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ABSTRACT 
Hospital administrators have a great interest in obtaining a valid 
and reliable nursing workload measurement to help determine the 
hours of care needed per patient; one such method available is the 
GRASP Workload Measurement System. At Sunnybrook Health 
Sciences Centre, nurses’ GRASP compliance and accuracy varies 
and often does not meet the target of 90%. The target assists the orga-
nization in estimating ongoing nursing workload and patients’ care 
needs, while ensuring the provision of safe and appropriate care that 
is fiscally responsible. The objective of the quality initiative reported 
in this paper was to identify the facilitators and barriers that influ-
ence nurses’ completion of GRASP. The quality improvement proj-
ect was conducted using a mixed-method design with a sample of 
28 nurses working in oncology acute care and palliative care inpa-
tient units. The Theoretical Domain Framework (TDF), often used 
in behaviour change studies, was used in designing the questionnaire 
survey and interview questions that listed pertinent and measurable 
factors that may influence nurses’ GRASP completion. Facilitators 
included: nurses' knowledge about the role GRASP has in funding 
and staffing levels, job responsibility, and perception of GRASP as a 
potential tool to organize work. Barriers identified by nurses included 
insufficient GRASP knowledge, limited access to workstations and 
computers, GRASP tool elements not capturing the complexity of 
the nursing work, time constraints, increased patients’ acuity, and 
care demands. In addition to the Theoretical Domain Framework, 
the Normalization Process Theory was used to guide the implemen-
tation and evaluation of the recommendations to enhance nurses’ 
GRASP compliance and adherence practice.

Keywords: nurses, GRASP, nursing workload measurement, 
nursing work, model funding

BACKGROUND 

Nursing workload has been a contentious topic among 
nurses, workload measurement specialists, organization 

management, decision-makers, unions, and The Ministry of 
Health and Long-Term Care (MOHLTC) (Hadley et al., 2005; 
Hoang, 2014). As a result, the province of Ontario established 
a reporting nursing workload measurement system, titled the 
GRASP Workload Measurement System (WMS), now used 
by approximately 70% of Ontario hospitals to measure nurs-
ing workload (Hadley et al., 2005; Qureshi et al., 2019). GRASP 
WMS is a standard software system that measures every nurs-
ing task quantified as standardized time duration and collects 
data for analysis (Sunnybrook Health Sciences Centre [SHSC], 
2015). The GRASP WMS measures nursing workload items 
quantitatively, including the amount of time nurses commit 
to direct and indirect patient and professional development 
activities in a working environment, and workplace opera-
tions related to nursing care (Alghamdi, 2016). Evaluating 
GRASP data allows the hospital to tailor workload, and staff-
ing needs, to safeguard patient safety, hospital occupancy 
rate, and cost-effective care. Also, it contributes to data predic-
tion and determines the financial resources required to iden-
tify and sustain new ways of organizing nursing care delivery 
to improve patient-centred care and patient care outcomes 
(Alghamdi, 2016; Finch et al., 2013).

Funding Models 
Over the last decade, the MOHLTC in Ontario, Canada, 

moved from a global funding system to a patient-centred fund-
ing model. The Patient-Based Funding (PBF), formerly Health 
System Funding Reform (HSFR), aims to distribute budgets to 
support the care patients need in acute care settings (Ontario 
Hospital Association [OHA], 2021; Ministry of Health and Long-
Term Care [MOHLTC], 2018). A small portion of the global 
funding will remain in effect and be allocated to organizations 
to cover operating costs. The focused financial model compen-
sates a hospital’s care expenditures based on how many patients 
the hospital cares for and their specific needs. This model ben-
efits patient-centred care and commits to principles of quality 
care and efficient use of financial resources, enhancing the sus-
tainability of the health care system (MOHLTC, 2018).

The Ontario Hospital Association (OHA) and MOHLTC 
have been collaborating to improve the predictability of fund-
ing proportions and assist hospitals in predicting their fund-
ing needs. This partnership also evaluates and contributes 
to the evolving Patient Based Funding model currently in 
Ontario hospitals (OHA, 2021; MOHLTC, 2018). The PBF 
model is comprised of two components: organization-level 
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and quality-based procedures funding. Organization-level 
financing employs different workload measurement tools and 
systems to identify the anticipated expenses. Quality-based 
procedures funding is allocated to specific procedures based 
on an evidence-based financial allotment (MOHLTC, 2018). 
The designs and objectives of these two components of the 
PBF model are committed to supporting and ensuring high 
performance in patient-centred care delivery. Workload mea-
surement systems are fundamental in supporting the opera-
tions of the PBF model and achieving excellence in addressing 
patient care needs (OHA, 2021). 

