studies.

To further illustrate heterogeneity in outcome reporting, Table 5 summarizes how procedural
success, complications and competency attainment were defined or operationally reported in each

included study. Where no explicit definition or competency threshold was provided, this is indicated
106
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accordingly.

As shown in Table 5, outcome definitions were not standardized across studies.

Study Procedural success Complications Competency attainment
Chee et al. | Each skin penetration was considered | Adverse events were | Competency  required a
[22]; a cannulation attempt. Failure was | assessed clinically and | minimum of two successful

defined as inability to obtain arterial | included bleeding, distal | cannulations under
blood flashback or failure to advance | tissue ischemia, redness or | supervision before
the cannula into the radial artery. | swelling. No adverse events | independent performance.
Overall, 67/107 attempts were | were reported.
successful.
Leén et al. | First-attempt success was the primary | Immediate complications | No  formal  competency
[23]; endpoint; overall success, failed | included hematoma, while | threshold was  reported.
attempts and number of attempts | late complications included | Nurses completed two 3-
were also reported. No additional | catheter infection or | hour workshops followed by
operational definition was provided. dysfunction. supervised clinical practice.
Xie et al. | Initial success was calculated as | Study-specific  definitions | No  formal competency
[24]; successful initial catheterizations | were provided for | attainment threshold was
divided by total punctures. Overall | hematoma/ecchymosis, reported. Nurses had
success required successful | catheter-associated infection | previous clinical experience

cannulation at the same puncture site
within three attempts. Failure was
defined as inability to aspirate arterial
blood or absence of an arterial
pressure waveform after transducer
connection.

and distal limb ischemia;
blood exposure was also
assessed.

and received study-specific
preparation.

Imbriaco et
al. [25];

First-attempt insertion was reported
for blind and ultrasound-guided
cannulation. Outcomes were
aggregated for critical care nurses
and intensivists.

Complications were not a

primary nurse-specific
outcome; local infection
signs and dressing

requirements were reported.

No formal competency
attainment outcome was
assessed and nurse-specific
attribution was not possible.

Wojcik et al. | Complication-free procedural success | Adverse events and vascular | Competency required 50
[26]; was defined as radial access secured | complications were | procedures under direct
within two puncture attempts and | monitored, including | consultant-led observation,
without adverse events. vascular trauma or spasm | review of a procedural log
leading to  cannulation | and formal sign-off. A
failure and complications | further 100 independent
before discharge. procedures were then
evaluated before sign-off as

an independent practitioner.
Cereda et al. | Technical feasibility was reported as | No major complications | No  formal competency
[27]; 89%. Failures were concentrated in | were  reported. Minor | threshold was  reported.
the first 50 cases; a more detailed | complications were | Competency  development
operational definition of technical | described, but detailed | was indirectly explored

feasibility was not reported.

operational definitions were
not provided.

through the learning curve
and operator experience.

Table 5. Study-specific definitions and reporting of selected outcomes

Procedural success ranged from successful cannulation or first-attempt success to complication-free

access within a predefined number of attempts. Formal criteria for competency attainment were
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reported only in a minority of studies. This variability limits direct cross-study comparison and
reinforces the need for standardized outcome definitions in future research.

Overall, the mapped evidence remains limited and heterogeneous across clinical contexts,
procedures and outcome definitions, precluding firm conclusions regarding safety, effectiveness or

transferability across settings.

DISCUSSION

From reported procedures to advanced nursing competencies

This scoping review mapped the available literature on radial arterial access performed directly by
nurses. The main finding is not that nurse-performed radial arterial access can be considered
established, but that it has been reported in a small number of selected clinical settings, usually
within structured training or supervision frameworks. This distinction is important. The current
evidence does not allow conclusions about effectiveness, safety or broad implementation. Rather, it
identifies radial arterial access as an emerging procedural area in which nursing roles, competencies
and organizational models are still being defined.

Across the included studies, radial arterial access was not described as a simple technical task
transferred from physicians to nurses. In the intensive care studies, nurses performed radial arterial
cannulation mainly for monitoring purposes, either after dedicated training or within defined
clinical protocols [22-25]. In the cardiac catheterization laboratory studies, nurse-performed radial
or distal radial access was described within structured or supervised procedural pathways [26,27].
These findings suggest that nurse-performed radial arterial access should be interpreted as a
competency-dependent activity requiring procedural knowledge, manual skill, recognition of
complications, supervision and progressive autonomy. This interpretation is consistent with broader
literature on advanced practice nursing and critical care nursing competence. International guidance
describes advanced practice nursing as requiring advanced education, expert knowledge, complex

decision-making skills and clinical competencies shaped by the context in which nurses are
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authorized to practice [9].

Recent reviews in emergency and critical care settings have similarly emphasized that advanced
practice roles require clearly defined competencies, interprofessional collaboration, leadership and
mechanisms for competency development [10,11]. Literature on critical care nursing expertise also
suggests that competence develops progressively from core critical care competencies toward
specialized and advanced levels through clinical experience, postgraduate education and continuing
professional development [12]. These external sources were not part of the evidence map on nurse-
performed radial arterial access, but they help contextualize why training, supervision, competency

assessment and governance emerged as central issues in the present review.

Heterogeneity of clinical contexts and procedures

A key finding of this review is the heterogeneity of the clinical contexts in which nurse-performed
radial arterial access was reported. Although all included studies involved the radial artery as the
anatomical access site, the clinical meaning of the procedure differed across settings. In intensive
care units, radial arterial cannulation was mainly related to hemodynamic monitoring and arterial
blood sampling [22-25]. In cardiac catheterization laboratories, radial or distal radial access was
part of an interventional cardiology pathway [26,27].

These differences are relevant because the indications, technical pathway, procedural endpoints and
organizational requirements are not identical across settings. Chee et al. focused on a training
program for ICU nurses performing radial arterial cannulation [22]. Ledn et al. compared palpation
and ultrasound guidance among novice nurses in an adult ICU [23]. Xie et al. evaluated two radial
puncture techniques for invasive blood pressure monitoring in a neuro-ICU [24]. Imbriaco et al.
examined radial arterial cannulation in ICU patients, although outcomes were reported jointly for
nurses and intensivists [25]. By contrast, Wojcik et al. described a nurse-led radial access program
in a cardiac catheterization laboratory [26], while Cereda et al. focused on nurse-led distal radial

access under cardiologist supervision [27]. Therefore, the available evidence should not be
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interpreted as supporting a single transferable model of nurse-performed radial arterial access.
Rather, it suggests that implementation models may need to be setting-specific and adapted to the
clinical purpose of the procedure. Radial arterial cannulation for hemodynamic monitoring and
transradial access for interventional cardiology should therefore be regarded as distinct procedural
and organizational contexts rather than as interchangeable expressions of the same practice.
Accordingly, findings related to training, procedural performance or implementation in one setting

should not be assumed to be directly transferable to the other.

Training, supervision and competency governance

Training and supervision emerged as the most consistent implementation conditions across the
included studies. Chee et al. explicitly evaluated a radial arterial cannulation training program for
intensive care nurses and reported competency achievement after supervised practice [22]. Xie et al.
involved nurses with previous clinical experience and study-specific preparation before performing
radial arterial puncture [24]. Wojcik et al. described a phased program including supervised
practice, independent practice and consolidation in a cardiac catheterization laboratory [26]. Cereda
et al. reported a learning curve for distal radial access, with failures concentrated in the initial phase
of experience [27]. However, the level of detail provided on competency development was variable.
The literature offered limited information on educational content, minimum procedural volume,
formal competency assessment, credentialing processes and maintenance of competence over time.
This is a central issue for nursing practice. If radial arterial access is considered as an advanced
procedural nursing competency, implementation cannot rely only on local enthusiasm or informal
task delegation. Within the context of this review, procedural competency refers specifically to the
knowledge, technical skills and clinical judgment required to perform radial arterial access. Broader
professional competence encompasses additional dimensions of advanced nursing practice,
including complex decision-making, interprofessional collaboration, leadership and professional

accountability [9-12]. The two constructs are therefore related but not interchangeable. Such
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implementation requires explicit role definition, standardized training pathways, supervised clinical
practice, criteria for competence assessment and mechanisms for ongoing evaluation. Governance
and accountability were also insufficiently described. Some studies reported supervision or
structured implementation [22,26,27], but few described how procedural privileges were granted,
how responsibilities were shared within the interprofessional team or how adverse events were
monitored from an organizational perspective. In addition, the study by Imbriaco et al. limits nurse-
specific interpretation because outcomes were aggregated for nurses and intensivists [25]. These

gaps limit the ability to translate the reported experiences into broader practice recommendations.

Regulatory context and transferability

Differences in national regulatory frameworks and professional scope of practice may partly explain
why nurse-performed radial arterial access has been reported only in selected countries and clinical
environments. The included studies were conducted in Australia [22], Spain [23], China [24], Italy
[25,27] and the United Kingdom [26]. These healthcare systems differ in nursing education,
recognition of advanced practice roles, local credentialing processes and interprofessional
organization. Such contextual factors may influence whether nurses are allowed, prepared or
supported to perform advanced procedural activities.

Transferability should therefore be interpreted cautiously. A training model developed for ICU
arterial cannulation [22,23] may not be directly transferable to a cardiac catheterization laboratory
radial access program [26,27]. Similarly, evidence from neuro-intensive care radial puncture for
invasive blood pressure monitoring [24] may not apply directly to distal radial access for
interventional cardiology procedures [27]. Before wider implementation is considered, healthcare
organizations should evaluate local legislation, professional regulation, educational preparation,
supervision capacity, interprofessional agreements and systems for monitoring outcomes. Moreover,
findings generated in highly specialized and closely supervised settings should not be assumed to be

directly transferable to routine clinical practice unless comparable training, competency assessment,
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governance and supervision structures are in place.

Implications for nursing practice, education and policy

For nursing practice, this review highlights that nurse-performed radial arterial access should be
considered only within structured and well-governed practice models. The available evidence
suggests that training and supervision are central to implementation, particularly in studies where
nurses progressed through supervised attempts, dedicated preparation or phased autonomy
[22,24,26,27]. Therefore, local implementation should be preceded by explicit governance
arrangements, role definitions, supervised training and mechanisms for monitoring outcomes. Local
protocols should define nurse eligibility, required preparation, supervision arrangements,
documentation requirements, escalation criteria and nurse-specific outcome monitoring. However,
the current literature does not support unsupervised or broadly generalized adoption, and stronger
evidence is required before wider implementation can be recommended.

For nursing education, these findings support the need to define the theoretical and practical
components required for advanced procedural competencies. Educational pathways should address
anatomy, procedural technique, ultrasound use where relevant, aseptic practice, complication
recognition, patient safety, communication within the interprofessional team and post-procedural
monitoring. Competency assessment should include both procedural performance and clinical

judgment, rather than the number of completed procedures alone.

Evidence gaps

The review identified several evidence gaps. First, few studies provided nurse-specific outcome
data. Second, definitions of procedural success, complications and competency attainment varied
across studies. Third, limited information was available on credentialing processes, maintenance of
competence, staffing implications, patient experience, cost-effectiveness and long-term

organizational outcomes. Fourth, the available literature does not provide sufficient evidence to
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determine whether findings from highly structured or specialist settings can be transferred to other
clinical contexts.

These gaps reinforce the value of a scoping review approach. The purpose of this review was not to
determine whether nurse-performed radial arterial access is effective or safe, but to map how this
practice has been reported, which concepts and outcomes have been used and where evidence
remains insufficient. On this basis, the current literature should be considered preliminary and
hypothesis-generating. Future research should prioritize multicenter prospective studies with nurse-
specific outcome reporting and standardized competency assessment frameworks. Such studies
should also evaluate patient-reported outcomes and experience, organizational outcomes including
workflow, staffing and implementation sustainability, cost-effectiveness and transferability across
healthcare systems.

