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ChapterOne|Preview]

Background

The topic of nursing documentation is hugely popular within nursing ciacidsontinues to
gain attention amongthe Health hformatics(HI)community as preparations for Electronic
Health Records (EHR) progresa atgnificanpace, albeitnot in line with our international
healthcare colleaguedut none the less plarere gaining a steady momentum. Qiges in
nursingpracticeare evident, and necessanm orderto improve quality of care and tdelineate

the presence of nursig practice in electronic records.

A large academic teachimmpspital iscurrentlyimplementing a new Professional Practice Model
(PPM) incorporating Standadised Nursing Language (SNL), to some extepteggration for
electronic record but also to improve standards of quality in documentation practices and
patient care SNL is used in semliectronic format where all care plans are electronically
stored They areaccessed for printingrece appropriate nursing diagnosare assumed.
Interventions are then prgorinted whichonly require a date and signaeisimilar to electronic
records. Whereas paper based records, heame preprinted booklets for sections of the care
plan. The theory behind SNL and the new PPM is not applied, therefore the assessment,

diagnoses and interventions are all friaxt.

Any doubtsheld by health professionals about the importance of high qualitgudoentation
aroundpractice can be removed an atendance at the coroners court. Observation of the
preparation beforehand where documentation was subjected to meticulous and methodical
scrutiny by MelicatLegal professionals, amgiestioning of a Staff Nurse (SN), Clinical Nurse
Manager (CNM) and Hehltare Asistant (HCA) on events thatcurred yess previously It
heavily reliesipon the quality of their documentation rather than memory to recall and

validatethat quality care that habeen delivered.

Seminal work on nursing documentation quite oftbcusses on paper bas€fiange 1995r
electronic formatd W2y S& SiG | f @ H namdmany domparblfheSwp SG Ff @ H

(Tubaishat et al. 2015; Wang et al. 2Q14pwever few studies lookat the transition from



paper to electronic form and theféect SNL use has on quality of documentation and practice or
possibly patient outcomes. One of the changjest hasrecentlybeen made in the hospital that

is included in this study, the adaptation of SNL into sesaiectronic care plandhe motivation
behind this researctherefore was twdold, one to addresdeficit around comparisons of two
styles of documentatin and two, to explore the usef (SNL) which is used internationally in

9 | wQ &vas@dimdted withira semielectronicformat as preparation for electronic records

See Appendix 1 fa@ample semi electronic care plan.

Introduction

Delivery of safeffective patient care relies considerahlponon accesso accurate, timely
information, the value of which dependm the quality of data recorded and stored for retrieval
in patient records. & decades now eHealth Ireland has been working in the background to
produce a nationaElectronic Health Record (EHRY in May 2016 a business case was
finalised and approved by the Health Service Executive (A&} 2016)This programme
represents a significant trangfmation in the use of technology and data to support safe and

efficient care for future generations.

The use of Health Information Technology (HIT) provides solutions in addressing chdtlenges
health care(Burston, Chaboyer & Gillespie 2014; Kelley, Brandon & Docherty 2(&tiajliffe

& Cimino 2014and with mixed results on fulfilment of this promise some studies believe HIT
improves patient outcomes by improving nursing documentation sysigigler-Staub et al.
2007a)0 h Q/ 2 Yy 2 NJ g . The HéRth $efibd Executive (HSE) service plan for 2018
(HSE 2018&cknowledgediscal challenges in depting HIT systems but recognishe

importance of developing information systems to facilitate communication, integrated and

continuation of care acrogsimary and secondargVelfacilities.

Nowadays there is aemphasis ordelivering gold standard patient care &ll and as we

prepare for EHR This study will take a closer look tte progression the nursing profession has
taken in preparation for EHRand to enhance care delivenj documentation auditwas
performedto examinenew semielectronic care fans using SNL and a new PPM vepsyser

based traditional nursing recordghich are currently being phased olursing care metrics

were choserasthe audit tool, the concept of which has been adapted from the business sector
It is descibed as a set of calculated measurements demonstradiigerence taexpected
professionaktandards. Metricsneasure nursing care processeithin nursing documention;

this framework was chosen as it presents a frameworlidourately reveal quality of



performance and adherence to documentation guidelifiesulkes 2011Quality CareMetrics
(QCGM) are considered a valid tbas it was developeih and currentlyused in the United
Kingdom(Sunderland 2009)reland(HIQA 2013; ONMSD 20X3)dorse theuse of metrics as a

measure toward$o enhance safer care

1.1 The Principals of good Nursing Record Management

Accountability is one of theompulsoryfoundatiors withinprofessional nursing and midwifery
practice,(NMBI 2015¥tatethe professional and legal responsibilitiesbe adhered to by
nurses and midwives die standard ofractice to which they provide. It also reminds
practitioners thataccuraterecord keeping of care delivereéslincluded in this obligation
Practitioners are reminded that 8omethingis not written down, it can beassumed that the
action did not happenfurthermore, this is the opinion taken in a court of lamd at a fitness to
practice tribunalNursing and Midwifery Board of Ireland 2014) addition hospital policies,
nationalguidelines(Data Protection Acts 198822003 GDPR 2038and international Act$EU

2016)also govern the recording of nursing/clinical practice.

Nurses and midwives are reminded tltatring thecourse of their workdocumentation of

nursing specific decisions and rationale for decisions and actions must be olfViooioddsen

et al. 2013describe the need for accurate, complete and reliable clinical information in relation
to patientcare, alsocommunication otare Italsoremindsus that documentation of nursing
care actsas a reliable source to enable quality improvements, conduct research and support
guality improvement policies which will contribute to improved standards in daraddition
(Prideaux 2011glescribe documentation as an essential part of nursing practice having clinical
and legal consequences. Moreovffelley, Brandon & Docherty 201®monstratea link

between good quality nursing records a facilitator to improvement in patient care processes.



1.2 Keyaspectsof Nursing Records

1.2.1 Professional Practice Modefst t a Qa v

Florence Nightingale@ne of the most recognised naraén the history of nursindiascertainly
laid the foundatioms for nursing practice, argrovided a modelthe tenets ofwhich still exist
today, including documentation of nursing casessessing nursing care standaadsl

introducing statistics to the profession with a view to evaluate and improve practice.

A (PRM) within nursing disciplines espoustit® conceptual franework thatcontributes to

nursing care structures whiagjuide safe, evidence basguhtient centred care. fithermore

ttaQa adzZJR2NI GKS @Aadz £ A&l GA 2Satydrgf & 2@AR)Y Ydzy A OF (i
(StallingsWelden & Shirey 201%)cknowledge the challenge in the implementation of PPM and

report the advantages fordih nurses and patient outcomes. Awrampleof this is nurse

interactions with colleagues, patients and relativdscision making, autonomy, job satisfaction

and podlive experiences for patients. Moreover they state thia¢ lack of a verified PPM could

perhaps contribute to reduced standard in safety and quality of care.