Workload Impact on Patient-Centred Care 
A heavy nursing workload in a hospital environment 

directly impacts the quality of patient-centred care delivery 
and can lead to suboptimal care. From a nursing perspective, 
patient-centred care is epitomized as a philosophy, process, 
model, concept, and relationship with the patient to attain 
care goals (Carayon & Gurses, 2008; Flagg, 2015).  Patient-
centred care is a multifaceted concept that focuses on the 
patient as a whole person, considering individual care needs, 
values, preferences, adequate communication, improving 
the patient-provider relationship, and care co-management 
(Aboumatar et al., 2015).  Hospitals, including our organiza-
tion, have recognized person-centred care as a competency 
and a goal for quality improvements in health care delivery. 
Moreover, person-centred care is considered a patient right 
and is associated with improvements in clinical outcomes, 
patient satisfaction with health care delivery, and reduced 
care costs (Aboumatar et al., 2015). However, various factors, 
such as overworked staff, staffing shortages, communication 
challenges, and lack of conceptualization of person-centred 
care by leadership, can affect the quality of patient-centred 
care delivery (Flagg, 2015).

Additionally, increased patient-nurse ratios and work-
load are associated with higher rates of adverse outcomes 
and issues with quality at the patient, nurse, and organiza-
tional levels; putting strains on achieving patient-centred care 
(Fagerström et al., 2018; Lang et al., 2004; Needleman, 2016). 
Much of the research in this area focuses on adverse patient 
outcomes, including: increased inpatient mortality, increased 
incidence of infections, pressure ulcers, falls, medication 
administration errors, and longer lengths of stay. In addi-
tion, the increased workload is a complex construct affecting 
nurses by increasing their stress, burnout, and absenteeism; 
decreasing professional motivation and job satisfaction; con-
tributing to nursing documentation problems and errors in 
decision-making; compromising the quality of care through 
difficulties in following policies and guidelines, and increas-
ing workplace injuries. Consequently, hospitals need to eval-
uate their funding distribution and determine the best models 
of care to address patients’ care needs and achieve excellence 
in patient-centred care delivery (Carayon & Gurses, 2008; 
Fagerström et al., 2018; Fanneran et al., 2015; Lang et al., 2004; 
Needleman, 2016). 

Nursing Workload and GRASP Workload Measurement System 
Nurses are the largest group of regulated healthcare pro-

viders in the healthcare system and account for the greatest 
component of hospital labour costs. Therefore, healthcare 
administrators are interested in obtaining an accurate estima-
tion of nursing work to evaluate and substantiate the opera-
tional nursing workforce need, evaluate the nursing skill mix, 
and determine patient acuity (Needleman, 2016; Registered 
Nurses’ Association of Ontario [RNAO], 2017). In Ontario, 
nursing workload accountability is built into the system and 
is reported internally to hospital management and externally 
to MOHLTC for case cost analysis and evidence-based deci-
sion-making to ensure patient-centred care delivery (Hoang, 
2014). By applying the GRASP WMS to measure nursing 
workload and increase practice-based knowledge, the inten-
tion is to improve and change nursing and administrative 
practices and enhance the organization’s quality of care and 
efficiencies (Finch et al., 2013). In addition, the GRASP com-
puterized system supports effective decision-making by allow-
ing easy access to automated clinical, financial, and statistical 
data, generating clinical and financial advantages for patients, 
health care providers, and hospitals (Hadley et  al., 2005; 
Hoang, 2014).

GRASP Performance at Sunnybrook Health Sciences Centre 
Sunnybrook Health Sciences Centre is an academic sci-

ence centre located in Toronto, Ontario, Canada. Nurses at 
SHSC are accountable for completing the GRASP WMS each 
shift to report the nursing care provided for every assigned 
patient (SHSC, 2015). The SHSC GRASP policy compliance 
and accuracy targets are 90% and above (SHSC, 2015). In 
2019, a quality improvement project was initiated to assess 
SHSC’s GRASP compliance and accuracy. Fifteen shifts (days 
and nights) were audited, cross-referencing GRASP and Inter 
Rating Monitoring (IRM) data. The IRM process involved an 
independent nurse review the nursing documentation of the 
patient care provided.  The reviewer then entered the equiv-
alent of the nursing documentation into GRASP.  Then, 
the IRM system compared the accuracy of the GRASP data 
entered by the nurse and the evaluator to determine if there 
were discrepancies in the data entry and missed opportunities 
to report the workload.   