Notably, none of the included studies systematically assessed patient-reported outcomes or patient
experience. This represents an additional gap because procedural implementation should also
consider the patient perspective alongside technical and organizational outcomes. Future studies
should therefore incorporate patient-centered measures such as perceived comfort, anxiety,

satisfaction, acceptability and preferences regarding nurse-performed procedures.

CONCLUSION

This scoping review mapped a small and heterogeneous body of literature on nurse-performed
radial arterial access in selected critical care and interventional settings. The available evidence
suggests that this practice has mainly been reported within structured training, supervision and
progressive skill acquisition models, rather than as routine or broadly standardized nursing practice.
The review also shows that the current literature provides limited nurse-specific outcome reporting
and limited information on competency assessment, credentialing, maintenance of competence,
governance arrangements and transferability across settings. Therefore, no definitive conclusions

can be drawn regarding safety, effectiveness or optimal implementation models.

Nurse-performed radial arterial access: A scoping review of reported practice, training and evidence gaps 113



\SC

ursing 2026, Volume 3, Nr. 4 pp 92-120

Future research should use robust designs, clearly define procedural success and complications,
report outcomes separately by operator group and describe training, supervision, competency
assessment and organizational requirements in detail. These steps are needed to clarify the clinical,

educational and organizational implications of this potential area of advanced nursing practice.

Limitations

This review has several limitations. First, the findings should be interpreted as a preliminary
mapping of the indexed literature retrieved through the selected databases. The search was limited
to PubMed, Scopus and Web of Science. CINAHL was not searched because it was not available
through the authors’ institutional resources at the time of the original search and revision. Embase
and gray literature sources were also not searched because of resource constraints and the need to
maintain a reproducible search process. These omissions may have led to the exclusion of nursing-
specific, vascular access-related, practice-based, biomedical or unpublished evidence. More
specifically, the absence of CINAHL and Embase may have resulted in underrepresentation of
nursing-specific and multidisciplinary clinical studies, while the exclusion of gray literature may
have reduced the retrieval of implementation reports, local practice models and other non-indexed
evidence. Consequently, the small body of literature identified in this review should not be
interpreted as necessarily representing the full extent of existing evidence.

In addition, the PubMed search strategy relied on free-text Title/Abstract terms and did not include
controlled vocabulary terms. Although this choice was intended to retrieve records explicitly
referring to both nursing roles and radial arterial access, it may have affected search sensitivity.
Taken together, the exclusion of nursing-specific databases and the absence of controlled
vocabulary terms may have contributed to the small number of eligible studies identified.
Therefore, the scarcity of included studies should be interpreted cautiously and may reflect both the
emerging nature of the topic and the methodological boundaries of the search strategy.

Second, only studies published in English or Italian were considered. Relevant evidence published
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in other languages may therefore have been missed.

Third, only six studies met the inclusion criteria and these were heterogeneous in terms of setting,
design, technique, operator profile and reported outcomes. This heterogeneity limits the extent to
which the findings can be synthesized under a single implementation model. Fourth, one included
study reported outcomes in aggregate for nurses and intensivists, limiting nurse-specific
interpretation.

Finally, because no formal critical appraisal was conducted, the findings should be interpreted as a

mapping of the available literature rather than as evidence of effectiveness or safety.
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ABSTRACT

Background: The core of the competency of nursing leadership is emerging as emotional
intelligence (EI), which has implications for staff wellbeing and patient safety outcomes. But there
is no quantitative study on the role of Nursing leader EI in Nursing Practice outcomes in District
Mardan Khyber Pakhtunkhwa (KPK) Pakistan so far.

Objective: The objective of this study was to see the relationship between the EI of the nursing
leaders and selected outcomes of nursing practice namely Job Satisfaction, Burnout, Medication
Errors and Clinical Adherence in the Public and Private Hospitals of District Mardan.

Methods: Quantitative, Cross — Sectional, correlational design was used. A total of 235 participants
(39 nursing leaders, 196 staff nurses) were recruited from six hospitals and completed the Wong and
Law Emotional Intelligence Scale (WLEIS), the McCloskey/Mueller Satisfaction Scale (MMSS),
the Maslach Burnout Inventory — Human Services Survey (MBI-HSS), and a researcher-developed
clinical outcomes section. Data were analysed using descriptive statistics, Pearson correlation,
independent samples t-test, one-way ANOVA with post hocTukey's HSD and stepwise multiple
linear regression with IBM SPSS Version 26.

Results: Overall results indicated that the nursing leaders had an average EI level of 4.35 (SD =
0.85). Significant positive correlations were found between leader EI and staff job satisfaction (r =
0.42, p <0.01) and clinical adherence (r = 0.35, p <0.01), and significant negative correlations with
burnout (» = —0.38, p < 0.01) and medication errors (r = —0.31, p < 0.01). There were fewer
medication errors reported in units with high-EI leaders (50.9%) and higher hand hygiene
compliance (p < 0.001). The strongest predictors of clinical adherence were Others' Emotion
Appraisal (conceptually equivalent to empathy; § = 0.31) and Regulation of Emotion (conceptually
equivalent to self-regulation; f = 0.27) within a three-predictor model that also included Use of
Emotion (B = 0.20). The final model explained 38% of the variance in clinical adherence (R* =

0.38).
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Conclusion: Nursing leader EI is significantly associated with the better staff outcomes and patient
safety in district Mardan. In KPK, targeted EI development programmes are recommended, with the

primary focus being on empathy and emotional regulation, for nursing leadership.

Keywords: emotional intelligence, nursing leadership, job satisfaction, burnout, patient safety,

Pakistan, Khyber Pakhtunkhwa.

INTRODUCTION

Emotional intelligence (EI) is becoming an essential skill for health care management and is playing
a key role in employee satisfaction and patient care quality [1]. EI is defined as the capacity to
perceive, understand, manage and regulate one's own feelings and the emotions of others, which
will enable nurse leaders to respond to the emotional aspects of a clinical setting and perform
effectively [2]. Various frameworks have been proposed to conceptualize EI, including the five-
component model (self-awareness, self-regulation, motivation, empathy, and social skills) [3] and
the four-dimensional model operationalized in the Wong and Law Emotional Intelligence Scale
(WLEIS): Self-Emotion Appraisal, Others' Emotion Appraisal (conceptually equivalent to
empathy), Use of Emotion (relating to motivation and social skills), and Regulation of Emotion
(corresponding to self-regulation) [2].

The present study adopts the WLEIS framework due to its established validity in the Pakistani
nursing context [4] and its parsimonious four-dimensional structure, which has been shown to be
culturally appropriate for healthcare professionals in South Asian settings. EI is especially critical in
nursing leadership because leaders have to deal with a variety of daily pressures such as staffing
shortages, heavy workload, stress and anxiety, and the need to make quick decisions [5]. Studies
show that nurse managers who exhibit high EI are more likely to exhibit more transformational

leadership behaviour, which subsequently leads staff to perform better and be engaged in the
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organization [6-8]. On the other hand, low EI among leaders has been linked to decreased team
morale, conflict and intentions to leave [7].

The existing literature on EI and nursing outcomes can be organized into several thematic areas.
First, regarding individual nurse outcomes, studies have consistently demonstrated that nursing
leaders' EI is positively associated with staff job satisfaction, with conflict management identified as
a key mediating mechanism [9]. Higher EI among nurse managers has been linked to more effective
conflict management strategies, which in turn create healthier work environments [10].
Furthermore, leaders' EI positively influences staff nurses' psychological empowerment and work
engagement [11], suggesting that emotionally intelligent leadership fosters a more supportive and
motivating work climate. Job satisfaction has been found to mediate the relationship between EI
and job performance [12], while organizational commitment among nurses also shows positive
correlations with EI [6].

Second, in the domain of leadership effectiveness, studies have shown that transformational
leadership combined with EI enhances person-organization fit among nurses. During the COVID-19
crisis, EI emerged as an important factor influencing healthcare worker performance [13] reported
that healthcare workers with higher EI demonstrated better adaptability, lower stress levels, and
more effective coping strategies during the pandemic, suggesting that emotional competencies
become particularly critical during periods of heightened stress and organizational disruption.

This finding has important implications for healthcare leadership, as it indicates that EI may serve
as a protective factor during public health emergencies.

Gender disparities in EI among health managers have also been documented by Kitsios, F., (2022)
[14], who reported significant differences in EI scores between male and female health managers,
with female managers generally scoring higher on emotional appraisal and empathy dimensions.
This finding underscores the need for gender-sensitive leadership development approaches that

recognize and leverage the diverse emotional competencies that different groups bring to leadership
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roles. Such approaches should avoid reinforcing stereotypes while ensuring that all leaders,
regardless of gender, have opportunities to develop the full range of EI competencies.

A concept analysis by Alsufyani, A. M., (2020) [15] established the multidimensional consequences
of EI on nursing, identifying key outcomes across individual, team, and organizational levels. At the
individual level, EI was associated with reduced burnout, increased job satisfaction, and enhanced
coping abilities. At the team level, EI facilitated better communication, conflict resolution, and
collaboration. At the organizational level, EI contributed to improved patient outcomes, reduced
turnover, and enhanced quality of care. This multidimensional framework provides a useful lens for
understanding the broad impact of EI in nursing settings [16]. Further reported a significant
association between EI and quality of healthcare delivery, showing that nurses with higher EI were
more likely to provide patient-centered care, engage in effective communication with patients and
families, and demonstrate greater clinical competence.

Third, regional evidence from Pakistan, particularly Khyber Pakhtunkhwa, has provided important
context-specific findings. A significant negative correlation between EI and burnout scores among
nurses was found in research conducted in tertiary hospitals in KPK by Ullah et al. (2022) [4].
Similarly, EI acted as a buffer against psychological stress during the COVID-19 pandemic as
reported by Alam et al. (2023) [13]. A positive association between emotional quotient and
leadership effectiveness among healthcare leaders in Pakistan was identified by Zaman et al. (2021)
[17]. Regional benchmarks for EI studies have been established through correlations between EI
and job satisfaction among secondary school heads in KPK reported by Suleman et al. (2020) [18].
Additionally, EI is associated with academic success of undergraduate nursing students, indicating
its significance throughout the nursing career pathway [19].

The nursing profession in Pakistan has its own set of challenges such as shortage of resources, large
patient-to-nurse ratios, lack of professional development opportunities and emotional stress

[20]. Research conducted in KPK has shown that EI is negatively correlated with burnout and
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positively correlated with life satisfaction among nurses [4,20]. The study by Bibi et al. (2025) [19]
illustrated that EI is associated with academic success of undergraduate nursing students, indicating
its significance throughout the nursing career pathway [21] assessed EI among medical students in
Peshawar and correlated EI with job satisfaction among the secondary school head in KPK setting
which set regional benchmarks for EI studies [18]. In Pakistan, recently Badshah et al. (2025) [22]
identified a correlation between EI and burnout syndrome in clinicians at the workplace, further
highlighting the relevance of this topic. Although these contributions have been made, no
quantitative study has so far looked at the role of EI of nursing leaders on the outcome of nursing
practice in District Mardan, KPK which is a large, semi-urban area of Pakistan with a vast network
of healthcare infrastructure comprising of Mardan Medical Complex, District Headquarters
Hospital and Tehsil Headquarters Hospitals.