LY 2NRSNJ G2 F@2AR FYoAIdaade 2N O2yTFdzaAazy 6KSy
necessary to point ouifferencesthe term modelmay infer to nursing and computer science
experts.Unified Modeling Language (UMtijfers tonursing modelsni that PPM provides a
framework that guide nurses work in contrast tdML Itis a software tool commonly used by
software developers working dmealthcare information system(lISYo augment visualisatign
specification of objects fchealthcare workersvho will be end users of theystem(Aggarwal
2002) UML istherefore an expressive writing language facilitating communication between
developers of elements within a HIS, presenting the objects in a specific formapport the
development of a complete HIE hoi, Jansen & Coenen 201%he reference to PPM and
models thoughout this dissertation refer taursingpractice models unless otherwise specified.
A WML concept map andcenario diagram are used later in this chapter to explain nursing
diagnoses and languages used to document all aspects of work carried out by nurses in their

duty of delivering care.



(Slatyer et al. 2016&)larifies that aPPMrepresents nursing values and outlines the structures

andprocesses that support nugs to practicen a professional, safe and effective manniéer
often includes a caring theory within the modéleehan 2012)(Jacobs 2013tates thatPPM) a

differ from a conceptual model of cakgghlightingthe patientnurse relationship in

combination with human values such as compassion, aotégsional relationship as delivering

planned evidence based practj¢®arkman & Loveridge 1994pweverd St A S@S

GKFEG ttaf

grounded in welestablished nursing concepts incorporating organisational with nursing core

values Theseare supported by hospital management to empower nurses as leaders in clinical

and managerial practice whereby accountability, partnership and leadership are embedded

concepts of the PPM supported by organisational governékcamer et al. 2009An example

of nurse practice failuresithout a PPM in plageoutlinedin the Mid-Staffordshire Report

(Francis 201Qwhichrecommended a review of nursing documentation, using it as a means to

measure standards and quality of care delivered thereby identifying opportunities to improve

standards(Slatyer et al. 2016) A NB S

patient outcomes.

RSEONAOGAY I K26

ttaQa AYLINEZ

Some modelsnay be more suitable for adapiah particular to local needs and preferences,

Table 1 is gampleoft t a uW@édto support nursing pactice and documentatian

TABLEL EXAMPLE ORPPMS TO SUPPORT NURSIRGCTICE

PPM

Roper Logan & TiernefRoper, Logan & Tierney 2000)

52NBGKSIH

{NI/FEtA&qLE

9-cahe MIBJ€I@em 083 F

.Sdde b Seehe el

(Neuman & Fawcett 2011)

Ly23Sy YvYiy3aQa

w 2 &Phillips!2®B)LIG I GA2Y Y2RS

ey, SIAdIDE Niris 20028 4 G S Y

Focus

Model of care based on the
basic activities of daily living

Therapeutic seltare, what
patients or nurses need to
do to.

Changes required by people
assisted by nurses in
response to environmental
stimuli

Environmental stressors on
LI G A Beynése that
threaten stability

Ability of people to meet
basic needs (goal) to enable
social interaction.



Careful Nursing PhilosophiMeehan 2003) Developed independently
from hospital governances
and based on historical
research interpretations of
Irish nursing knowledge anc
practice datingoack to early

19" Century.
VIPS mode{Darmer et al. 2006)Florin et al. 201ZBjoérvell, Wredling & Acronym for the Swedish
ThoreltEkstrand 2002a) Y 2 RSt -baing, Itedrity,

.FaA0 £t dzSac¢
underpin nursing care and
guide documentation in
paper or electronic forms.

1.2.2 Nursing Process

In 1987 theWorld Health Organization (WH@)nbarked on a journey to progress the quality
nursing documentation across EuroiBjorvell, Wredling & Thorekkstrand 2002a)The

nursing preess was defined as a systematic and scientifically logical method used by nurses to
support the planning and delivery qtiality patient care. The pross is a series of organised

steps designed as a guidet onlyto ensure optimunpatient care but every stage of the

nursing process from admission, to discharge must be recorded by nurses in the patient record

regardless of formatfigure 1 steps of thenursing process

ASSESS

EVALUATE DIAGNOSE

Patient

IMPLEMENT PLAN
<«

HGUREL FRAMEWORK FOR THE SIN& PROCESS



¢KS ydNEAY3 OFNB LXLFY A& R20dzySyidl dAaz2y 2F GKS
address an identified nursing diagnosasl/or colldborative problems. lalsoincludes the

recordof all actions or interventions, the PPM is the framework to guide patient centred care.

Nursing departments within health care agencies decide upon which professional practice

model to use for documentatiorfDonabedian 1997hdicates that an accurate complete and

process orientated record is central to quality care. A PPM provides the frameworkigb ass

nurses plan their nursing processiichare essentiabtepstaken toformulate a care plan.

1.2.3 Terminologieausedin Nursing Records

Decade®f internationalresearchhasresulted inseveralnursing languagefordocumentation

of nursing practiceThe use ofa Standardised Nursing Language (Sbll¢scribed as a means

of increasing descriptors of nursing practice, supporting daily care and improving patient safety
(Saranto et al. 2014The interfice terminologies used in semliectronic care plans chosen for

audit for this dissertation is NANDA I, (N(BJlechek et al, 201&3nd (NOC}Moorhead et al

2013) collectively known as NNN, the PPNCareful Nursin@. The PPM applied in the paper
FT2NXYI G Aa w2LISNI [ 23y ¢ASNYySe alFOtAagraitrasa 27
framed within that model. This is due to professional and legal responsibilities for ruitbes

regard to documenttion, andthe outcome goals for eagbatient. The same audit tool was

used to assesboth forms and data quality criteria applied equally for each chart regardless of

format.