GRASP compliance on the oncology acute care units was 
66.6% with a GRASP completion accuracy of 60–70%. The 
GRASP completion in end-of-life (EOL) nursing care in oncol-
ogy acute care units was 27%–29%. At the hospital level, 
GRASP compliance was 53.13% (Stilos et al., 2020). Based on 
these findings, Stilos et al. (2020) concluded that more infor-
mation was needed to understand the facilitators and barri-
ers influencing nurses’ adherence to completing the GRASP 
WMS tool as the results were well below the required targets. 

Project Aim
The low GRASP compliance and accuracy rate found in 

Stilos et al.’s 2020 study led to the development of this quality 
improvement (QI) project. The aim was to explore the facilita-
tors and barriers that influence nurses’ adherence to GRASP 
practice with the ultimate intention to ensure the delivery of 
patient-centred care. 



465Canadian Oncology Nursing Journal •  Volume 32, Issue 4, Fall 2022
Revue canadienne de soins infirmiers en oncologie

METHODS
Design 

The QI project was conducted using a mixed-method 
design to explore the facilitators and barriers influencing 
nurses’ completion of the GRASP measurement tool in oncol-
ogy acute care clinical practice and palliative care. Nurses were 
invited to complete a survey and to engage in an interview.

Participants and Settings 
The target population was registered nurses (RNs) and reg-

istered practical nurses (RPNs) working in oncology acute care 
and palliative care units. All nurses received GRASP training as 
part of nursing orientation, making them eligible for participa-
tion in this QI initiative. Email and verbal invitations were sent 
to nurses to participate in an in-service. The in-service was led 
by the lead author (EC) during the month of December 2020. 
The discussion topics focused on internal and external ben-
efits of GRASP WMS, the nursing workload policy at SHSC, 
and GRASP QI Phase I finding results (Stilos et al., 2020). An 
invitation to participate in data collection for Phase II of the QI 
project was also incorporated into the discussion. Completion 
of the questionnaire and participation in the interview for 
Phase II implied participants’ voluntary and informed consent. 
Etchells et al. (2016) recommendation on sample size for a QI 
initiative, was adhered to; as was in the first phase of this project 
(Stilos et al., 2020). As such, a minimum of 15 participants was 
required for this QI project.

Ethical Considerations
The SHSC Research Ethical Board appraised this project 

study as a QI initiative, and thus signed consent forms were 
not required. However, participants’ names were replaced with 
codes (e.g., 1, 2.) in both the questionnaire and interview data-
files and only aggregate data are reported. No incentives or 
compensation was provided.

Data Collection and Analysis 
The Theoretical Domains Framework (TDF) was used to 

identify the possible cognitive, affective, social, and environ-
mental attributes that might influence nurses’ behaviour in 
completing the GRASP WMS as part of their job description 
at SHSC. The TDF components include knowledge and skill; 
professional role, beliefs, and capabilities; optimism and opin-
ions about the consequences and outcomes; decision process, 
memory, reinforcement, and intentions; behavioral regula-
tions, emotions, social influences, and environmental context 
and resources (Atkins et  al., 2017). These TDF components 
were incorporated into the quantitative and qualitative data 
collection and analysis approaches for the project.

The data collection tools, based on the TDF domains, were 
designed specifically for Phase II of this QI project. The sur-
vey consisted of 21 questions, and the interview guide con-
tained ten. The quantitative data was collected through an 
anonymous questionnaire and the qualitative data through 
semi-structured telephone-based, in-person, or focus group 
interviews. Nurses participated first by completing the ques-
tionnaire and then engaging in the interviews on different 
days based on participants’ availability. 

Within the questionnaire, standard questions were used 
to collect nurses’ demographic (i.e., age, sex, unit employ-
ment) and professional characteristics (i.e., level of educa-
tion, employment status, years working as an RN/RPN), as 
well as experience using GRASP (i.e., GRASP orientation, 
length of time using GRASP, frequency of GRASP data entry, 
time duration for data entry, frequency of staying after work 
hours to complete GRASP). Quantitative data were analyzed 
by the author (EC) using descriptive statistics integrated with 
Statistical Package for Social Sciences (SPSS) software Version 
21.0. Then, team members performed a verification of the 
data, achieving the same conclusions. 