The link between the level of emotional intelligence among nursing leaders and job satisfaction,
burnout, medication errors, and compliance to clinical protocols—specifically among the staff
nurses under their supervision—in District Mardan hospitals is not supported by empirical
evidence. District Mardan is a large semi-urban district with a diverse healthcare infrastructure
comprising Mardan Medical Complex (tertiary care), District Headquarters Hospital (secondary
care), Tehsil Headquarters Hospitals (primary care), and private hospitals. This tiered healthcare
system presents unique challenges including resource allocation disparities, varying patient-to-nurse
ratios, and different staff development opportunities across hospital types. Without region-specific
empirical evidence, healthcare administrators in District Mardan and policymakers in the KPK
Health Department lack the necessary data to design contextually appropriate leadership
development programmes that can enhance leadership effectiveness, improve staff wellbeing, and
ultimately contribute to better patient safety outcomes. A critical review of the existing literature
reveals several important gaps that this study addresses.

First, the majority of studies examining the relationship between nursing leader EI and staff
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outcomes have focused on single outcome measures, typically job satisfaction [9,12] or burnout
[4,22], rather than adopting a comprehensive approach that includes multiple indicators of nursing
practice quality. Only a limited number of studies have simultaneously examined both staff
wellbeing outcomes and patient safety indicators such as medication errors and clinical adherence
[16].

Second, while research has been conducted in various healthcare settings globally [9,16] and in
some parts of Khyber Pakhtunkhwa [4,18], no empirical study has specifically investigated this
relationship in District Mardan, a large semi-urban district with a diverse healthcare infrastructure
comprising tertiary, secondary, primary, and private hospitals.

Third, the semi-urban context of District Mardan presents unique healthcare delivery challenges
including resource constraints, varying patient-to-nurse ratios across different hospital tiers, and
limited professional development opportunities , which may influence both leadership effectiveness
and nursing practice outcomes in ways that differ from urban or fully rural settings. Furthermore,
the District Mardan healthcare system operates within the broader context of Khyber
Pakhtunkhwa's nursing workforce challenges, which include shortage of trained personnel, heavy
workloads, limited career advancement pathways, and emotional stress [17]. Understanding how
nursing leader EI operates within this specific context is essential for developing targeted
interventions that can improve leadership effectiveness and, consequently, staff wellbeing and
patient safety. Without region-specific empirical evidence, healthcare administrators and
policymakers in the KPK Health Department lack the necessary data to design contextually
appropriate leadership development programmes, staff engagement policies, and retention
strategies. This study therefore addresses these critical gaps by providing the first quantitative
evidence on the relationship between nursing leader EI and a comprehensive set of nursing practice
outcomes—including job satisfaction, burnout, medication errors, and clinical adherence—in the

specific healthcare context of District Mardan.
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Aim

This study aims to explore the association of emotional intelligence of nursing leaders with selected
indicators of nursing practice (job satisfaction, burnout, medication errors and compliance with
clinical standards) in public and private hospitals of District Mardan, Khyber Pakhtunkhwa,

Pakistan.

Research Questions

1. What is the mean score of Emotional Intelligence of the nursing leaders of District Mardan
hospitals?

2. Do there appear to be meaningful differences among the mean scores for nursing leaders and
staff nurses in their job satisfaction?

3. Do the scores of nursing leaders and staff nurses have a statistically significant correlation?

4. Are there significant differences in the number of medication errors and adverse events
reported in hospital units led by a higher-EI leader?

5. Which of the four WLEIS dimensions (Self-Emotion Appraisal, Others' Emotion Appraisal,
Use of Emotion, and Regulation of Emotion) is most strongly associated with positive

nursing practice outcomes?

Hypotheses

H1: Nursing leaders' EI score is positively related with staff nurses' job satisfaction.

H2: There will be a negative correlation between the EI scores of nursing leaders and the level of
burnout among the staff nurses.

H3: Medication error rates are significantly lower in the units with nursing leaders in the top tertile
of El scores than in the units with nursing leaders in the bottom tertile of EI scores.

H4: Others' Emotion Appraisal (conceptually equivalent to empathy) and Regulation of Emotion
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(conceptually equivalent to self-regulation) will be the most significant WLEIS dimensions related

to increased clinical standard adherence.

The significance of this study is briefly mentioned. It will give the first baseline data of the
emotional intelligence of nursing leaders in district Mardan. Second, the results could help guide
local hospital leadership development initiatives, engagement policies, and retention strategies.
Thirdly, findings can help inform the KPK Health Department's leadership development policies for
the specific context. Fourth, the study adds to the scarce research on EI in the healthcare context in

Pakistan, and previous researchers [17,18,22] have called for more region-specific research.

MATERIALS AND METHODS

Research Design

A quantitative, cross-sectional, correlational design was used to explore the relationship between the
emotional intelligence of nursing leaders and outcomes of nursing practice. This design was
selected as it is appropriate for the specific aims of the study for several reasons.

First, it allows for efficient data collection across multiple hospitals within a defined timeframe,
which is essential given the geographic distribution of the study sites in District Mardan.

Second, it enables the examination of relationships between variables without manipulation, which
is suitable for studying naturally occurring phenomena such as emotional intelligence and its
association with nursing practice outcomes.

Third, this design is widely used in nursing leadership research, facilitating comparison of findings
with existing literature.

Fourth, it aligns with the post-positivist epistemological paradigm, which emphasizes objective

measurement of constructs through validated instruments.
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Setting

The study was carried out in six hospitals located in District Mardan of Khyber Pakhtunkhwa
(KPK) Pakistan, which included two private hospitals, two Tehsil Headquarters hospitals (public),
District Headquarters Hospital Mardan (secondary, public) and Mardan Medical Complex (tertiary,
public). With this multi-site approach, the representativeness of the sample was improved and

comparison across healthcare tiers was possible.

Population and Sample

The target population was all registered nurses (RN) working within the participating hospitals
(nursing leaders such as head nurse, ward supervisor, deputy matron and matron, staff nurse who
had been working under their leader for at least six months). There were around 600 nurses in the
district Mardan.

The sample size was calculated using the standard formula for estimating a population proportion in

a finite population, incorporating the finite population correction (FPC):

Z’p(1-p)N
(N—l)ez+Zzp(l—p) ’

n=

where: n = required sample size, Z = Z-statistic for a 95% confidence level (1.96), p = anticipated
population proportion (0.50, assuming maximum variability in the population), e = margin of error

(0.05), N = total population size (600 nurses). Substituting these values into previous formula:

. Zzp(l—p)N _
(N l)e +7Z p( )
B (1.96)° 0.5(1-0.5)600 _ (1.96)" 0.5(1-0.5)600 57624 a4 93s
~(600-1)(0.05) +(1.96)’ (0.5)(1-0.5)  (600—1)(0.05)’ +(1.96) (0.5)(1-0.5) 2458 '
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This yielded a minimum required sample of 235 participants. The calculation was based on
estimating a population proportion (the anticipated proportion of nurses with certain characteristics
or outcomes), which is the standard approach for cross-sectional studies when the primary
parameter of interest is a proportion. To account for an anticipated non-response and incomplete
questionnaire rate of 10-15%, the target sample size was increased to 270 participants. This
oversampling ensured that the final analyzable sample would meet or exceed the minimum required
sample size of 235 even after excluding incomplete responses. Due to the limited number of nursing
leaders in the participating hospitals (n = 39), they were recruited through purposive sampling, as
all eligible nursing leaders across the six hospitals were invited to participate. For staft nurses, a
stratified random sampling technique was employed to ensure proportional representation across
clinical units. The strata were defined based on the clinical areas within each hospital: medical
wards, surgical wards, intensive care units (ICUs), emergency departments, paediatrics units, and
other specialized units (e.g., gynaecology, orthopaedics, and cardiac units). The sample size for each
stratum was determined using proportional allocation, whereby the number of staff nurses selected
from each clinical unit was proportionate to the total number of eligible staff nurses working in that
unit across all six hospitals. For instance, staff nurses working in medical wards constituted
approximately 30% of the total eligible staff nurse population across the six hospitals; accordingly,
30% (n = 59) of the staff nurse sample was drawn from medical wards. Similarly, surgical wards
contributed 25% (n = 49), ICUs 15% (n = 29), emergency departments 13% (n = 25), paediatrics
10% (n = 20), and other specialized units 7% (n = 14). Within each stratum, staff nurses were
selected using simple random sampling. A comprehensive list of all eligible staff nurses in each
clinical unit was obtained from the nursing administration of each participating hospital. Each
eligible staff nurse was assigned a unique identification number, and a computer-generated random
number list was created using Microsoft Excel's RAND function to select the required number of

participants from each stratum. The selected staff nurses were then approached by trained research
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assistants for participation in the study. This approach ensured that every eligible staff nurse within
each clinical unit had an equal probability of being selected, thereby minimizing selection bias and
enhancing the representativeness of the sample.

The inclusion criteria were that all participants must be registered by the Pakistan Nursing Council
and must give informed written consent. Nursing leaders had to have supervised others for at least 1
year; the staff nurses had to have been supervised by their current leader for at least 6 months.
Students and student nurses/assisting nurses and those who were on approved leave during the time

of data collection were excluded from the participants.

Instruments

Four instruments were used for data collection: one self-developed demographic sheet, two
validated psychometric scales and one licensed burnout inventory as well as one self-developed
clinical outcomes section.

Demographic Information Sheet: This information was gathered with a researcher-designed
instrument that asked about age, gender, marital status, education level, professional designation,
years in nursing practice, years in the current leadership position, hospital type and clinical unit.
Wong and Law Emotional Intelligence Scale (WLEIS): The emotional intelligence was assessed by
the Wong and Law's (2002) WLEIS [2], which is a 16-item self-report instrument. The scale is
divided into four dimensions: Self-Emotion Appraisal (SEA)—the ability to understand and express
one's own emotions (4 items); Others' Emotion Appraisal (OEA)—the ability to perceive and
understand the emotions of others, which corresponds to what is commonly termed 'empathy' (4
items); Use of Emotion (UOE)—the ability to harness emotions to facilitate performance and social
interactions, relating to motivation and social skills (4 items); and Regulation of Emotion (ROE)—
the ability to control and regulate one's own emotions, corresponding to 'self-regulation' (4 items).

All items are rated on a seven-point Likert scale ranging from 1 (totally disagree) to 7 (totally
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agree). The total scores range from 16 to 112, and higher scores indicate greater emotional
intelligence. The WLEIS was utilized for the current study, as it has demonstrated strong internal
consistency (Cronbach's a = 0.89) in previous research conducted with nurses in tertiary care
hospitals in Peshawar, KPK [4].

Table 1 presents the conceptual mapping between the WLEIS dimensions and commonly used
terminology from Goleman's model, clarifying the relationship between the four-dimensional

framework adopted in this study and broader EI terminology.

WLEIS Dimension Con?eptual Commo.nly Used Definition
Equivalent Terminology
Self-Emotion Selfeawareness "Self-awareness" in The ability to understand and
Appraisal (SEA) Goleman's model express one's own emotions
Others' Emotion Empath "Empathy" in Goleman's The ability to perceive and
Appraisal (OEA) pathy model understand the emotions of others
Use of Emotion Motivation and "Motivation" and "Social ?Z:iﬁ];gy é?fgiglszeei(glsooncsi;?
(UOE) social skills Skills" in Goleman's model DS .
Interactions
Regulation of Selforeculation "Self-regulation" in The ability to control and regulate
Emotion (ROE) & Goleman's model one's own emotions

Table 1. Conceptual Mapping of WLEILS Dimensions.

Permission for Use

Formal written permission for use of the WLEIS was obtained directly from the WLEIS original
developer, Dr. Chi-Sum Wong, The Chinese University of Hong Kong, via email correspondence.
Dr. Wong confirmed that the scale can be used free of charge for non-profit academic research
(pers. comm. C.-S. Wong, August 15, 2024).