Figure 2 presents standardised nursing terminologies currently recognisihe Bynerican
Nurses Association (ANA) recognises eight interface terminologies, two minimum data sets and

two reference terminologies: Fig 2



INTERFACE TERMINOLOGIES

NANDAI NOC NIC ICNP CLASSIFICATION  owra ooy TVE

(cco) (FNEE)

MINIMUM DATASETS
Nursing Minimum Data SéNMDS) '

REFERENCE TERMINOLOGIES

S N O M E D CT LOGICAL OBSERVATION IDENTIFIERS AND(CID&I N C)

HGURE2 RECOGNISESTANDARINURSINGERMINOLOGIES

Minimum data sets are aminimuni; Sa a Sy d At asSd 2F RIFGI StSYSyida
definitions and codes collected for a specific purpose, such as describing clinical nursing
LIN} OGAOS 2N ydzZNEAY 3T YI yI 3SYSy(Westa2tyli28@B)i dz £ R G|

G Ly (S NF blaiss (poisdidakeyinclude the actual terms/concepts used by nurses for
RSAONAROAY3TI YR R20dzyYSy Ay 3aWesrsSet £ R00FHe@iman LI G A Sy
& Kamitsuru 2014h)Bulecheck et al. 20138nd (Moorhead et al. 2013)

Internationally recognised reference terminologies, such as, SNGME&Nd LOINC contain
recognised codes for all aspects of health care delivered and corresponding codes for billing
purposesReference terminologies support common semantics arabénall health care users
to chooseappropriate terms within their discipline but also allows the terms to be mapped in
order that the dat® iue meaning can be shared acrasther disciplines. Sevalauthors
presentopinions and justification foparticularSNL (Cynthia Lundberg et al. 2008; Hardiker,
Hoy & Casey 2000; Kim, Coenen & Hardiker 204i=28ll agree that a standardised

terminology is essential to ensure validation and visibility of nursing practice

SNL defines nursing practice and delineates nursing diagnoses and nursing care separate to
medical diagnose@lones et al. 2010a; Rab&hiva et al. 2017¥imilarly(Clarke & Lang, 1992)
focussed on actual nursing diagnoses rather than medical diagnoses arattgnition of a

clear language to better establish nursing criteria and ensure patient s&figiyte 3 represents

this in a class diagram.



0
* Collaborative Problems
Patient

© Outcome

) ) } ) ) ] * is achieved by
Medical Diagnosis Nursing Diagnosis
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Medical diagnosis refers to a condition or state whereas nursing diagnosis is the management

of a response to the condition, for example:

Medical Diagnosis’ BwA I K &aARSR { GNR1 S¢ a1 & LISN
Nursing DiagnoseB Bimpaired verbatommunicatio dmpaired physical mobility

dineffective copingda { ©f NB RS TMAG/AINEEE A

Tdzy OGAZY !l ¢

Figure 4llustrates this in @oncept map asrainstantiation of the class diagram [Figure 3]

showing links to NANDA | codes and demonstrates a sample copy tr®iiology system



that is used in this work. The diagram illustrates how the general concepts from NANDA | may

be utilised for a specific clinical scenario, in this case the nursing management of a stroke.

Stroke Medical Diagnosis

1639

Facial Droop: Symptom Leg/ Arm weakness Symptom Unable to speak Symptom

Communication/
ExpressiveOutcome

Impaired verbal communication
Nursing diagnosis

Nanda Diagnostic code 00051 Nanda (NOC) Code: 0903

Domain:5
Class5

Communication Proved alternate method of

Enhancement Speech deficit communication: Intervention

Intervention Nanda I (NIC)

Nanda | (NIC) code 4976

HGUREl UMLCONCEPMAPUSINGNNNTO CAPTURE NURSOWRE OF STROKE RWITIE

QCM are used taneasureadherence to the nursing procesBor the purpose of this

dissertation elements of Q¥ was applied in thelocumentation audit NANDA I, NIC and NOC

(NNN) is theehosen SNL in seralectronic records. &erence terminology wasot applicable
becauselthough NNNas been mapped internationally fystemized Nomenclature of

Medical Clinical Term&NOMED Gt has notrecentlybeenupdated Gare-plans are not yet

fully electronic andas Ireland hasecentlypurchased the (SNOMEDT) licence it is anticipated

to haveNNNmapped in the near futurean8 Y6 SRRSR 2y G2 | Gadl yRIFNRA
RA Ol A FhslwikBséire common semantics and interoperabilityatifmedical clinical terms
(Department of Health 2018g 34 section 7)1 NMDS provide elements to format the frame for

SNL. Paper based recomasise PPM to formulate care plandwiission details are captured on an

10



assessment bookletrsilar to the semielectronic care plansThe pan of care is written free

text within the nursing booklet and not a separate identified care planse.

Standardsterminologiesand dataquality for nursing records are further discusseimapter 2

sectiors 2.2.4 and 2.2.5.

The audit process used ftis dissertation is explained Dhapter IMethods] & Chapterd
[Results] Appendix 2 (Appendix of research Proposal).

1.3 Measuring Quality of Care

Improving quality and demonstratirgffectiveness throughout all domains of healthcare are
central to the delivery of safe caren hddition changes in practice are necessary in order to
improve standardsThis involves assessing adherence to system and process performance
resulting in improved professional developme(Batalden & Davidoff 2007(Foulkes 2011,
Sunderland 20099greeand present the benefits, concepts afudure plans for the role Quality
Care MetricQCM) plays in collecting, analysing and evaluating standards of prabticegh

nursing documentation.

Asolution forthis problemwas developed in the United Kingdom (UK) to monitor patient safety

in aresponse to an increase in avoidable patient adverse evandh as falls, pressure ulcers

and medication incidentdtisadza SNJ FNASYRf & |yR (N} yaLl NByid ¢
/ I NB £.In@®12 thedNursing and Midwifery Practice Developnignits (NMPDU) which

w
(@]}

are under the governance of Health Services Executive (HSE) Office of Nursing and Midwifery
Serviced Director (ONMSD) supported the implementation of TYC and a group of nursing
specific metrics authorised from the Heart of England Néifidration Trust, the national

project is called Nursing and Midwifery Quality Gfetrics (Q@M). The specific metrics were
developed and established based on standards from the Nursing ashaifdiy Board of

Ireland (NMBI), Health Information Quality Aotity (HIQA) and Mental Health
Commission(MHC{Health Service Executive 2018)

PLILX AOFGA2Y 2F (GKS v/a LINROS&aasz G(Bannadpieco/ ¢ 6S0a
Missier & Batini 2005Wwere appliedfor the purpose ofwuditing nursing recordsTheseare

discussed further in chapter 2, section 2.3.2 and results section.

11
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senior nurse managers can review progress, howes@me hospitalsollect data on pper

which is entered on to the TYC website by auditors later.

Chapter fivepresents suggestiorfer changesour hospital coulaeasily implement in order to
gain maximum benefits afsingQCM as a means to measure quality of patient care and an

intention to maintain or improve standards practice and documentation.

1.4 Study Aims and Objectives

In an era of preparation towards Electronic Health Records (BH&)xim of this study it
measure the quality, accuracy and timeliness of two nursing decation styles, subjected to

the same audit process.