Interviews lasted between 30 to 60 minutes. The semi-struc-
tured interview guide was used to allow participants to freely 
express their thoughts about facilitators and barriers in complet-
ing the GRASP system. Three nurses participated in individual 
telephone-based interviews, one nurse participated in an in-per-
son interview, and five nurses participated in focus group inter-
views. The interviews were conducted, recorded and transcribed 
verbatim by EC with the participant’s verbal consent. Inductive 
content analysis (Kyngäs et al., 2020) was performed by examin-
ing the interview narratives describing nurses’ experiences and 
perspectives on GRASP, and identifying emergent themes. The 
three authors independently listened to the recorded interviews, 
read the transcripts, organized and formed categories, concepts, 
and themes. After performing the independent analytical work, 
members shared and discussed their perspectives. Differences 
were discussed together and all three members reached a 
consensus. 

RESULTS
Demographic and Professional Characteristics of Participants

Twenty-eight nurses completed the questionnaire and nine 
nurses from this sample subsequently participated in inter-
views. In the sample of 28 nurses, eighteen nurses were from 
oncology acute care units and ten from palliative care units. In 
the sample of nine nurses who participated in interviews, eight 
were from oncology acute care units and one from a palliative 
care unit. Most participants (n = 23, 82%) were female with the 
largest proportion between 20 and 30 years of age (54%). Just 
over half (n = 15, 54%) had undergraduate degrees, and 72% 
(n = 20) reported working full-time. Nursing experience varied 
from less than one year to more than ten years. The partici-
pants’ characteristics are presented in Table 1. 

GRASP-related Characteristics 
Most nurses (n = 27, 96%) received GRASP training during 

their orientation. Sixty-one percent (n  =  17) reported enter-
ing nursing workload data in the GRASP system once per 
shift. Half of the participants (n  =  13, 46%) reported it took 
them between five to ten minutes to enter the data, while 
one-third (n = 9, 32%) reported taking ten to twenty minutes.  
Additionally, 40% (n = 11) reported staying “often after the end 
of the shift” to complete the workload data entry, and 18% 
(n = 5) reported staying “many” times. 

Questionnaire Survey Based on Theoretical Domain 
Framework

The descriptive findings of the study variables based on 
the TDF are presented in Table 2, and Figure 1. Participants’ 
responses indicated a range of scores and attributes described 
in the TDF.
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Table 1

Demographic Characteristics

Table 2

Means and Standard Deviations of Theoretical Domain Framework Variables Used in the Questionnaire Survey

Theoretical Domain Framework Questions (scored Likert scale 0–4) Mean SD 

1 GRASP & Inter-rater monitoring (IRM) knowledge 2.85 1.09

2 GRASP and IRM completion skills 3.14 1.00

3 Adherence to Sunnybrook’s GRASP policy challenges 2.00 1.38 

4 Feedback provided on GRASP & IRM performance 1.86 1.43

5 Awareness of GRASP and chart documentation as being independent task 3.37 0.92

6 GRASP perceived as a reliable tool to measure nursing work 2.59 1.18

7 GRASP’s accurate completion considered essential and useful in the health care system at micro/meso/
macro levels

2.70 1.2

8 Knowledge about GRASP as a tool for funding estimation 2.79 1.25

9 Attention and consideration to GRASP completion in a busy working shift 2.12 1.24

10 Need for GRASP completion reminders 1.33 1.33

11 GRASP compliance practice as a well-formed habit 3.00 0.94

12 Influence from nursing peers and leadership to complete the GRASP daily 2.54 1.10

13 Presence of ongoing support in clarifying the GRASP issues 2.82 1.02

14 Availability of physical equipment (working stations/computers) 2.50 1.23

15 Cognitive overload, tiredness, and stress at work impact on GRASP completion 3.07 1.05

16 Inclusion of the “GRASP time completion” category in the GRASP system 3.29 0.85

17 Benefits of a GRASP suggestion box to improve GRASP practice 3.11 0.83

18 High performance in GRASP & IRM completion sets out a culture of empowerment and makes nursing 
work more visible

2.89 1.22

19 Reflective practice toward GRASP practice adherence 2.86 1.00

20 Benefits of a GRASP champion 2.75 0.29

21 Motivation to complete GRASP if it would influence the salary range 2.86 1.32

Note. SD = Standard Deviation; Likert Scale: 0-not at all, 1-very little, 2-somewhat, 3-moderate amount, 4-a great deal.
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Figure 1

Questionnaire TDF Variables Mean Variation 

Note. This figure is a graphical illustration of the Means values of the questionnaire survey Theoretical 
Domain Framework (TDF) variables

Knowledge & Skills. Participants reported various levels of 
GRASP and IRM knowledge and skills.  Less than half of the 
participants (44%) possessed a moderate amount of knowledge 
about the GRASP and IRM, while only one-third (30%) were 
confident in their GRASP and IRM knowledge. Furthermore, 
43% of nurses knew “a great deal” about how to complete 
GRASP and IRM, whereas 41% of nurses had very little to a 
moderate amount of knowledge about GRASP and documen-
tation as being independent of each other.  There were different 
degrees of knowledge about GRASP as an estimation funding 
tool for the hospital administration and MOHLTC; 32% lacked 
such knowledge, and 36% indicated having “great awareness.”