McCloskey/Mueller Satisfaction Scale (MMSS): The instrument used to measure job satisfaction
was the MMSS, a 31-item instrument created specifically for nursing populations [23]. It is rated on
a 5-point scale (1 = very dissatisfied to 5 = very satisfied) across eight subscales: extrinsic rewards,
scheduling, family-work balance, coworker relations, interaction opportunities, professional

development opportunities, praise and recognition, and control and responsibility. Total scores
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range from 31 to 155. The MMSS has demonstrated satisfactory reliability (Cronbach's o = 0.89-
0.92) in previous research conducted with nurses in public sector hospitals in Punjab, Pakistan.

Table 2 summarizes which instruments were administered to each participant group, clarifying that
the WLEIS was completed only by nursing leaders while the MMSS, MBI-HSS, and Clinical

Practice Outcomes Section were completed by both groups.

Instrument Nursing Leaders Staff Nurses
Wong and Law Emotional Intelligence Scale (WLEIS) v X
McCloskey/Mueller Satisfaction Scale (MMSS) v v
Maslach Burnout Inventory - Human Services Survey (MBI-HSS) v v
Clinical Practice Outcomes Section N4 N4

Table 2. Instrument Administration by Participant Group.

The WLEIS was administered only to nursing leaders to assess their emotional intelligence levels.
The MMSS, MBI-HSS, and Clinical Practice Outcomes Section were completed by both nursing
leaders and staff nurses, allowing for comparison of job satisfaction, burnout, and clinical outcome
reporting across both groups.

The Maslach Burnout Inventory -- Human Services Survey (MBI-HSS): The MBI-HSS is a 22-item
questionnaire [24] with three subscale scores: Emotional Exhaustion (EE; 9 items; range 0-54),
Depersonalization (DP; 5 items; range 0-30), and Personal Accomplishment (PA; 8 items; range 0-
48). Each item is scored on a seven-point frequency scale (0 = never to 6 = every day). Higher
scores on Emotional Exhaustion and Depersonalization indicate higher burnout, while higher scores

on Personal Accomplishment indicate lower burnout.

Clinical Practice Outcomes Section
This researcher-developed section assessed unit-level adverse events over the past three months.

Participants were asked to report: (1) the number of medication errors occurring in their unit, (2) the
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number of patient falls, (3) the number of hospital-acquired pressure ulcers, (4) the percentage of
hand hygiene compliance, and (5) the percentage of documentation accuracy. All items were self-
reported by nursing staff based on their unit's records and observations. This section was developed

specifically for this study and required no external permission for use.

The challenges and difficulties of translation and cultural adaptation

The procedure of forward-backward translation as recommended by Brislin [25] was followed. Two
independent bilingual nursing educators (Master's degrees, 10+ years of nursing education
experience in KPK) performed forward translations from English to Urdu. A third translator (PhD
candidate in Public Health, blinded to the original versions) performed back-translation.
Discrepancies were resolved by consensus. An expert panel comprising: (1) a Professor of Nursing
(15+ years, instrument development expertise), (2) a Senior Nursing Superintendent (tertiary care
hospital), and (3) a Senior Lecturer in Nursing (cultural competence training) reviewed the
reconciled Urdu versions for linguistic and cultural appropriateness.

Pre-testing with cognitive interviewing was conducted with 15 nurses (5 leaders, 10 staff) not
included in the final sample. Participants verbalized their understanding of each item. Based on
feedback, modifications were made to 3 items to clarify ambiguous phrasing. All changes were

reviewed and approved by the expert panel.

Validity and Reliability of Previously Validated Instruments

Three instruments used in this study—the Wong and Law Emotional Intelligence Scale (WLEIS),
the McCloskey/Mueller Satisfaction Scale (MMSS), and the Maslach Burnout Inventory - Human
Services Survey (MBI-HSS)—are well-established instruments with documented psychometric

properties from prior studies.
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Wong and Law Emotional Intelligence Scale (WLEIS)

The WLEIS was originally developed and validated by Wong and Law (2002) [2], with content
validity established through expert review during instrument development. The scale has
demonstrated strong psychometric properties in multiple international studies. In the Pakistani
nursing context, Ullah et al. [4] reported a Cronbach's a of 0.89 for the WLEIS among nurses
working in tertiary care hospitals in Khyber Pakhtunkhwa, indicating good internal consistency. The
four-factor structure of the WLEIS (Self-Emotion Appraisal, Others' Emotion Appraisal, Use of
Emotion, and Regulation of Emotion) has been confirmed through confirmatory factor analysis in

South Asian healthcare populations.

McCloskey/Mueller Satisfaction Scale (MMSS)

The MMSS was originally developed and validated by McCloskey and Mueller (1990) [23]
specifically for nursing populations, with content validity established through extensive literature
review and expert panel review during instrument development. In Pakistani nursing populations,
the MMSS has demonstrated satisfactory reliability, with Cronbach's o values ranging from 0.89 to
0.92 in public sector hospitals in Punjab, Pakistan. The eight-factor structure of the MMSS has been

confirmed in multiple nursing populations internationally.

Maslach Burnout Inventory - Human Services Survey (MBI-HSS)

The MBI-HSS was originally developed and validated by Maslach and Jackson (1981) [24], with
content validity established through extensive literature review and expert consultation. The
instrument has been widely used internationally with documented reliability (Cronbach's o = 0.88-
0.92 across various studies). The three-factor structure (Emotional Exhaustion, Depersonalization,
and Personal Accomplishment) has been confirmed through extensive factor analytic studies across

diverse healthcare settings.
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Validity and Reliability of the Researcher-Developed Clinical Practice Qutcomes Section
The Clinical Practice Outcomes section was developed specifically for this study to assess unit-
level adverse events over the past three months. As this section was not a previously validated

instrument, its validity and reliability were evaluated through the following procedures:

Content Validity

The Clinical Practice Outcomes section was assessed for content validity by a three-member expert
panel consisting of two Nursing faculty members from Elizabeth Rani College of Nursing and
Allied Health Sciences and one Nursing Superintendent from Mardan Medical Complex. Each item
was judged for its relevance and clarity by the panelists. The Content Validity Index (CVI) was
calculated based on expert ratings of item relevance (rated on a 4-point scale: 1 = not relevant to 4 =
highly relevant). Items were retained if they achieved a CVI of 0.78 or higher. The overall CVI for

the section was 0.89, indicating good content validity.

Test-Retest Reliability
A test-retest reliability assessment was conducted with 20 nurses over a 2-week interval. The same
Clinical Practice Outcomes section was administered twice, and the intraclass correlation

coefficient (ICC) was calculated. The ICC value was r = 0.82, indicating good stability over time.

Internal Consistency Reliability of All Instruments in the Present Study
Cronbach's alpha was used to assess the internal consistency of all instruments in the present study
sample. The results are presented in Table 2 (for subscale-level reliability) and summarized below:
e  WLEIS: Overall o = 0.91; subscale a values ranged from 0.84 to 0.87
e MMSS: Overall a = 0.90; subscale o values ranged from 0.82 to 0.88

e MBI-HSS: Overall a = 0.88; subscale a values ranged from 0.84 to 0.89
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All coefficient alpha values exceeded the recommended threshold of 0.70 by Nunnally & Bernstein,
(1994) [26], indicating good to excellent internal consistency for all instruments in the present study
sample.

Table 3 provides a comprehensive summary of the validity and reliability evidence for all
instruments used in this study, including prior validation evidence and reliability coefficients

obtained in the present sample.

- . Reliability Evidence | Reliability Evidence
Instrument Type Validity Evidence (Prior Studies) (Present Study)
Previousl t?0Icl)trfi‘nitn\:}l:idc-:'l\t/}ellf)St:fsl'1 Sfl(l)i(i— Cronbach’s o = 0.89 Overall & =0.91;
WLEIS . Y y orlg pers, toul in KPK nurse subscales a = 0.84-
validated factor structure confirmed in samples [4] 0.87
South Asian populations [2] P )
Previousl Eorézinfn\;?lziiglet:f:} Selileflt— Cronbach's o = 0.89- Overall a=0.90;
MMSS . y y orig Pers; clg! 0.92 in Pakistani subscales a = 0.82-
validated factor structure confirmed in
. . nurse samples 0.88
nursing populations [23]
Previousl Eorézinfn\;?lziiglet:f:} i{lljge— Cronbach's o = 0.88- Overall a=0.88,
MBI-HSS . y Yy orig pers; Hre 0.92 in international subscales a = 0.84-
validated factor structure confirmed in .
. studies 0.89
healthcare populations
Clinical Practice Researcher- | Content Validity Index (CVI) Not applicable Test-retest [CC =
Outcomes — .
. developed | =0.89 (expert panel review) (newly developed) 0.82
Section
WLEIS = Wong and Law Emotional Intelligence Scale; MMSS = McCloskey/Mueller Satisfaction Scale; MBI-
HSS = Maslach Burnout Inventory - Human Services Survey; CVI = Content Validity Index; ICC = Intraclass
Correlation Coefficient.

Table 3. Summary of Validity and Reliability Evidence for All Instruments

Data Collection Procedure

Formal approval was obtained from the Medical Superintendent and Nursing Superintendent of
each of the hospitals involved prior to data collection. Two parallel methods were used to collect
data from October 2025 to January 2026. In the case of paper-based surveys, trained research
assistants sought out eligible respondents in their clinical units at times when they were not busy.
An informed consent was obtained in writing prior to the distribution of questionnaires. Sealed

envelopes were used for returned completed surveys to ensure confidentiality.
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For electronic surveys, an anonymous Google Form was sent out via WhatsApp to those who gave
electronic consent through the use of an embedded consent statement on the first page of the Google
Form. None of the information collected was identifiable by personal data in either method. To
ensure consistency between the two modes of administration and minimize potential mode-related
bias, several steps were taken. First, both paper and electronic versions were identical in content,
item order, and response options. Second, the same standardized instructions were provided in both
formats. Third, a preliminary analysis was conducted comparing responses from paper-based (n =
168) and electronic (n = 67) formats; independent samples t-tests revealed no significant differences
in mean scores on any of the three main instruments (all p > 0.05), suggesting minimal mode-
related bias. Fourth, for electronic responses, completion times were reviewed to identify potential
speeders; no respondents were excluded on this basis as all completion times were within
acceptable ranges. Questionnaires were excluded from analysis if they had missing data of more
than 10%. The responses to the paper-based format were entered manually in the IBM SPSS
Statistics Version 26, while the responses filled in on electronic format were exported from Google

Forms to Microsoft Excel and then imported into the SPSS.

Ethical Considerations

This study followed the ethical standards of the Declaration of Helsinki. The study was approved by
the Institutional Review Board (IRB) of Elizabeth Rani College of Nursing and Allied Health
Sciences, Mardan (Approval No. ERCON/IRB/2025/07; date of approval: 15 July 2025) prior to
data collection. All participants gave informed consent. The participation was voluntary and no
consequences would follow if participants wanted to drop out. There were no incentives provided.
Names, employee identifiers or contact information have been kept anonymous throughout. Data
was collected and kept on a password protected device which was only accessible to the principal

investigator. Paper surveys were obtained in a locked cabinet in the institution. All data will be
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deleted 3 years after publication.

Data Analysis

Data were analyzed using IBM SPSS Statistics for Windows, Version 26.0 (IBM Corp., Armonk,

NY, USA). All the demographic and study variables were analyzed using descriptive statistics,

which included means, standard deviations, frequencies, and percentages. Cronbach's alpha was

used to assess the internal consistency of each instrument (Table 4).

Linkage of Research Questions and Hypotheses to Statistical Analyses

Table 4 presents the linkage between each research question/hypothesis and the corresponding

statistical analysis, along with the rationale for each analytical choice.

Research
Question/Hypothesis

Statistical Analysis

Rationale

RQI1: What is the mean EI
score of nursing leaders?

Descriptive statistics (means,
standard deviations)

To summarize the central tendency and
variability of EI scores

RQ2: Are there differences in
job satisfaction between nursing
leaders and staff nurses?