A) semielectronic format usingNANDA INursing Interventions Classificati@dlC)and
Nursing Outcomes ClassificatiaqOCXxollectively referred to aéNNN),

incorporating the Carefillursing Professional Practice ma0Oel
AND

B)traditional paper basedursing care plans using traditional Roper Logan Tierney nursing

process(Roper, Logan & Tierney 2000)

Data wasauditedbased on the national architecture audit todISE Q@) used to measure quality
The content of documentatiorwas alsaappraisedor accuracy, completenessmelinessand
validity, as per data quality guidelinetescribed by{Scannapieco, Missier & Batini 200&)d
(Pipino, Lee & Wang 200Following statistical analysi$ both methodscomparisons or

similarities will be examinednd suggestions for change in practice presented

Theobjective is taascertain if the application @NL in serrglectronic care plans reflectgegatively
on the quality of nursing assessment documentation and subsequent plan cdicdfer patient

outcomes

12



1.5 Research Question

Acloser lookwill be takenat two different styles of nursing documentation, paper based and
semielectronic. As a new PPM is introduced incorporating SiNiyltaneousha
documentation audit was carried out on the newly implemented and outgoing nursing records.

A number of questins have arisen from this exercise.

Firstly:Documentation of the nursing assessment and care plan: Are there differences in

compliance in the recording of nursing care in setectronic and paper based systems?

SecondlyDo paper records fulfil thprofessional and legal criteria necessary fott 2éntury

nurses?

Thirdly:Can the application of SNL in nursing eal@ns improve compliance of nurses legal and

professional responsibilities towards documentation practice?

Finally, having examined tHigst three questions th@verarching question is

S
YR aSYA StSOGNRYAO NBO2NRaKE

1.6 Guide to layout of remaining sections of dissertation

Duringthe course of the literature review, which took place prior to conducting the
documentationaudit, a wide range of themes emerged frqgrapers written bynursing and Hl
scholarsCombining ideations from both sectors provided an insightful and slightreiit

focus to apply to the data that was to be colledt& his slight change of courapplied

stringent data quality assessment criteria in addition to the national tool that i#1@@d

measures nursing and midwifery care processes and patient expeseihe literature from

both disciplines revealed varied opinions on many areas and these were articulated into themes

to be addressed throughout the dissertation.

13
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The remainder to the dissertation is laid out as follpws

Chaptertwo will present theliterature review andhemes deduced thereinThe use of metrics
to assess standards and quality in nursing documentation identifying areas that do not comply

and may need quality improvement plans applied is presented.

There are very few papers dhe topic ofpreparation for EHR where sewliectronic system is

usedc the idea behind semgélectronic is thatnursedza S I tta FyR {b[ GKI{

The use of SNL is a preparation towards adaptation of electronic documentation and involved
formulating a specific nursing care plan, devised by the nurse applying nurse specific diagnosis
using critical thinking skills to a patient centred approdidiie SNL used is NANDA | but othe
forms of SNL are mentioneshere systematic reviews addressed the toparious studies will

be presented hat support or disagee with my research questions.

Chapter three presents the design and methodoldgyalysis, collection and storage of raw
data is explainedilso presented is the standards to which the practice that practice is measured
against, the audit tool used to collect data and a background of the conditions where the audits

took place.

Chapter four reveas and interprethe result@anda complete analysis of data relation to the
themes discussed in chaptem@ll be presented and compared not only against each other but

also in relatiorto seminal works on the topic.

Chapter fiveis a general discussion on the principal findings intemgpt to answer my
research questionand contains suggestions of changes that could be made to ensure data
collected for &inical audit is available reéime for ward managers to enable time to improve

compliance in nursing documentation and in turreare safer care.

Chapter sixconcludes the dissertation

14
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Chapter TwdLiterature Reviey

2.0 Introduction

Literature on the topic SNL in nursing documentation refer to its value in relation to improving
safety, supporting daily care, evidence of practice, professional responsibilities and facilitating
communication between primary and secondary care sery8atanto et al. 2014jMatney et al.
2012) (Jefferies, Johnson & Griffiths 201(Ruthrerford 2008) In addition nursing notes act as a
repository to enable continuous assessments of care delivered and outcomes of care with the
intention of improving quality of car¢Nursing and Midwifery Board of Ireland (NMBI) 2015)
(Mykkanen, Saranto & Miettinen 2012hapter twoelucidatesthe findings andhemes assumed
following a narrativaeview;some elements of the metanalysis weradapted to asist with
inclusion criteria affordingleeper analysis from planning to synthesis of suitable articles,
(Greenhalgh et al. 2005Fhe search included literature on nursing documentation in paper
based and electronic formats. Ndrs/ 3 R 2 OdzY Sy ( | $MLAofecdrd/nurSirtaveQ & dza
as opposed to freehand text writtento paperrecords.The semilectronic format addressed
throughout this dissertation uses the SNL Nanda | Nursing Interventions Classification (NIC) &

Nursing Outcomes Classification (NOC) collectively knowhals N

Research ofterature on the topic was conducted to discover a Amnased viewon different

aspectof nursingdocumentationincluding:

o0 Practice models and theories applied to both paper and electronic health records

o Application of Standardisetlrsing languages and their effect on documentation,
practice and outcomes of carln addition, methods deployed to measure quality of
documentation and quality of care were exploredmely clinical audit

o Assessment of documentation to measure adherence to framewaorks that define practice
standards of practice and consequent quality of care, e.g. quality care metrics, Key
t SNF2NXIyOS LYRAOIFIG2NA o6YtLQa&avo

Literature review was conducted during a changergctice for nursing ipreparation towards
Electronic Health Records (EHR). The aimtavgain a broad view dhfluentialwork onthe
topic aroundnursing documentation in both paper based aldctronic patient records but the
main focus is on electronic or segiectronic record keepinghis is the plan for the future of

documentation, either a national EHR or organisational electronic personal records (EPR).

15
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Thehospitalwhere the audit tok placeis implementing serrélectronic nursing care plans
which uses a standardised nursing language (SNL) to record nursing pthetisemeused in
EHR documentationThe underlying purpose was to integrate findiagsl collate major
themesfrom studies ofpaper based documentation using traditional styles of documentation

and electronic nursig documentation using b [ Qa @

2.1 Search Strategy

The Problem/Problem, Intervention, Comparators, Outcomei3Q frameworkwas appliedo
formulate myresearch questios PICO afforda wel-defined search strategy fditerature
searchesn order thatl retrieve and collatgublished work from authors citing a broad

spectrum ofboth positive and negative appraisal of the material for this tofftigue 4).