Beliefs & Optimism. Sixty-four percent of nurses had a posi-
tive outlook about GRASP and believed that reporting nurs-
ing work in GRASP promotes a culture of empowerment and 
makes nursing work more visible. Around 60% of participants 
felt optimistic about using the tool and considered GRASP reli-
able for measuring nursing work. An even larger percentage 
(70%) presumed that GRASP compliance and accuracy impacts 
the health care delivery at the micro (practice), meso (staff-
ing and spending), and macro (patient health outcomes) lev-
els. However, despite GRASP’s benefits’ beliefs and optimism, 
36% found it challenging to adhere to the GRASP policy.

Reinforcement & Goals. Forty-three percent of the participants 
indicated that nurses would be incentivized to complete the 
GRASP tool if their salary depended on their GRASP productiv-
ity. Moreover, 82% of participants indicated the need to include 
the “GRASP time completion” element in the GRASP tool.

Memory, Attention & Decision Process. On a busy shift, between 
27% and 31% of the participants reported giving little atten-
tion and consideration to GRASP completion, while only 20% 
attributed considerable regard. On the same note, 33% of par-
ticipants indicated they didn't need GRASP reminders. 

Environmental Context. One-third of the participants reported 
having great (29%) or moderate (38%) support in addressing 
questions and various technical or GRASP content issues, 
while more than one-third reported having insufficient assis-
tance. Moreover, 46% indicated a lack of available working sta-
tions and computers for completing the GRASP in a timely 
manner. Twenty-eight percent reported having access to a 
computer only a moderate amount of the time. Additionally, 
more than 50% suggested that having an electronic or physi-
cal GRASP suggestion box would be beneficial for submitting 
ideas and feedback to improve GRASP practice. 

Social influences. Almost one-third (29%) of the participants 
reported they were not given any feedback on their GRASP 
and IRM performance, and only 11% considered that they 
received a great amount of critique on GRASP performance. 
More than 60% of participants identified their colleagues, the 
unit’s nursing leadership and GRASP champion influenced 
their determination and attitude to complete the GRASP tool.

Emotions. Seventy-five percent of the participants reported 
cognitive overload, tiredness, and stress at work, negatively 
impacting GRASP completion.

Behavioural regulation. Sixty-eight percent of the participants 
reported reflective practice regarding GRASP completion had 
the intended outcome of changing their behaviour and atti-
tude toward GRASP. The majority (80%) considered adhering 
to the GRASP compliance practice as a well-formed habit. 

Qualitative Data
The qualitative data analysis revealed nurses' testimonies 

on GRASP perspectives and experiences (see Table 3). Barriers 
were related to limitations in the GRASP tool’s technological 
characteristics and included (a) GRASP tool element deficien-
cies in capturing the complexity of nursing work; (b)  GRASP 
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Table 3

Nurses’ Testimonies on GRASP Perspectives and Experiences

Theoretical Domains Facilitators Barriers 

Example quote Example quote

GRASP and IRM 
Knowledge/Awareness 

“.. if it’s overworked or underworked.. able to find out if they need 
extra staff, I think budget-wise too..”

“ What is IRM?” “I think, again, it needs to be reinforced with staff 
that GRASP hours should reflect your shift.. the importance of 
documenting and importance of accuracy and time spent, I don’t 
know how you get people understand that…”

GRASP Skills “I try to do once halfway of my shift and then again at the end, 
but if I don’t have the time, I try to do it at the end.”

”…for the new staff, when I look to the GRASP, I see that they had 
a really busy shift, and when I add up their numbers only equal 4-5 
hours, so I always tell them that their GRASP should reflect their 
workload. I think new staff need to be kind of told the importance of 
the GRASP equaling their workload. I guess to reinforce new staff 
how to do it properly.”

Professional Role ”That we are responsible, that is our job, and it’s something that 
we have to do.” 

“The fact that’s not a legal paperwork prevents all of us from 
staying overtime to complete it.”

Beliefs About 
Capabilities 

“I find it, if I do it properly, the value equals how much time am I 
doing in a shift, if I add up my numbers off all my patients equals 
to my 7.5 hours shift”. 

“Well, if we are really busy, it’s not a priority to me to do it at the 
beginning, so my patient care or whatever issues come up are more 
important to me than doing my GRASP.”