Independent samples t-test
(cluster-robust with robust
standard errors)

To compare mean job satisfaction scores between
two independent groups while accounting for
nesting of staff nurses within leaders

RQ3: Are nursing leader EI
scores correlated with staff
outcomes?

Pearson's product-moment
correlation (cluster-robust
using SPSS COMPLEX

To examine the strength and direction of linear
relationships between EI and continuous outcome
variables while accounting for within-leader

groups?

SAMPLES) clustering
RQ4/H3: Are clinical outcomes | One-way ANOVA (cluster- To compare means across three independent
different across EI tertile robust using GEE with groups and examine differences in categorical

exchangeable correlation
structure) with post hoc
Tukey's HSD; Chi-square
tests

adverse event rates while accounting for
clustering

RQ5/H4: Which EI dimensions
predict clinical adherence?

Stepwise multiple linear

regression (cluster-robust

using SPSS COMPLEX
SAMPLES REGRESSION)

To identify the most important EI dimensions
predicting clinical adherence while controlling
for other dimensions and accounting for
clustering

Table 4. Linkage of Research Questions and Hypotheses to Statistical Analyses

Tertile Creation and Unit of Analysis

The 39 nursing leaders were ranked by their overall WLEIS scores and divided into three tertiles
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based on the distribution of their scores: the lowest tertile (bottom 33.3%), the middle tertile
(middle 33.3%), and the highest tertile (top 33.3%). The cut-off values for the tertiles were
determined as follows: Low EI: WLEIS score < 3.85; Medium EI: WLEIS score 3.85-4.75; and
High EI: WLEIS score > 4.75. Staff nurses (n = 196) were assigned to the EI tertile of their
respective nursing leader, meaning that all staff nurses working under a nursing leader with a Low
EI score were classified into the Low EI group, and similarly for Medium EI and High EI groups.
This classification resulted in the following group sizes: Low EI (n = 78), Medium EI (n = 79), and
High EI (n = 78), accounting for the full sample of 235 participants. The staff nurse served as the
primary unit of analysis for all inferential analyses. Each staff nurse's responses were linked to their
respective nursing leader's EI score. While staff nurses were nested within leaders, this clustering
was accounted for by using robust standard errors to address potential non-independence of
observations within leader groups. It is important to clarify the nature of the clinical outcome
variables. Medication errors, patient falls, pressure ulcers, hand hygiene compliance, and
documentation accuracy are unit-level indicators, reflecting the aggregated performance of the
clinical unit (ward) over the past three months, rather than individual staff nurse behaviors. All staff
nurses working on the same clinical unit reported identical values for these outcomes, as they were
reporting their unit's aggregated data. This creates a within-unit correlation (pseudoreplication) that
violates the assumption of independence at the individual nurse level. This non-independence is
explicitly addressed through the use of cluster-robust standard errors with nursing leader as the
cluster variable, which corrects for the correlated nature of the data and provides valid inference for

the relationships examined at the individual nurse level.

Statistical analysis
Prior to conducting inferential analyses, statistical assumptions were assessed. Normality was

evaluated through visual inspection of Q-Q plots and Kolmogorov-Smirnov tests, which indicated
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no substantial departures from normality. Homogeneity of variance was examined using Levene's
test, with no significant violations observed across groups for t-tests and ANOVA (all p > 0.05). For
regression analyses, multicollinearity was assessed using Variance Inflation Factors (VIFs), which
ranged from 1.85 to 2.10, indicating no evidence of problematic multicollinearity. Scatterplots
indicated approximately linear relationships between predictors and outcome variables.
Standardized residual plots showed random dispersion around zero, supporting the assumption of
homoscedasticity. The normality of regression residuals was further assessed using the Shapiro-
Wilk test and visual inspection of residual distributions, with no substantial deviations from
normality observed (p > 0.05). Statistical significance was set at a = 0.05, and all tests were two-

tailed.

Handling of Hierarchical Data Structure

The study design involved a hierarchical data structure in which staff nurses (n = 196) were nested
within nursing leaders (n = 39), with an average cluster size of 5.03 staff nurses per leader (range:
2-8 per leader). This clustering creates non-independence of observations, as staff nurses within the
same unit may be more similar to each other than to staff nurses in other units due to shared
leadership, work environment, and unit culture. Failure to account for this non-independence can
lead to underestimated standard errors and inflated Type I error rates.

To address this clustering, robust standard errors (Huber-White sandwich estimators) were used for
all inferential analyses. All reported inferential statistics (t, F, 7) presented in the Results section are
derived from these cluster-robust procedures, not from conventional analyses that ignore the nested
data structure. The degrees of freedom reported throughout the Results section reflect the total
sample size (N = 235) adjusted for the parameters estimated in each analysis, consistent with
standard output from SPSS COMPLEX SAMPLES and GEE procedures. In SPSS COMPLEX

SAMPLES, degrees of freedom are calculated based on the residual degrees of freedom from the
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design-adjusted analysis, which accounts for the clustering structure while using the total sample
size as the basis for the denominator degrees of freedom. Similarly, for GEE analyses, degrees of
freedom are based on the total number of observations minus the number of estimated parameters,
with robust standard errors providing valid inference despite the nested data structure. The use of N
= 235 in the reported degrees of freedom (e.g., t(233), F(2,232), r(233)) reflects the total sample
size minus the appropriate number of parameters estimated, and is consistent with standard practice
in cluster-robust analyses where the effective sample size for hypothesis testing remains the total
number of observations, while standard errors are adjusted for clustering. This approach is widely
used in nursing and healthcare research when the number of clusters is limited and multilevel
modelling is not feasible (McNeish et al., 2017) [28].

Robust standard errors adjust the standard errors of parameter estimates to account for within-
cluster correlation, providing valid inference even when observations are not independent. These
were implemented as follows:

e For Pearson correlations, robust standard errors were estimated using IBM SPSS COMPLEX
SAMPLES procedure with the nursing leader as the cluster variable. This procedure applies
the Huber-White sandwich estimator to correct standard errors for the nested data structure.

e For independent samples t-tests and one-way ANOVA, generalized estimating equations
(GEE) with an exchangeable correlation structure were used to compare group means while
accounting for within-cluster correlation. GEE provides population-averaged estimates that
are robust to misspecification of the correlation structure.

e For stepwise multiple linear regression, robust standard errors were implemented using the
SPSS COMPLEX SAMPLES REGRESSION procedure, which applies the Huber-White
sandwich estimator to produce cluster-robust standard errors and confidence intervals for

regression coefficients.
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Justification for Not Using Multilevel Modelling

While multilevel modelling (MLM) is the theoretically preferred approach for nested data, it was
not feasible in this study due to the limited number of level-2 units. Simulation studies by Maas and
Hox (2005) [27] demonstrated that multilevel models require a minimum of 50 clusters at Level 2
for reliable estimation of random effects and standard errors. Similarly, McNeish et al., (2017) [28]
showed that with fewer than 50 clusters, multilevel models can produce biased estimates of random
effects and standard errors, particularly for cross-level interactions. With only 39 nursing leaders,
we determined that multilevel modelling would have been underpowered for reliable random effects
estimation. The use of robust standard errors provides a conservative and appropriate alternative
that corrects for non-independence without imposing potentially unstable random effects
specifications. The staff nurse served as the primary unit of analysis for all inferential analyses.
Each staff nurse's responses were linked to their respective nursing leader's EI score, and all
analyses were conducted at the individual staff nurse level with clustering accounted for through

robust standard errors.

Hierarchical Structure Considerations

The hierarchical structure of the data (staff nurses nested within nursing leaders) was explicitly
addressed in all statistical analyses through the use of robust standard errors. This approach was
selected because multilevel modelling, while theoretically appropriate, would have been
underpowered given the limited number of nursing leaders (n = 39). Simulation studies by Maas
and Hox (2005) and McNeish (2017) [27,28] indicate that multilevel models require a minimum of
50 clusters at Level 2 for reliable random effects estimation. With only 39 nursing leaders, we opted
for robust standard errors to correct for non-independence without imposing potentially unstable
random effects specifications. The intraclass correlation coefficient (ICC) was estimated to assess

the proportion of variance in key outcome variables attributable to between-leader differences. The
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ICC values ranged from 0.12 to 0.18 across outcome variables, indicating moderate clustering
effects that warranted correction for non-independence. All analyses were conducted at the
individual staff nurse level (n = 196) with clustering accounted for through robust standard errors

using the nursing leader as the cluster variable.

RESULTS

Response rate, and participant flow.

A total of 305 nursing personnel were invited to participate with 77.0% (257) giving informed
consent, and 235 of them returned completely filled questionnaires. Nursing leaders had a higher
response rate (86.7%, n = 39) than did staff nurses (75.4%, n = 196). As per methodology,

questionnaires with incomplete responses more than 10% were excluded from the analysis.

Demographic Characteristics

The demographic characteristics of the 235 participants are presented in Table 5.

Characteristic Category Nursing Leaders Staff Nurses Total
n=39) n (%) (n=196) n (%) (N =235)n (%)

Age (years) 20-29 2(5.1) 68 (34.7) 70 (29.8)
30-39 18 (46.2) 89 (45.4) 107 (45.5)
40-49 14 (35.9) 32 (16.3) 46 (19.6)

50+ 5(2.8) 7 (3.6) 12 (5.1)
Gender Male 9(23.1) 32 (16.3) 41 (17.4)
Female 30(76.9) 164 (83.7) 194 (82.6)
Marital Status Married 33 (84.6) 138 (70.4) 171 (72.8)
Unmarried 6 (15.4) 58 (29.6) 64 (27.2)
Qualification Diploma 10 (25.6) 101 (51.5) 111 (47.2)
BSN 14 (35.9) 62 (31.6) 76 (32.3)
Post RN 11(28.2) 28 (14.3) 39 (16.6)

MSN 4(10.3) 5(2.6) 9(3.8)
Hospital Type Public 29 (74.4) 149 (76.0) 178 (75.7)
Private 10 (25.6) 47 (24.0) 57 (24.3)

Clinical Unit Medical 10 (25.6) 62 (31.6) 72 (30.6)
Surgical 9(23.1) 48 (24.5) 57 (24.3)

ICU 7(17.9) 33 (16.8) 40 (17.0)

Emergency 6 (15.4) 27 (13.8) 33 (14.0)

Paediatrics 4(10.3) 16 (8.2) 20 (8.5)

Other 3(7.7) 10 (5.1) 13 (5.5)

Table 5. Demographic characteristics of the participants (N = 235).
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The sample was predominantly female (82.6%), married (72.8%), and aged between 30 and 39
years (45.5%). Most were employed in public hospitals (75.7%) while the most frequently
mentioned clinical setting was medical wards (30.6%). The credentialling system in KPK public
hospitals was largely based on a diploma system, with nursing leaders having more likely

qualifications of either a BSN or a Post registration qualification (28.2% and 28.2%).

Reliability Analysis

Table 6 presents Cronbach's alpha coefficients for all study instruments.

Instrument Subscale Items (n) Cronbach's a
WLEIS Self-Emotion Appraisal 4 0.86
Others' Emotion Appraisal 4 0.84
Use of Emotion 4 0.85
Regulation of Emotion 4 0.87
Overall WLEIS 16 0.91
MMSS Extrinsic Rewards 4 0.88
Scheduling 6 0.86
Family—Work Balance 3 0.82
Coworkers 3 0.85
Interaction Opportunities 4 0.84
Professional Opportunities 3 0.87
Praise and Recognition 3 0.86
Control and Responsibility 5 0.88
Overall MMSS 31 0.9
MBI-HSS Emotional Exhaustion 9 0.89
Depersonalization 5 0.85
Personal Accomplishment 8 0.84
Overall MBI-HSS 22 0.88

Table 6. The Cronbach's Alpha Reliability Coefficients of all instruments are presented.