P Problem/Populatiomd Format used fonursingdocumentation of
nursing care ipaper and electronibealth records

I InterventionA Implementation of a new professional practice model
incorporating a Standardised Nursing Languasg)é used ilectronic
Health Records

C ComparisorA Paper based records using traditional practice model ¢
handwritten devised care plans with seglectronic care plans devised
using Standardised Nursing Language NANDA | NIC & NOC (NNN)
Evaluating quality of dmmentation and evidence of care clinical
audit

o OutcomeA Are there differences between both styles of
documentation in terms of qualify

AGURE PICO> FRAMING THE RESEARCHSTION

The following key wordand synonymsvere identifiedusingthe PICO framework:

onursingT doaumentatiod dprofessional practice modélshursing processésTeleafronic

health recordé Tpapér based recordsTstandardised nursing languagetlinical audié

édocumentation audit. [ I (i sfaNdardized nging languagé 6 & | R R&té&nativé O dza S
aLIStEAY3I dzaAy3d nig@ XEIIRYHEGcRENBtatH QF ¥ FR2 NJ
dmeasuring quality I Y R kckhiddl audié ¢ KA OK 4 A R Spr&nietersaidIevéaledi dzf  a

appropiate literature to ensure a wide spectrum of international opiniomdidlly only

16



contemporary literature was retrievedHoweverafter reading somef theseatrticles it was
noted that influentialwork dating back decades was frequently quoted in curtietature so

some of thiswas deemed valid for inclusion.

The following databases were used for the search: PubMed, CINAHL, Cochrane Library, Science
Direct, ProQuest, Web of Sciendeanna Briggs Institute (JBbpogle ScholalOVIDand
Sceusand included original articles, systematic and narrative reviews, government

publications and health authority documents from Ireland, the B&andinaviand Australia.

2.2 Themeddentified:

Themesthat wereidentified throughout the literature review wergsometimes thesubject
within the main body of paperspme were declared as sifjcant issues deserving further
research All included the opic of nursing documentation both in paper agléctronic format
adapting the SNL that is used in themielectronic versiorof records audited. The themes are

as follows

x Legal & Professional responsibilities of nurses

x Measuing Documentation to enhandguality of care

x  Importance ofgood and consequences of poor Documentation
x  Standardised TerminologiésQuality of data for nursing records

x  Suggestions for future study

Sections of the Q® tool emulate identified themes which presents an effective approach for
examining both stylesfalocumentation.

2.2.1 Legal & Professional Responsibilities

Nursing bodies, national laws and organisational policies govern the requirements of each
nurse in relation to their obligation for completing patient records, namely the code of
professionaktonduct(Nursing and Midwiferydoard of Ireland (NMBI) 201&hd guidelines for
completing clinical/nursing recorddiMBI 2015and (Health Services Executive 2011)

The(Nursing and Midwifery Board of Ireland (NMBI) 20E5firmlegal and professional
conditionsregarding the management and tation of nursing documention: The Board

believe that the quality of records maintained is a direct reflection of the quality of care

17



delivered to patients. Alhursing documentation, paper based and electronic, regardless of
setting, should adhere to the guidelinestbéir respective nursing body. They shoalshform

to standards as set out by national and local policies and serve as an essential factor of nursing
practice. Annaccurate rationale behind the development ofare planand evidence of the

actual care deliver@due topoor documentation can lead to adverse events for patients.

The Health Information and Quality Authority (HIQA) is aregifilating body with legal powers
and responsibility for monitoring, improving and setting standards for patient safetglan
and the Health Act 2007 affords HIQA the powers to do so. An inspection by HIQA uses
documentation to gather evidence of care delivered and agtlertain facts written in the
nursing record, interviews with staff members and events observed darwigit to formulate a

report measuring care delivered against an expected national standard.

Table 1 outlines theninimumessentials of good clinical record keeping as detail€tviB
20155a wS O2 NRAY 3 / f Ay A QHealth Sewices EExecutive 20111 NI Ij dzA NB R

TABLE2 PURPOSE ANIARONALE FOR CLINIRECORDS

Purpose Rationale

Documented evidence of nursing & midwifery Documentation should include:

care planned and delivered . .. A
'y | OOdzNJ 4S |aasaaysSy
emotional and social webbeing and should
include opinions of significamthers, nanely

family or next of kin (NOK)

Evidence of Planned and delivered care incluc
a rationde/reason if care was not giveshould
reflect nurses clinical reasoning

Patients response to treatment
Education given to patient and family

An evaluation of the positivand/or negative
consequences of care provided

Entered in chronological order
Written as events occur

Any change in status should be recorded

18



Facilitate communication

Documentary evidence of delivery and quality
of care

Should be patient centred

Must containactual workof nursesand
discussions with patients in a ndmased
manner.

Details of care given should Bbaredbetween
all members of the mukldisciplinary health care
team.

Record should be legible and only include
approved abbreviations

Evidence of Nursing & Midwifery rationalada
decision making.

Continuity of care between health care
professionals and facilities with details of futur
plan of care

Data available for clinical audit & to evaluate
practice

Data available fodealing with complaints
Data available for teaching students

Data available for legal enquiries.

The patient should be referred to by name

2.2.2 Measuring and Improving Quality by assessing Standards

Clinical care delivered murses is based on a logicabdelwith scientific fundamentalsihich

in turn forms thebasis of &V O LK Tyig@neasurement of the extent to which nurses and

midwivesfollow the process contributes greatily maintaining hig standards of evidence

based safe quality care.

Quiality improvement supports positive changes and measurement of nursing care

documentation is pivotal in identifying areas that require improvem@tite Mid Staffordshire

Foundation Trust 20138milarly (Griffith et al. 2008; Maben & Griffiths 201identify the

universal practice of measuring efficiency andlgyavia performance managementn® such
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measure standards of nursing care within nursing recqféisylkes 2011 )y informing efficient

and inefficient practiceqGiltenane, Frazer & Sheridan 2016; ONMSD 28di&e and present

Quality Care Metrics (&) as an effective means to measuring standards of taoeder to

improve or validate nursing practice.