Optimism “A lot of time, people say doesn’t matter what I put in, staffing 
doesn’t change.”

Beliefs About 
Consequences 

“.. it shows much time you spent with the patient, how much 
centred care you provided to the patient, not just emotional 
support, you helping them with what is important to them, 
whatever they need, it showing what  you are doing with the 
patient daily.”

“I feel like maybe 60 to 70% are staff that are not there, [GRASP] 
it doesn’t tell me how much takes me to do the GRASP.” 

“We don’t get paid overtime for the time to complete GRASP.”

Reinforcement “An extra paid 30 minutes!” “..getting more staff because of workload is high..”

Intentions If we have ongoing education about it, we can, let’s say end of the 
week, month, discuss the workload that whatever has been done 
might been seen that we cannot see .. you complete GRASP this 
way, we got extra staff on X amount of shifts… More information, 
more discussion about it.”

Goals “Nurses should think that GRASP it’s part of daily.. like when they 
come to work ... expect to do the GRASP, part of daily routine.”

“I use it as a tool when I make the assignments and stuff, and  
completion the GRASP... use the hours on the GRASP to group 
the patients together and make assignments, so I think accurate 
reflection on GRASP helps create a more fair assignment for 
nurses on the floor.”

Memory/Attention/
Decision Process 

”Vocera should have a program and remind us..”

“like just paging, just like they announcing visiting hours are over..”

“I guess could be flashing on the computer, GRASP, GRASP at 
the end of shift”

Environmental Context 
and Resources 

“We do not have enough computers.. because computers are all 
occupied. ”

“..patients unstable, really busy day that’s definitely a barrier.”

Social Influences “..our APN checks it [GRASP]every single day to make sure it is 
done, so I don’t really want to hear her and complain about it, so 
I just do it..”

Emotions “..you are just relieved that was done..take workload from your 
shoulder, you know what I mean..it’s not thoroughly done, you want 
it off of your shoulder, get over it ..”

Behavioural Regulation “Nurses should think that GRASP it’s part of daily.. like when they 
come to work  .. expect to do the GRASP, part of daily routine.”

Note. This table illustrates nurses’ testimonies that depict facilitators and barriers in GRASP completion that align with Theoretical Domain Framework 
(TDF).
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not capturing frequency, timing, and content of nursing tasks; 
(c) GRASP nursing skills not being specific to the unit’s skill 
mix; (d) lack of a GRASP element for Nursing Team Leader’s 
job responsibilities; (e) lack of “GRASP completion” ele-
ment; (f ) lack of GRASP element for troubleshooting issues; 
and, (g) insufficient time allotted in GRASP element for the 
patients’ daily care activities, emotional support and commu-
nication with family, and interprofessional communication 
process. Additionally, nurses voiced their challenges with (a) 
insufficient access to nursing stations/computers; (b) insuffi-
cient GRASP and IRM education, support, feedback, and fol-
low-up; (c) lack of follow-up with nurses to inform them about 
plans and actions (intended or taken) after GRASP data eval-
uation; (d) time constraints in a busy working environment; 
(e) increase in patient acuity and busy assignments; (f ) lack of 
technology application in GRASP reminders; (g) completing 
GRASP not being seen as a professional legal accountability; 
and, (h) completing GRASP is perceived as a burden in a busy 
working environment. The following reflection on GRASP 
articulates some core barriers: 

“..people do not understand the importance of GRASP. They 
do not understand that where the information they put in 
goes, or who is looking at it,  what is the why I am doing this, 
how does it benefit me to fill it out, is this looked at, is this 
looked at for funding, is this looked at for workload, who’s 
actually looking at, a lot of people do not understand where 
the information goes, the eyes that they look at it ….they say 
it’s not a priority because no one is going to look at it any-
way, why I am doing it, or just wasting my time doing it, 
they don’t understand why”.

The facilitating factors that influence nurses’ adherence 
to completing the GRASP tool included the following: (a) the 
sense of job responsibility and accountability to complete 
GRASP; (b) awareness of funding estimation and contribution 
to staffing levels; (c) GRASP as a guide to nursing practice and 
care delivery processes; (d) the belief that GRASP reflects the 
nursing work done in a shift, as well as the holistic approach 
in patient-centred care delivery; and, (e) the benefits of having 
GRASP champions reinforce the GRASP and IRM knowledge 
and skills, reminders, and ongoing support. 