All instruments were pre tested for internal consistency with Cronbach's alpha before inferential
analysis. All alpha coefficients were above the suggested cut-off of 0.70 [26]: Overall, the WLEIS
score was 0.91, the MMSS was 0.90, and the MBI-HSS was 0.88, which meant that these scores

indicated excellent internal consistency on all measures.

Research Question 1 (RQ1): How do the EI scores of nursing leaders compare?

The mean WLEIS scores obtained for all four dimensions of the nursing leader are shown in Table
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7, presents the mean WLEIS scores for all four dimensions among nursing leaders. It was revealed
that the EI score of the nursing leaders of District Mardan was at moderate level with mean score of
4.35 (SD=0.85) on a seven point scale. Nursing leaders' appreciation of their own emotional states
was relatively more evident in the dimension of self-emotion appraisal (mean = 4.82, SD = 0.92).
Ability to regulate emotional responses (mean = 3.98, SD = 1.15) was the lowest-scoring

dimension, suggesting this to be a relative weakness in this sample.

WLEIS Dimension Mean SD Min Max
Self-Emotion Appraisal 4.82 0.92 2.5 6.75
Others' Emotion Appraisal 4.15 1.08 2 6.5
Use of Emotion 4.43 0.96 2.25 6.75
Regulation of Emotion 3.98 1.15 1.75 6.5
Overall Emotional Intelligence 4.35 0.85 2.38 6.56

Table 7. The Mean Emotional Intelligence Score of all Nursing Leaders (n = 39) were calculated.

Research Question 2 (RQ2): Job Satisfaction Differences between Nursing Leaders and Staff
Nurses

Independent samples t-tests were used to compare the nursing staff and the nursing leaders on
MMSS. As shown in Table 8, nursing leaders reported significantly higher overall job satisfaction
(mean = 2.92, SD = 0.72) compared to staff nurses (mean = 2.64, SD = (.78), t(233) = 2.08, p =
0.039. Significant between-group differences were also found for extrinsic rewards, t(233) = 2.04, p
= 0.043; scheduling, t(233) = 2.16, p = 0.032; family-work balance, t(233) = 2.21, p = 0.028; praise
and recognition, t(233) = 2.13, p = 0.034; and control and responsibility, t(233) = 2.75, p = 0.006.
No significant differences were found for interaction opportunities, t(233) = 0.41, p = 0.682,
or coworker relations, t(233) = 0.46, p = 0.646. Interestingly, the overall mean of both groups were
in the low to moderate range on a five-point scale, which indicates a general dissatisfaction among
the nursing profession in District Mardan.

Table 8 compares job satisfaction scores between nursing leaders and staff nurses across all MMSS
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subscales.
MMSS Subscale Nursing Leaders Staff Nurses Mean Difference t p-value
(n =39) Mean (SD) | (n=196) Mean (SD)

Extrinsic Rewards 2.68 (0.85) 2.35(0.92) 0.33 2.04 | 0.043*
Scheduling 2.52(0.92) 2.18 (0.88) 0.34 2.16 | 0.032%*
Family—Work Balance 2.71 (0.96) 2.34 (0.94) 0.37 2.21 0.028*
Coworkers 3.45 (0.82) 3.38 (0.86) 0.07 0.46 0.646
Interaction Opportunities 3.38(0.78) 3.32(0.84) 0.06 0.41 0.682
Professional Opportunities 2.98 (0.88) 2.72 (0.91) 0.26 1.62 0.107
Praise and Recognition 2.84 (0.95) 2.48 (0.97) 0.36 2.13 0.034%*
Control and Responsibility 2.78 (0.92) 2.32 (0.96) 0.46 2.75 0.006*
Overall Job Satisfaction 2.92(0.72) 2.64 (0.78) 0.28 2.08 0.039*
*=gignificant test.

Table 8. Job Satisfaction Score (MMSS) was compared between nursing leaders and staff nurses.

Note to Table 8

Items were rated on a 5-point Likert scale (1 = very dissatisfied, 5 = very satisfied). Data are
presented as mean (SD). Differences between nursing leaders and staff nurses were examined using
independent-samples #-tests with cluster-robust standard errors, with nursing leader specified as the

clustering variable to account for the nested data structure.

Research Question 3 (RQ3): Correlations between Emotional Intelligence and Outcomes of
Practice

Pearson's product-moment correlation coefficients were calculated to check for relationship
between the overall EI score of nursing leaders with staff nurse practice outcomes. Table 9 shows
the results. Staff job satisfaction was moderately positively correlated with leader EI, #(233) = 0.42,
p < 0.001; that is, employees' job satisfaction was higher when their leader had a higher EI. There
was a moderate negative correlation between EI and Burnout, 7(233) = -0.38, p < 0.001, indicating
that staff members in units with higher EI leader competence reported lower burnout levels. There

was also a significant negative correlation between EI and medication errors, 7(233) = -0.31, p <
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0.001, and a significant positive correlation between EI and clinical adherence, #(233) = 0.35, p <

0.001. All correlations were statistically significant at the p < 0.01 level (two-tailed).

Variable Overall EI Job Satisfaction Burnout Medication Clinical
(MMSS) (MBI-HSS) Errors Adherence

Job Satisfaction r=10.42, —

(MMSS) p<0.001%*

Burnout (MBI-HSS) r=-—0.38, r=-0.55, —
p<0.001%* p<0.001*

Medication Errors r=-0.31, r=-0.32, r=20.28, —
p<0.001%* p<0.001* p<0.001*

Clinical Adherence r=20.35, r=0.38, r=-0.26, r=-0.29, —
p<0.001%* p<0.001%* p<0.001* p<0.001%*

*=gignificant test.

Table 9. The Pearson correlation between each nursing leader EI and each practice outcome is

shown. (N = 235).

Note to Table 9
All correlations are Pearson's product-moment correlation coefficients. N =235 for all analyses, and
all p-values are two-tailed. Correlation coefficients were estimated using cluster-robust procedures

(SPSS Complex Samples) with nursing leader as the clustering variable.

Research Question 4 (RQ4): Clinical Outcomes by Emotional Intelligence Tertiles

According to the overall WLEIS scores of the leaders, the participants were divided into three
tertiles: low EI (n = 78), medium EI (n = 79), and high EI (n = 78). The clinical outcome indicators
were compared between tertiles using one-way ANOVA. Statistically significant differences were
found for all five clinical outcome variables as presented in Table 10: medication errors, F(2, 232) =
32.45, p < 0.001; patient falls, F(2, 232) = 18.92, p < 0.001; pressure ulcers, F(2, 232) =22.14, p <
0.001; hand hygiene compliance, F(2, 232) = 28.56, p < 0.001; and documentation accuracy, F(2,
232)=30.12, p <0.001.

Post-hoc Tukey's HSD tests confirmed that units led by high-EI leaders reported significantly
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fewer medication errors (mean = 4.15, SD = 2.38) compared to units led by low-EI leaders (mean =
8.45, SD = 3.82), mean difference = -4.30, p < 0.001; patient falls (mean = 3.15, SD = 1.92 vs.
mean = 5.68, SD = 2.75), mean difference = -2.53, p < 0.001; and pressure ulcers (mean = 2.25, SD
= 1.58 vs. mean = 4.32, SD = 2.14), mean difference = -2.07, p < 0.001. Units led by high-EI
leaders also demonstrated significantly higher hand hygiene compliance (76.8% vs. 58.2%), mean
difference = 18.6%, p < 0.001, and documentation accuracy (79.6% vs. 62.5%), mean difference =

17.1%, p < 0.001, compared to units led by low-EI leaders.

Clinical Outcome Low EI (n =78) | Medium EI (n =79) | High EI (n =78) F p-value
Mean (SD) Mean (SD) Mean (SD)

Medication Errors (3 months) 8.45 (3.82) 5.72 (2.94) 4.15 (2.38) 32.45 | <0.001*
Patient Falls (3 months) 5.68 (2.75) 4.22 (2.18) 3.15(1.92) 18.92 | <0.001*
Pressure Ulcers (3 months) 4.32 (2.14) 3.15(1.82) 2.25(1.58) 22.14 | <0.001*
Hand Hygiene Compliance (%) 58.2 (14.5) 68.4 (12.8) 76.8 (11.2) 28.56 | <0.001%*
Documentation Accuracy (%) 62.5(15.2) 71.3(13.4) 79.6 (10.8) 30.12 | <0.001*
*=gsignificant test.

Table 10. Medical outcomes are compared based on the nursing leader's EI tertile.

Note to Table 10

Tertile classification was based on nursing leaders' overall WLEIS scores: Low EI (< 3.85),
Medium EI (3.85-4.75), and High EI (> 4.75). Staff nurses were assigned to the EI tertile of their
respective nursing leader. Group comparisons were performed using cluster-robust procedures

(GEE with exchangeable correlation structure) with nursing leader as the clustering variable.

Table 11 presents the post-hoc Tukey HSD pairwise comparisons for all clinical outcomes across EI
tertiles.

One-way ANOVA with Tukey's HSD post hoc tests confirmed significant differences between all
three tertile groups for both job satisfaction scores (F(2, 232) = 28.56, p <0.001) and burnout scores

(F(2,232)=31.42, p <0.001). Error bars represent standard deviations.
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Clinical Outcome Comparison Mean Difference 95% CI p-value
Medication Errors High vs. Low -4.3 [-5.78, -2.82] <0.001*
Medium vs. Low -2.73 [-4.21, -1.25] <0.001*
High vs. Medium -1.57 [-3.05, -0.09] 0.038*
Patient Falls High vs. Low -2.53 [-3.85,-1.21] <0.001*
Medium vs. Low -1.46 [-2.78, -0.14] 0.03*
High vs. Medium -1.07 [-2.39, 0.25] 0.112
Pressure Ulcers High vs. Low -2.07 [-2.98, -1.16] <0.001%*
Medium vs. Low -1.17 [-2.08, -0.26] 0.012*
High vs. Medium -0.9 [-1.81,0.01] 0.053
Hand Hygiene Compliance High vs. Low 18.6 [13.45,23.75] <0.001*
Medium vs. Low 10.2 [5.05, 15.35] <0.001*
High vs. Medium 8.4 [3.25, 13.55] 0.002*
Documentation Accuracy High vs. Low 17.1 [11.85,22.35] <0.001*
Medium vs. Low 8.8 [3.55, 14.05] 0.001*
High vs. Medium 8.3 [3.05, 13.55] 0.002*
*=gignificant test; All pairwise comparisons are based on Tukey's HSD post hoc tests following significant one-way
ANOVA results.

Table 11. Post-hoc Tukey HSD Pairwise Comparisons for Clinical Outcomes

Each tertile of nursing leader EI is correlated with staff outcomes in Figure 1.

B Burout (MBI-HSS)
B2 Job Satisfaction (MMSS)

High EI

Medium El

El Tertile

Low El

4.5

Figure 1. Job Satisfaction and Burnout Scores by Nursing Leader EI Tertile (N = 235).
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The trend was clearly stepwise: Staff nurses working with high-EI leadership had higher job
satisfaction scores than those working with medium-EI leaders, who had higher scores than those
working with low-EI leaders. As a result, the scores of the Burnout scale fell as the leader EI
increased. This trend suggests that there are important improvements in staff wellbeing outcomes
associated with relatively small improvements in the EI of nursing leaders.

One-way ANOVA with Tukey's HSD post hoc tests confirmed significant differences between all
three tertile groups for medication errors (F(2,232) = 32.45, p < 0.001) and hand hygiene
compliance (F(2,232) = 28.56, p < 0.001). Error bars represent standard deviations.

The pattern of clinical safety indicators is similar as seen in Figure 2.