Evdence from research demonstrates that adverse events causing harm to patients are as a
result of process and system failur@sstitute of Medicine 20104nd organisational structures
(Bjorvel, Wredling & Thorelkstrand 2003ajLinnen 2016points to the large volume of data
generated by nurses each day in recording practice of planned and delivered cateeand t
subsequent slow turnaround @halyseddatawhich leadgo a delay in producing quality
improvements However,(HIQA 2013)ecognisathe importanceof measuring quality of care
through (QGM) which isa necessarynechanism to determine areas that requiraprovement

and (Foulkes 20118xplains how Q@ provide thenecessaryrameworkthat should be
applied.QGM can reveal evidence of good safersing care which improvesldl G A Sy G &4 Q
experienceand canhighlight areas of the documentation process that need improvement
which in turn can avoid unsafe sishandardcare.(Redman 198) suggests the notion that
generating alertness to a problem or patéal problem isan important stg towardscreating a
solution This ighe essence of clinical auditamely identifyingareas of underperformance
GAGK Iy IOGA2Y LIy 2NJONBFiGAy3a + aSd 2F vSe t
although (Linnen 2016argues that retrospectiveeview d chartspresents a static view of past
eventsand that data extracted manuglis not analysedn a timely manneby quality departments
This may cause a delay from the time data is interpretedvalaableinformation that will support
changes in practice resulting in improved outcomes for patigrsthermore,(Bowie, Bradley &
Rushmer 2012¢xaminethe validity and contribution of clinical audit following a qualitative study
involving key takeholders responses and questiaty clinical audit continues to be used as a
quality improvement toal They believéhat evidence of the benefitsfalinical audit ad
subsequenguality improvement initiatives in an attempt to improvemt patient care are
inadequate. Tis study expressed the viewpoiby clinicians who demonstrated difficulty in
conducting clinical audit in addition their usual workload. bwever clinical audit is more effective
when considerations are given to staff by management if the outcome is to be of true value in
offering solutions to problemg@Callanan 2012; Excutive 2015; National Clinical Effectivemess
Committee 2015)

Evaluation of documentation of care deliveredntributes to identifying areas of care that may
require improvement It also demonstrates areas of good quality carerthermore, evaluation on
the content of documentation measures to sédenurses are practisg in accordance with approved
or recommended processeb turn, thisensures evidence lsad and safe care is deliveket is also

a requirement by the Health Information and Quality Authority who specified:
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Commission on Patient Safety and Qyednd Assurance Building a Culture of Patient Safety

(DoH 200830 voice service user opinion of care receivétie proposal suggested a National

Framework for Clinical Efftiveness with the intention afffering structure and processes in

the form of clinical guidelinedTe use of clinical audit to ensure optimum patient care and

outcomes were achievebly identifying areas that require improvement but also identify areas

of good practice regarding the delivery @ffe quality evidence based cardnig information is

captureR RANBOUGEf & FNBY GKS LI GASYyd NBO2NR&A o0dzi AY
(DoH 2018)

The National Service PlaiHSE 2018)utlinesthe importance of quality and patient safety in
maintaining standards of care and minimising tiskatients The Quality Assurance
Framework incorporating clinical audit is a means suggested to support improving quality and
safety by identifying areas that require improvement and areas demonstrating good quality
practice. Areas that need improvemeintorder to achievenationalstandards are addressed by
initiatingWl OG A2y LI | y & QX to bidSufiedafaridadids ¥r& rhaintiaNel Wb Yol a
supplemental staff training. Standards of care is what a person should expect should they
require healh care services:urthermore,(Richter & Muhlestein 201 #gport that a positive
patient experience reflects positive financial outcomes for healthcare organisatitorgover,
(Tsai et al. 2015)emonstrated that effective use of quality metrics to monitor performance
resulted in higher perfanancee and provided targets which contribute increased quality of

care.

The National Clinical Effectiveness Committee (NCEC) and Health Information and Quality
Authority (HIQA) carry out inspection audits in order to monitor services agaeasured

national standards. NCEC provides the framework for developing clinical audits and guidelines.
HIQA is an independent body funded by the HSE to monitor services natitwaakhy clinical

audits helpto prepare organisations to meet national and indeedemiational standards such

as required by the Joir@ommission International (JCI). Howewaore importantlyaudits

identify areas of good and bad practice guaranteeing delivery of safevidence baseduality

care.
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AlternativeAudit Toolsn use for neasuring quality in documentation

QCM is designed for real time data collection to allow up to date review of compliance and prompt
response if requiregRoyal College of Nursing 2011It)s the audit tool of choice because itis a
nationally accepted and validatexlidit instrument with care processes and associated metihias

are relevant and fit in well with themes deduced following the literature review.

(Bjorvell, ThorelEkstrand & Wredling 2000)f 42 (G NHza G R2 OdzySy Gl GA2y | dzRA
clinical judgements by developing and validating the«ding instrument which was used by

(Darmer et al. 2006)Theyused the same tool to demonstrate improvement in nursing

documentation following théntroduction andapplication ofthe VIPS nursingnodel (The VIPS

model is a Swedish acronym féfellbeing, Integrity, Prevention and Safetgflecting basic values

in nursing care)An alternative but equally productive audit tool is the Nursing and Midwifery

Content Audit Tool (NMCAT) presented(@®HNSON, JEFFERIES & LANGDON218ifective

means to neasure the quality of content within nursing records.

(Donabedan 1988)maintains that quality of care can be divided into three classifications as
Firstly) structure, Secondly) process and Thirdlytcome and insists that it cannot be measured
without being aware of the relationships between the three classifisaivhich means that

social and physical factors can influence patients eventual outddéme makingt somewhat
difficult to ascertain if the extent ohaadual outcome is entirely due tare deliveredin

addition statingthat is it is importantd evaluatéhe process of care and recommends that
measurement of qualighould include the structurprocess and outcome taxonomies, the QC
M, NMCAT and Catch-Ing tools offer exactly this.

Table 2 outlines benefitsf Quality CareéMetrics:

TABLE3 BENEFITOF QUALITY CARIEETRICS

BENEFITSF QUALITY CARETRICS

M Measurement of Standard
E Engagement of Staff

T Timely Information

R Resultsopen & Transparent

I Improvement for Patients

C Culture Change

S Shared_earning
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2.2.3 Importance of good and consequences of p&@acumentation

Patient Safetand Quality of Care

Patient safety remainsne of the most fundamental issues facing health care todag

delivery of safe, effective carplaces thepatient and family at the core. i$ the responsibility of
all health care employees. Nurses provide care to patients every hour of every day and their
contribution to influence patient outcomes are inemse. This is, howevesnly if the careplan,
interventions and actions have been document@diViBI 2015) (Kim, Coenen & Hardiker
2012b)acknowledge nurses as the largest group of healtle paoviders and therefore the

nurses works central to the delivery of effective care.