DISCUSSION
This QI project presented nurses with the opportunity to 

describe their experiences, and voice their perspectives and 
suggestions, related to the GRASP WMS. It also provided 
leaders with a deeper insight and understanding of the fac-
tors influencing nurses’ adherence to GRASP  practice in the 
oncology acute care and palliative care units. 

This initiative demonstrated that nurses in the oncology 
and palliative care inpatient units face similar barriers and 
facilitating factors influencing their adherence to GRASP 
practice despite the differences in working environments 
and patient populations. Regardless of having GRASP and 
IRM completion skills, nurses reported low GRASP and IRM 
knowledge levels. In this way, nurses demonstrate practical-
ity by possessing the technical skills to perform the specific 

GRASP tasks, yet they reveal insufficient knowledge and 
understanding of the GRASP purpose and its benefits in 
addressing patient care needs. 

Nurses on the oncology acute care reported having more 
feedback from nursing leadership on their GRASP and IRM 
performance than nurses in a palliative care unit. Moreover, 
nurses in oncology acute care report a higher rate of practising 
reflective practice toward GRASP performance than nurses 
in palliative care units. Having a support system and GRASP 
leadership creates a GRASP accountability culture that facil-
itates nurses’ GRASP compliance. The palliative care nurses 
were less convinced that GRASP is a reliable tool to measure 
their work yet had a greater awareness than the oncology acute 
care nurses about GRASP completion benefits regarding fund-
ing estimations. Also, palliative care nurses reported giving 
more attention to GRASP completion than oncology acute 
care nurses on a busy environment. On the same note, pallia-
tive care nurses reported having more access to nursing work-
ing stations/computers, while nurses in oncology acute care 
experienced limited access to computers. Oncology acute care 
nurses reported a much higher cognitive overload and stress 
during a busy shift, thus impacting their GRASP completion. 
Also, they reported the need to include the “GRASP time com-
pletion” element in the GRASP tool at a higher rate than their 
peers in palliative care. Furthermore, a higher percentage of 
oncology acute care nurses’ indicated the beliefs that (a) high 
performance in GRASP and IRM completion sets out a cul-
ture of empowerment and makes nursing work more visible; 
(b) the reflective practice on GRASP completion helps them 
to change their attitude and behaviour toward GRASP comple-
tion practice; and (c) they would feel highly motivated to com-
plete GRASP timely and accurately if their wage depended on 
it. See Figure 2.

While staff nurses are the end-users of the GRASP tool, 
other stakeholders have a direct contribution to the GRASP 
completion process and performance. GRASP WMS quan-
tifies the nursing work that allows the hospital macro-level 
administration to tailor the staffing needs to safeguard 
patient safety, hospital occupancy rate, and cost-effective care 
(Alghamdi, 2016). In qualitative data analysis, nurses voiced 
daily challenges in the working environment that impeded 
them from adhering to higher GRASP compliance and accu-
racy practice, defining completion of the tool as a burden. The 
hardship of this responsibility is articulated by participants 
describing how they stay after work hours to complete GRASP 
and enter data once per shift and in a short time. These reali-
ties can consequently influence and affect the accuracy of data 
entry. 

The GRASP WMS completion process functions with some 
inefficiencies across the units. Alongside TDF, which focuses 
on nurses’ behaviour changes in implementing new practices, 
Normalization Process Theory (NPT) offers a fundamental 
theoretical approach to guide efforts to enhance adherence to 
SHSC GRASP policy. The NPT supports the actions needed to 
implement and evaluate complex interventions, new technol-
ogies, and business processes in the healthcare environment 
(May et al., 2018; Finch et al., 2013). 



470  Volume 32, Issue 4, Fall 2022 • Canadian Oncology Nursing Journal
Revue canadienne de soins infirmiers en oncologie

Figure 2

Comparison of Questionnaire TDF Variables – Mean Variation Between Oncology Acute Care and Palliative Care Units

Note. This figure is a graphical illustration of comparing the Means values of the questionnaire survey Theoretical 
Domain Framework (TDF) variables between oncology acute care and palliative care units. 