B Hand Hygiene Compliance (%)
#77 Medication Errors (3 months)

High EI

Medium El

El Tertile

Low ElI

40 50 60 70 80

Figure 2. Medication Errors and Hand Hygiene Compliance by Nursing Leader EI Tertile (N

=235).
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The number of medication errors/unit decreased from 8.45 in the low-EI tertile to 5.72 in the
medium-EI tertile to 4.15 in the high-EI tertile, a 50.9% reduction between the lowest and highest
EI tertiles, for the 3-month reporting period. Hand hygiene compliance increased from 58.2% in
low-EI units, to 68.4% in medium-EI units and 76.8% in high-EI units. Overall, the results of
Figures 1 and 2 indicate an incremental improvement pattern, whereby higher nursing leader EI
levels were associated with progressively better staff wellbeing and patient safety indicators. This
pattern of incremental improvements, while not establishing causality due to the cross-sectional
design, suggests a consistent association between nursing leader EI and multiple domains of nursing

practice outcomes.

Research Question 5 (RQS): What are the predictors of positive nursing practice outcomes?
Patients' clinical adherence was the dependent variable of the stepwise multiple linear regression
model, which included the four dimensions of the WLEIS as the independent variables: Self-
Emotion Appraisal, Others' Emotion Appraisal, Use of Emotion, and Regulation of Emotion. Table
12 presents the final three-step multiple linear regression model predicting clinical adherence from
the WLEIS dimensions. In Step 1, the highest predictor (B = .42, p < 0.001) was Others' Emotion
Appraisal (which corresponds to what is commonly termed 'empathy'), explaining a large amount of
variance in clinical adherence. Regulation of Emotion (corresponding to 'self-regulation’) was added
in Step 2 (B = 0.31, p < 0.001), and Use of Emotion (relating to motivation and social skills) was
added in Step 3 (B = 0.20, p = 0.011). Self~Emotion Appraisal did not meet the criteria for inclusion
in the final model.

The final model explained 38% of the variance in clinical adherence (R* = 0.38, Adjusted R* =
0.36), and was statistically significant, F(3, 231) = 47.12, p <0.001. There were no multicollinearity

issues, as the variance inflation factor for all of the predictors ranged from 1.85 to 2.10.

The Role of Emotional Intelligence in Nursing Leadership and Its Impact on Nursing Practice Outcomes: A Cross-Sectional Correlational Study in
North-West Frontier Province (NWFP), Pakistan 153



1 USVS!\QJJ 2026, Volume 3, Nr. 5 pp 121-171
Step Predictor (WLEIS Dimension) B SE B t p VIF
1 Constant 2.45 0.32 7.66 <0.001*
Others’ Emotion Appraisal 0.38 0.08 0.42 4.75 <0.001* 1.85
2 Constant 1.98 0.35 5.66 <0.001*
Others' Emotion Appraisal 0.32 0.07 0.36 4.57 <0.001* 1.92
Regulation of Emotion 0.28 0.06 0.31 4.67 <0.001* 1.88
3 Constant 1.65 0.38 4.34 <0.001*
Others' Emotion Appraisal 0.28 0.07 0.31 4 <0.001* 2.1
Regulation of Emotion 0.24 0.06 0.27 4 <0.001* 2.05
Use of Emotion 0.18 0.07 0.2 2.57 0.011* 1.95
*=significant test; T=Others’ Emotion Appraisal is conceptually equivalent to empathy; {=Regulation of Emotion
is conceptually equivalent to self-regulation; §=Use of Emotion relates to motivation and social skills.

Table 12. Descriptive statistics for stepwise multiple linear regression of clinical adherence

predictors are presented (N = 235).

Note to Table 12

Self-Emotion Appraisal did not meet the inclusion criteria for the final model. The final model
explained 38% of the variance in clinical adherence (R? = .38, Adjusted R? = .36; F(3, 231) =47.12,
p < 0.001). Outcome variable: clinical adherence composite score. All statistics were estimated

using cluster-robust regression procedures with nursing leader as the clustering variable.

DISCUSSION

Overview

This section discusses the results of this present study with reference to the literature reviews on
emotional intelligence and Nursing Practice Outcomes. This study addressed a critical gap in the
nursing leadership literature by providing the first quantitative evidence on the relationship between
nursing leader emotional intelligence and comprehensive nursing practice outcomes in the specific
healthcare context of District Mardan, Khyber Pakhtunkhwa, Pakistan. Prior research in the region
had established relationships between EI and individual outcomes such as burnout [4,22] and job
satisfaction [9,12,18] but had not examined the broader array of nursing practice measures

including medication errors and clinical adherence in a single study. Furthermore, no previous
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investigation had focused specifically on District Mardan's semi-urban healthcare setting, which
presents unique challenges including resource constraints, varying hospital tiers (tertiary, secondary,
primary, and private), and specific workforce dynamics documented in the KPK nursing literature
[4,18,20].

The mechanisms through which nursing leader EI may influence staff outcomes are multifaceted.
First, through emotional contagion, leaders with high EI can transmit positive emotional states to
their staff, creating a more supportive and less stressful work environment. Second, emotionally
intelligent leaders are better equipped to provide social support, recognize staff distress, and
intervene before burnout develops. Third, high EI leaders model effective emotional regulation,
which staff may adopt through observational learning, thereby enhancing their own coping
capacities. Fourth, emotionally intelligent leadership fosters psychological safety, where staff feel
comfortable reporting errors and discussing concerns without fear of blame—a critical factor for
patient safety. These mechanisms are particularly relevant in resource-constrained settings like
District Mardan, where staff face high workloads and limited institutional support.

The discussion is presented in terms of the five research questions and four hypotheses that were
explored in this study. The results are presented in context with the existing international evidence

and regionally in the context of Khyber Pakhtunkhwa (KP), Pakistan.

The level of emotional intelligence amongst nursing leaders in District Mardan

The overall mean score of emotional intelligence of all the nursing leaders in District Mardan was
4.35 (SD = 0.85) which represents moderate level of EI on seven point scale. Self-Emotion
Appraisal was the highest dimension (mean = 4.82) and Regulation of Emotion was the lowest
(mean = 3.98). The results of this study coincide with previous research that reported moderate EI
levels among nurses in tertiary health care hospitals in KPK [4], as well as studies that found

moderate EI levels among nursing staff in Peshawar [4]. This moderate EI as observed in the
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present study could be attributed to the fact that formal leadership development programmes are not
easily available in District Mardan hospitals, a challenge that has been highlighted in the context of
nursing workforce challenges in Pakistan [17]. It is noteworthy that the scores on Regulation of
Emotion are relatively low. This dimension shows how well individuals control and regulate their
own emotions, especially important in clinical settings in which there is a high degree of stress. This
is consistent with observations that the roles of nursing leaders are often emotionally challenging
tasks, such as staffing, workload, and time-sensitive decision-making, which all require the nursing
leader to have a strong ability to regulate their emotions [1,3]. The implication is that, in this
context, targeted leadership development interventions that focus specifically on emotional

regulation may result in positive outcomes that lead to increased nursing leadership effectiveness.

Differences in Job Satisfaction between Nursing Leaders and Staff Nurses
Overall job satisfaction was significantly higher among the nursing leaders than staff nurses (mean
=2.92 vs. mean = 2.64; p = 0.039); but on the 5-point scale overall satisfaction is low to moderate
for all the nurses of District Mardan. The result is similar to previous research which found that
nurses in Pakistan were generally unhappy with the low levels of resources, pay, patient-nurse ratio,
and professional development [18]. A high level of satisfaction in this context is related to the
factors of structural/organizational factors, which are found to be the main causes of dissatisfaction
in this context, because there are significant differences in the subscales of extrinsic rewards,
scheduling, family—work balance, praise and recognition, and control and responsibility. By
comparison, there are no significant differences for coworkers' relations or coworker interaction
opportunities, which shows that interpersonal aspects of the work environment are relatively more
satisfactory. The pattern indicates that policies aimed at remuneration, workload distribution, and
recognition systems within the teams will be more effective than team-building efforts. The results

were consistent with previous research which concluded that organizational factors in the nursing
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workforce mediated between EI and job satisfaction [12].

Correlations between Emotional Intelligence and Practice Outcomes

As hypothesized, there was a significant positive moderate correlation between nursing leader EI
and job satisfaction among staff, #(233) = 0.42, p < 0.001. This result is in line with the general
literature, which has found positive correlations between EI and organizational commitment among
nurses [6,9,11], and demonstrated that leaders' EI positively correlates with nurses' psychological
empowerment and work engagement [11,29]. The results of the correlations found in the present
study support the mediation of job satisfaction between EI and job performance identified by
Chauhan, R. et al., (2022) [12].

To test Hypothesis 2, a significant moderate negative correlation was found between nursing leader
EI and staff burnout, 7(233) = -0.38, p < 0.001. This finding aligns with the significant negative
correlation between EI and burnout syndrome among KPK nurses [4,22], and is consistent with
findings that there is a significant association between EI and burnout syndrome among Pakistani
clinicians [22]. Potentially, leader EI can help to diminish staff burn out by fostering more
emotionally support work environments, which would be in line with research noting that high EI
nurse managers employ more effective conflict management strategies, which in turn lead to
healthier ward climates [9,10]. Medication errors were also negatively correlated with EI, #(233) = -
0.31, p < 0.001, and positively correlated with clinical adherence, #(233) = 0.35, p < 0.001. The
emotional competencies of nursing leaders are not only related to the wellbeing of nurses, but also
to patient safety outcomes, as demonstrated in previous research on EI and delivery of healthcare

quality [16].

Clinical Outcomes by Emotional Intelligence Tertile

The units with high-EI nursing leaders had scores that were significantly higher than the units with
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low-EI nursing leaders on each of the five indicators of clinical safety. The gradient between the
lowest and the highest tertiles resulted in a 50.9% reduction in medication errors and a 76.8%
improvement in hand hygiene compliance compared to 58.2% in low-EI units. The incremental
improvement pattern supports Hypothesis 3 and suggests a significant association between nursing
leader EI and patient safety indicators at the unit level. The clinical significance of these findings
cannot be overstated. In a healthcare system where medication errors are a leading cause of
preventable harm, a 50.9% reduction represents a substantial improvement in patient safety.
Similarly, the 18.6 percentage-point increase in hand hygiene compliance has direct implications for
infection prevention, particularly in a context where healthcare-associated infections are
underreported and contribute significantly to morbidity and mortality. These improvements are not
merely statistical artifacts but represent tangible benefits for patients and staff alike.

These results are consistent with the international literature. In the study conducted by Turjuman, F.
et al., (2023) and Liu, N., et al., (2023) [29,30], high EI nurse managers were more likely to
demonstrate transformational leadership behaviours, which are linked with better staff performance
and patient outcomes relating to safety. A similar study [13] found EI was also significant in
predicting the quality of work in healthcare workers during the COVID-19 pandemic. However, the
present study extends these findings in novel ways by demonstrating the practical significance of
leader EI in a semi-urban hospital setting in Pakistan, where healthcare resources are limited and the
burden of preventable errors is high.

At the health system level, these findings have important implications for the KPK Health
Department's ongoing efforts to strengthen nursing leadership and improve healthcare quality. Our
findings suggest that investing in EI development for nursing leaders could be a cost-effective
strategy to improve both staff wellbeing and patient safety outcomes, complementing existing
efforts to address structural challenges such as staffing ratios and infrastructure deficits. Unlike

system-level reforms that require substantial capital investment, EI development programs can be
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implemented at relatively low cost through workshops, mentorship, and reflective practice groups.
However, it is important to recognize that leader EI is not a panacea. The low-to-moderate job
satisfaction scores observed across both leaders and staff nurses indicate pervasive dissatisfaction
with structural factors such as compensation, workload, and recognition. These systemic issues
require policy interventions at the organizational and governmental levels. EI development should
be viewed as a complementary strategy that can enhance the effectiveness of leaders within existing
constraints, but cannot replace the need for structural reforms. The most effective approach is likely
to combine EI development for nursing leaders with systemic improvements in working conditions,

compensation, and professional development opportunities.