Nurses whare appropriately educated in the principals documentation and follow their
organisations guielines are shown to produce an accurate record of nursing practioey
consequently deliver safer patient caf&rankStromborg, Christensen & EImhwiBb 2001)
65Q! Y2 dzNJ &portdd 7608% Briome patient out of every seven hospitalised on a
medical unit &periences at least onadverse event, which has negative impacts on lifestyle
andimposes fiscal consequences loealthcare facilities. The literature accepts certain adverse
events as being attributable to nursing care, including: Pressure sores; Falls; Medication
Administration errors; Inappropriate use of restraints; Brm@nia; Urinary infections. Thesee
regaded as nursing sensitive outcom@rown et al. 201Q)or widely accepted as the nurses
responsibility(Savitz, Jones & Bernard 200B)Yeflectson how nursing practice relates directly
to patient safetyand (Okaisu et al. 2014ponvey that poor standards of documentation are

associated with a reded standard regardless of format in quality of care.

(Jefferies, Johnson & Nichal®11)contend that if readers cannot understand nursing
documentation of plannegdor delivered care, theresia risk that misintgretations could lead

to nurserelated, avoidable, adverse events 5 Q ur¥tzal. 2014suggests a better

dzy RSNA G | Yy RA y Dntribdionlinkh& probléndf Satieats viho suffean adverse
eventwill help to identify contributing factors and éneby identify necessary actio(Muller-

Staub et al. 2007a)emonstrate how nursing processes support nursing documentation and in

turn contribute to improved patienbutcomes, similayl (Kent & Morrow 2014)eport on
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several initiatives undertaken in the Unitédngdom demonstrating improvement in

documentation of nursingnd midwifery practice led tomprovedocumentation of nursing

practice This irturn, not only demonstrated improved care blaid tothe process of improving
documentationwhichhas supported a national policy on implementing a better, safer, care

strategy. In addition(Institute of Mediche 2011INB O2 Ay A4S GKS SaaSydaAalf NZ

to qudity and safety in patient care.

Some of the benefits for EHR implementation for patients include better quality care and
improved safety, advanced methods of communication between inteiplisary teams(HSE
2016), (Middleton et al. 2013; Saranto et al. 2014pwever(Kelley, Brandon & Docherty
2011b)doubt the contribution electronic documentation makes towards improvement in the
quality of care patients receive during admission because of theidatie use of comparison
between paper based and electronic documentationwever, (Kim, Patricia C. Dykes, et al.
2011a)highlighted problems within the paper bagé&ealth care records that require
redefinition for an electronic system in order to fullyfguort a complete and accurate
documentedaccount of nursing carén addition(Lee 2015hypothesisepatient safety,
reliability of care, efficiency and the patieexperience as Keindicators of performancéom

an organisational perspective define the status of the health care faglliée 2015presents

the notion of measuring @tient experiences and their own opinion of their outconme order
toimprove standards t  GA Sy G 9ELISNASYyOS {dNBSeé¢ 0O2YYSyOSF
(DoH 2018)s an example afheasuring from the patient perspective andrsingrecords offer a
repository ofdata should patient experience surveyeal areas on concern that require

investigatiorby.

Visibility ofNursing Practice

Record of nursing practican pape or electronic formatshould not only provide evidence of
care delivereNMBI 2015)put alsobe in a format thagprovides clear informationThiscreates
the foundation forquality of care planned and deliverédkhuZaheya, AMaaitah & Bany Hani
2018) These outcomesan beachieved through the usef a standardised nursing language for
recording practic€Strudwick & Hardiker 2016%rong evidential criterigfor usingSNL within
electronic nursing recordeasemerged;this refers toenhancedvisibility of nursing practice
(Herdman & Kamitsuru 2014b; StrudwickH&rdiker 2016)It is alsa means to demonstrate

proof that nursng carehas been deliverednterestingly(Rutherford 2008and others failed to
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see a difference between nursing documentation in electronic and the plapged system
(Wang, Yu & Hailey 201%hey noted , however, theursingprocess had a role to play.
(Tornvall,Eva; Jansson 20&A¢knowledgedhe evidence for usefulness of SNL rather than
effect on documentatiomyuality but did find it to be essential for measuring, clarifying and
understanding nursing casehich demonstrates” dzNJ&ddtébQtion in the health care record.
Theyremarked that informatioris easily communicated between the mtisciplinary team.
Furthermore,(Urquhart et al. 2009poked at nursing practice and if there was a correlation
between outcomes for patients depending upon the type of record system used, including
paper, electronic, nursing records kept by patients themselaed records kept in clinics. It
wasconcluded thatthanging an entireystem may not altehow nurses deliver care nor
improve outcomes for patient§urther workwas then suggestedith nursesas a main user, in

the development ohursing record.

The imprtance of documentation in relation to professional and legal respoitgisihasbeen
mentioned. Reference tdocumentation of care nurses deliver not only makes nursing
contribution visible but also acts as proof that care was gilteserves as a repository of data
should it berequired at a later date for an informal/legahquiy or for research purposes |
addition the importance of the nursing procdasconjunction with SNL ensurd®e quality of
documentationisfit for purpose (Bjorvel, Wedling & ThoretEkstrand 2003Kim, Patricia C
Dykes, et al. 2011a; Vassar & Holzmann 2013; Westra et al. 2008 superior to paper
based recordsvhere data is hard to retrievand unstructured but may be that the nursing
model needs to support nursing practifdykanen, Kaipio & Kuusisto 2012&)im, et al. 2011)
Remark that accurate structure is not present in paper records and is required in order to
capture information of nuiigg practice. fie authors also remark on thgresence ofredundant

dataand suggesthat this is an areaasly addresed byusing electronic records

CKS WAYLRNIFYOS 2F 322RI | yR OdedacprdessgadSa 2 7F
Ireland by such reportas(Department of Health and Children 1999, 2Q00he UK(Francis
2010)delved into the area of record keeping. Tieport on the Inquiry into the care provided

by Mid Staffordshire Foundation Trust highlighted belstandard nursing documentation as a
contributing factor to the poor quality of cameceived by patients. Furthermore,

recommendation 3 of the Leas Cross Reporby N2 T S & & 2 Nyupgedvefesatroric Hnnc 0
recordsshouldbe used to assist and develop patient centred care plans, monitoring quality of

care delivered as a repository for national statistics on morbidity and mort#lgjectronic

records are to become patient record repository of the future nurses needhsore their
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practice is visibland theinformation retrievable across all disciplines, SNL affords this within

patient recordgJones et al. 2010b; MilkStaub et al. 2006; Tastan et al. 2014a)

Organisational Benefits
Once nursing practice is incorpted into the electronic record ryanisationsor hospital trusts

can benefitfinanciallywith additional services or contributions to patient cangpplied by
nurses available for costir@utherford 2008)Additional data available for research purposes
to improve standards of caf@HIQA 2012; Saranto & Kinnunen 2Q08preover(Fook 2003)
states that clinical audit is the very essence of hospital governance and aglsipeslems by
providing reliable systematic and unequivocal data to confirm or deny the quality of clinical
services providedIn addition, etending the use of interface terminologies to consumers
(patients & relatives) could improve access to primanecarvices and support the acute care

sector(Monsen et al. 2006)