The NPT is concerned with what work people do or need to 
do to implement the recommended practices and is grouped 
into four core constructs: Coherence, Cognitive Participation, 
Collective Action, and Reflexive Monitoring (Elf et al., 2018). In 
the context of this QI project, Coherence is the nurses’ under-
standing of the purpose and value of completing the GRASP 
WMS, its internal and external benefits, and awareness of the 
current gaps in GRASP practice. At the same time, Cognitive 
Participation relates to the legitimation and relational work 
nurses do to sustain the GRASP practice. For instance, active 
GRASP leadership is supported by collaboration among staff 
nurses, the GRASP Workload Specialist and the unit’s nurs-
ing leadership.  Also, Cognitive Participation enhances nurses’ 
accountability for completing the GRASP as a daily nursing 
job responsibility. The Collective Action is depicted by the 
operational work nurses perform to complete GRASP daily, 
GRASP knowledge and skills possession, available technology 
resources, and time for completing the tool. Finally, Reflexive 
Monitoring is the evaluation of GRASP compliance and accu-
racy via systematic reports, the agreement that GRASP data 
entry mirrors the nursing care needs of the unit, the value of 
implemented change and suggestions on future improve-
ments, and empowerment of nurses’ voice to participate 
pro-actively in the reconfiguration of the GRASP WMS tool 
(Elf et al., 2018; Finch et al., 2013). 

Recommendations
To improve GRASP compliance and accuracy, three core 

actions are vital: (a) implementation, bringing the GRASP pro-
gram into action via strong GRASP leadership and education; 
(b) embedding, incorporating completion of GRASP into the 
daily nursing routine through reinforced awareness, support, 

reminders and feedback; (c) integration, having GRASP stan-
dardized across the organization (Finch et  al., 2013). The 
improvement and sustainability of GRASP performance prac-
tice necessitates ongoing investments in the GRASP WMS 
and nursing leadership actions to advance the implementa-
tion plan (Finch et al., 2013). The NPT helps GRASP leaders 
identify, describe, and explain the facilitating and restraining 
factors that influence GRASP performance’s integration and 
implementation actions (May et al., 2018). 

Based on the findings of this QI initiative, the following rec-
ommendations for nurses and nursing leaders for improving 
GRASP compliance and accuracy at SHSC are centered on (a) 
increasing awareness and knowledge about the GRASP inter-
nal and external benefits; (b) providing ongoing education, 
support, feedback, and follow-up on the use of the GRASP 
WMS in practice; (c) strengthening the GRASP leadership by 
having GRASP champions and enhance the GRASP commit-
tee work and relationship with nurses; (d) reviewing/redesign-
ing the GRASP tool elements to reflect the unit’s skill mix; (e) 
including technology in GRASP reminders; (f ) ensuring an 
adequate number of nursing working stations/computers; (g) 
fostering a GRASP friendly culture; and (h) support nurses in 
achieving a better work-life balance to ease the burden of com-
pleting GRASP. Implementing these strategies with a mutual 
effort from nurses, nursing leaders, and hospital administra-
tors through effective communication and collaboration and 
co-participation in decision making will improve the GRASP 
compliance practice at SHSC. 

Implications for Nursing Practice
PBF for case cost analysis and evidence-based deci-

sion-making relies largely on an accurate nursing workload 
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report (Hoang, 2014; MOHLTC, 2018). The current gap in 
GRASP practice and performance at SHSC requires changes 
at the individual and organizational level. To influence these 
changes, it is vital to understand the environment and circum-
stances that influence nurses’ behaviour leading to the gaps 
(Atkins et al., 2017). Many of the barriers identified in this QI 
project directly and indirectly affect nurses' GRASP compli-
ance and accuracy.  

Inaccurate nursing workload measurement affects the 
organization’s predictive funding and decision-making, result-
ing in decreased funds. Thus directly impacting nurse staff-
ing, nurse patient ratio, and workforce shortage. Moreover, 
resources for patient care are impacted including new treat-
ments/procedures, less support for research and quality and 
risk management initiatives. (Qureshi et  al., 2019; Mittman 
et al., 2008). Therefore, it is imperative that nurses understand 
the negative implication incomplete GRASP has on patient 
centred care, nurses, and  how nursing models are developed. 

Limitations
After presenting the findings to senior leadership, what 

they felt would have been more helpful with the GRASP 
related characteristic question, “how frequently do you stay 
after the end of the shift to complete the workload data entry?”,  
was if the QI Team had proposed the question in a more 
quantifiable response which would have led to  further devel-
oping effective strategies to improve compliance. Another 

limitation with this study is the use of focus group interviews 
contributing to biased answers by the nursing staff.  Lastly, the 
COVID-19 pandemic access restrictions to the units may have 
contributed negatively to the sample size.  

Conclusions
A mixed-method QI Project revealed facilitators and barri-

ers influencing nurses’ adherence to GRASP compliance and 
accuracy. Constructive, ongoing communication and collabo-
ration are needed between nurses, nursing leadership, GRASP 
WMS specialists, and hospital administration to improve 
GRASP compliance. The recommendations are intended to 
address the multifaceted gaps of the GRASP performance 
framework to ensure adequate funding and quality patient 
centred care. 
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