Methodological Considerations Regarding Hierarchical Data Structure

An important methodological consideration in this study is the hierarchical structure of the data,
with staff nurses nested within nursing leaders. The use of robust standard errors addresses the non-
independence of observations arising from this clustering. The intraclass correlation coefficients
(ICC) ranging from 0.12 to 0.18 across outcome variables indicate that 12-18% of the variance in
staff outcomes was attributable to differences between nursing leaders. This moderate clustering
effect underscores the importance of accounting for the hierarchical structure in the analysis. While
robust standard errors provide valid inference for the relationships examined, the inability to use
multilevel modelling due to the limited number of nursing leaders (n = 39) means that we could not
formally partition variance into between-leader and within-leader components. The consistent
finding that leader EI significantly predicts staff outcomes, even after accounting for clustering
through robust standard errors, strengthens confidence in the robustness of these relationships.
Nevertheless, replication with larger samples of leaders that would permit multilevel modelling is

warranted to confirm these findings and to explore potential cross-level interactions.
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Predictors of Positive Nursing Practice Outcomes

Three WLEIS dimensions emerged as significant predictors of clinical adherence in the final
regression model: Others' Emotion Appraisal (conceptually equivalent to empathy; B = 0.31),
Regulation of Emotion (conceptually equivalent to self-regulation; f = 0.27), and Use of Emotion
(B = 0.20). Self-Emotion Appraisal (self-awareness) did not meet the inclusion criteria for the final
model and was excluded. The final model, comprising these three predictors, explained 38% of the
variance in clinical adherence (R? = 0.38, Adjusted R? = 0.36). Consistent with Hypothesis 4,
Others' Emotion Appraisal and Regulation of Emotion emerged as the strongest predictors, while
Use of Emotion made a smaller but statistically significant contribution to the model.

This emphasis on empathy (Others' Emotion Appraisal) as a predictor aligns with Alsufyani, A.M.
et al., (2020) and Aseery, M., et al., (2023) [10,15] who observed that empathy promotes
communication, conflict resolution, and teamwork among healthcare professionals, which are all
interrelated with the ability to make adherence to clinical protocols. In the context of District
Mardan, where healthcare resources are limited and patient-to-nurse ratios are often high, leaders
who can accurately perceive and understand the emotions of their staff (high Others' Emotion
Appraisal) are better equipped to address staff concerns, reduce tension during periods of high
workload, and foster a supportive environment that facilitates adherence to clinical protocols. The
importance of self-regulation (Regulation of Emotion) as a predictor is consistent with the
theoretical work of Saha, S., et al., (2023) and Wong, C. S., et al., (2002) [2,3] who highlighted the
ability to comprehend, control and regulate emotions as being crucial for successful nursing
leadership. In the high-stress clinical environment of District Mardan hospitals, leaders who can
regulate their own emotional responses—particularly during crises such as staffing shortages,
equipment failures, or medical emergencies—are better able to maintain composure, make sound
decisions, and model appropriate emotional responses for their staff, thereby promoting a calm and

focused clinical environment that supports protocol adherence. The predictive contribution of social
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skills further suggests that leaders who can effectively use their emotions to facilitate
communication and build relationships (Use of Emotion) are able to foster team cohesion and
collaboration, which are essential for maintaining consistent clinical standards. The findings from
these show that it is important to emphasize empathy and self-regulation training, as the two most

important elements of leadership development programmes using EI in this context.

Theoretical Implications

The findings of this study extend existing theoretical frameworks on emotional intelligence and
nursing leadership in several important ways. First, while previous research has established EI as a
predictor of individual outcomes such as job satisfaction [9] and burnout [22], the present study
demonstrates that leader EI has cascading effects across multiple domains of nursing practice,
simultaneously influencing staff wellbeing and patient safety indicators. This suggests that EI
should be conceptualized not merely as an individual competency but as an organizational resource
with system-level consequences. Second, the identification of empathy (Others' Emotion Appraisal)
and self-regulation (Regulation of Emotion) as the strongest predictors of clinical adherence extends
the theoretical understanding of which EI components matter most in healthcare leadership. While
some frameworks emphasize all EI components equally, our findings suggest that in the high-stress,
resource-constrained environment of semi-urban Pakistani hospitals, the ability to understand
others' emotions and regulate one's own responses may be particularly salient. This aligns with
conservation of resources theory, which posits that individuals in resource-scarce environments
prioritize emotional competencies that help preserve psychosocial resources [32]. Third,
the incremental improvement pattern observed between leader EI tertiles and both staff outcomes
and patient safety indicators supports a threshold model of EI effectiveness. Rather than a simple
presence/absence effect, incremental improvements in leader EI were associated with incremental

improvements in outcomes, suggesting that leadership development efforts should aim for
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continuous improvement rather than binary competence.

CONCLUSION

Summary of Key findings

This study was quantitative cross sectional study which explored the relationship between EI of
Nursing Leaders and Nursing Practice outcome in public and private hospital of district Mardan,
Khyber Pakhtunkhwa, Pakistan. There are five main findings from the analysis.

The first results which were obtained by District Mardan nursing leaders showed moderate level of
overall EQ (mean = 4.35, SD = 0.85), the strongest dimension was Self-Emotion Appraisal and the
weakest dimension was Regulation of Emotion.

Secondly, nursing leaders reported significantly higher overall job satisfaction than staff nurses
[t(233) = 2.08, p = 0.039]; however, both groups demonstrated overall job satisfaction levels within
the low-to-moderate range on the five-point scale (leaders: mean = 2.92, SD = 0.72; staff: mean =
2.64, SD = 0.78), indicating a generally unsatisfactory work environment for the nursing workforce
in District Mardan.

Third, nursing leader EI was strongly and positively associated with staff job satisfaction and
clinical adherence, and strongly and negatively associated with staff burnout and medication errors,
highlighting the wide effects of nursing leader EI on nursing practice outcomes.

Fourth, the clinical safety performance of units with high-EI nursing leadership was significantly
better, with 50.9% fewer medication errors, and high compliance rates and documentation accuracy
for hand hygiene compared to units with low-EI nursing leadership.

Fifth, The final regression model, which included three predictors—Others' Emotion Appraisal
(empathy; B = 0.31), Regulation of Emotion (self-regulation; f = 0.27), and Use of Emotion ( =
0.20)—explained 38% of the variance in clinical adherence (R? = 0.38, Adjusted R? = 0.36). While

Use of Emotion was a statistically significant predictor in the model, Others' Emotion Appraisal and
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Regulation of Emotion emerged as the strongest independent predictors. The findings of all four a
priori research hypotheses were supported. Nursing leader EI was significantly associated with staff

wellbeing and patient safety outcomes in District Mardan.

Theoretical Contributions

This study offers several contributions to the existing literature. First, it provides baseline
quantitative data regarding EI levels of nursing leaders in District Mardan, addressing a missing
dimension in the regional literature identified in previous studies [17,18,22]. Second, it extends the
evidence on the El-nursing outcomes relationship to a new semi-urban healthcare context in
Pakistan, complementing and building upon prior research conducted in other parts of KPK. Third,
unlike most previous studies that focused on single outcomes (job satisfaction or burnout), this
study presents a more comprehensive picture of leader EI effects by simultaneously examining
multiple nursing practice outcomes—including medication errors, patient falls, pressure ulcers,
hand hygiene compliance, and documentation accuracy—alongside staff wellbeing indicators.
Fourth, by identifying empathy and self-regulation as the strongest predictors of clinical adherence,
the study provides specific, actionable targets for leadership development interventions in resource-
constrained settings. This adds to the existing evidence on the EI-nursing outcomes relationship in a
new semi-urban healthcare context in Pakistan and builds on previous evidence from the KPK
region [4,18]. Additionally, this study presents a more complete picture of the effects of leader EI
than most studies to date, as it considers a variety of nursing practice outcomes that are not typically
assessed separately in other studies — such as medication errors, patient falls, pressure ulcers, hand

hygiene compliance, and documentation accuracy — along with job satisfaction and burnout.

Practical Implications

Based on the findings of this study, there are some important practical implications for the nursing
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leadership in District Mardan and KPK in general.

The study offers empirical evidence to support the value of investing in EI for leadership
development programmes focused on nursing leaders for hospital administrators and nursing
superintendents. Development programmes should target the competencies of empathy and self-
regulation in particular, as these were the strongest correlates of positive outcomes, and the weakest
area of EI identified was regulation of emotion. Similar interventions, including reflective practice
groups, emotional regulation workshops, and mentorship programs, have been shown to have a
positive impact on enhancing El-related skills among nursing leaders in similar contexts as reported
by Saikia et al. (2024) [31].

The KPK Health Department discovered that nursing staff and leaders had lower to moderate levels
of job satisfaction, suggesting a need for systemic policy interventions related to compensation,
workload, scheduling, and recognition. These structural factors seem to affect job satisfaction even
when people have low or high levels of EI and are a concern at the population level that can't be
solved by leadership development.

The findings support the integration of EI development to pre-registration and post-registration
nursing education programs, as suggested by Bibi et al. (2025) [19] who have shown that there was
a significant relationship between EI and academic achievements of the undergraduate nursing

students in Pakistan.

Limitations

A few restrictions of the present study should be noted. First, the cross sectional design does not
allow causal inferences to be made — the correlational results indicate association, but do not imply
causation or that other unmeasured confounding variables have not had an impact. To determine
causal relationships between nursing leader EI and practice outcomes, a longitudinal study design

would be necessary. Secondly, the clinical outcomes data were self-reported by nursing staff and not
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derived from hospital record, so there was a risk of social desirability bias and recall error,
including for the frequency of adverse events over 3 months. Future research should aim to
complement the self-reported results with objective administrative data in order to establish a
triangulation. Third, the study was conducted only in District Mardan and results of the study may
not be generalizable to other districts of KPK or other provinces of Pakistan, as they could vary in
healthcare infrastructure, staffing norms and cultural context. Fourth, the relatively small number of
nursing leaders (n = 39) that were available may be representative of the available sample, but it is
not sufficient to provide enough statistical power for subgroup analyses. Fifth, EI of staft nurses
was not evaluated, and thus, the potential moderating or mediating effect of staff nurse EI on the
relationship of leader EI and outcomes was not examined. Sixth, although robust standard errors
were used to address clustering, the hierarchical structure of the data (staff nurses nested within
nursing leaders) represents an important methodological consideration. The limited number of
nursing leaders (n = 39) precluded the use of multilevel modelling, which would have been the
preferred approach with a larger sample of leaders. With only 39 level-2 units, multilevel models
would have been underpowered for reliable random effects estimation [27,28].

Future studies with larger samples of nursing leaders across multiple districts or provinces should
employ multilevel modelling to fully account for the hierarchical structure and to examine cross-
level interactions between leader-level characteristics (e.g., EI dimensions) and staff-level outcomes
(e.g., job satisfaction, burnout). This would also allow for the examination of mediating and

moderating effects at both levels of the hierarchy.

Recommendations for Future Research
Given the above limitations, the following suggestions for future studies are offered. Further
research is required to find causal relationships and determine effectiveness, through the

implementation of longitudinal and experimental designs, especially randomized controlled trials of
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El-based leadership development interventions. Multi-district and multi-provincial studies would
enable regional variations to be explored in nursing leader EI and determinants across Pakistan.
Objective administrative adverse event and clinical outcome data should be added to the self-
reported data in future studies. Investigating the moderator or mediator of the leader EI-outcomes
relationship for staff nurse EI is warranted. Finally, the qualitative research component to explore
nursing leaders experiences of emotional intelligence in a clinical context would lend context to an

evidence base set by this study and related studies.
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