2.2.4 Standarddor Nursing Recoml

Standardised Terminologies are necessary to ensure sematgioperability between
healthcare disciplines, in relation to nursing practice. Several terminologies have been
establishedo ensure a common standard between,dawithin healthcare disciplines. These
are necessary to support and capture the diversifypmactice, including the nurses assessment,
diagnosis, planned interventions and measurable outcomes of patient(Kare Hardiker &
Coenen 2014)Furthermore, (Barthold 2001yemarks that without standardised terms or a
standard language thgeome information could be misconstrub&cause of the variety of terms
used within nursing practice. Providing a framework for docuragah, in the form of process
(Bjorvell, Wredling & Thoreltkstrand 2002h)a practice mode(Bjorvel, Wredling & Thorell
Ekstrand2003b; Darmer et al. 2006; Meehan 20@8)d applying standardised terminologies
(Strudwick & Hardiker 201@)lows for the reuse of data faommunication(Barthold 2001;
Rutherford 2008)evaluation(Jones et al. 2010and also contributes to improved quality and
safe cardMenachemi & Collum 2011; Tastanakt2014. It is critical to determine quality and

define standardso avoid ambiguity of information and facilitate the reuse of healthcare data
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Professional nursing bodi¢sIMBI 2015and government standard$iealth Services Executive
2011)regulate the minimum standards for recording of nursing practice in Irelaadh country
has to determine that national and international standards are metlation to healthcare
services including documentati@ng.the European Committee for Standzation (CENE.g
International Organization for Standardization (ISO). The National Standards Authority of
Ireland (NSAI) is the Irish standards bg@ymmermans & Berg 2008ifferentiate standards
into Design PerformanceTerminology andProcedurdor application in recording healthcare
practice.Alsqg (Kim, Patricia C. Dykes, et al. 201éxamined nursing documentation on paper
form in preparation for computerised system and highlighted many problems such as non
standardised documentation fields, frequent and inconsistent use oftegedescriptions
which fails to capture accurate data on a specific area of nursing care and requires more time to

complete resulting in paper audit trails taking more time to cosigl
Some ISO standards that apply to electronic patient records include:

ISO 13606 1:2008(erp EHR Communication

ISO/TS 4441:2013(e#® Security and privacy requirements in Electronic Health Record use
ISO/TS 13972:2015(e» Details Clinical modeldthin healthcare

ISO 27789:2013(ery Audit trails for Electronic Health Records

X X X X

2.2.5 Terminologies &ata Quality for Nursing Documentation

HIQA believe that thegplication ofquality hformation supports superior care céessing real

time dataensuresqudity of information andmpacts on the care that will be deliverethis is
because good quality timely information contributesdecisiors which inclué medical and

nursing diagnoses. gubsequent carglan, will be formattedin relation to paient information

given verbally by the patient and data in the patient record. Stored data contributes to decision
making andshould be available in a timemanner to those who rely onfior critical decision

making,(HIQA 2012)
One of the many interpretations in defining data quality states

GGKS G20FrtAGe 2F FSFGdzNBa FyR OKFNIOGSNRaGAOaA
needsthaNB a dzf § FNRY (KS A y@rS)DR Kelzer 8z8cheff@ F002§ KS R G |
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l'f 6K2dza3K RIEGE ljdzr tAde OFy 0S5 (W&hd&Mbng HOBG) | &
health care services should generate data that is adequatelyrate, in a timely manner,

reliable and consistent in order that competent decisions can be made for planning and
delivering effective patient caréKerr, Norris & Stockdale 2007)Keenan 1999ffers SNLas a
unifiedlanguage that describes care, thatisderstood by all nurses and convey® concept

that nurses should agree upon common terminologies to describe assessments, interventions
and outcomes in relation to recording patient ca@milarly, (Bulechek & McCloskey 1995)
describe the coding in Nursing Intervention $3ification (NIC) as an aid to represent the very
essence of nursing arlerdman & Kamitsuru 2014ahow the Nursing Outcome Cl#gsation
(NOC) as expected patientitcomes, developed to measure the effects of nursnguring

patients at best return to their baseline atischarge from hospital

(Batini & Scannapieco 200&)plain the consequences of poor data quality on efficiency and

effectivenesn organisations and businessele¥ present issues or dimensions related to

REGE ljdz fAGe adzOK & | OOdzNI Oz O2YLX SiSySaa
Actini KS ' yAGSR {dGFdSa IyR (KS &9 doaletdénl sporagen n1 o K by

use and sharing of personal data is protected by law under such afistsProtection Act
1988) and more recently the Global Data Protection Regulations (GERR)016)These act
includenew guidelines enforced on 29May 2018 imposing heavy fines for organisations in

non-compliance.

Poor data quality increases healthcare co@#enachemi & Collum 2011; Wang, Wang &
McLeod 2018)It inhibits communication , obstructs obtaining measurements of performance
and data for research purposg€ai & Zhu 2015; Linnen 2016; Pipino, Lee & Wang 2Q32ar
& Holzmann 2013)

(Gunningberg, Fogelbeigahm & Ehrenberg 2009; Paans et al. 2010; Park & Lee 2015)
examined the lack of data entered, eitheritk&n or entered electronically, as opposed to
Wi O O dzNJ répdriedthesekdéfigiencieshichmean that patient records are not a valid
source of information on patient camnd perhapsdo not reflect the rationale behind the

decision for the care planned and deliver@lair & Smith 2012]Matney et al. 20120lefine

Iy

ASOSNIt NBO23IyA&aSR y diBcaniail nuisiSgdddngsest @vinktS 8 2 NJ { b

have standard codes that allosata entry and retrieval in ElSRvhich improves
communication, facilitates research and trainingcherb & Weydt 2®) infer that nursing
practice is more easily defined when they have a better understanding of the interventions

requiredin order toensure particular outcomes are achieved for their patients.
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Data QualityAssessment Dimensions

Completeness, Accuraeynd Congtency are dimensions measured when looking at the quality
of data aqCai & Zhu 2015]Thoroddsen et al. 2013)Batini et al. 2009 Scannapieco, Missier
& Batini 2005)(Zozus et al. 2014xplain thesalimensions that were considered when

collecting the Q@4 audit.

The(Institute of Medicine (IOM) 1999ublished a report on a national effort to make hial

care safer and it opened withthewdlly 2 6y LIK NI} a4 S éodofyiveddNihg dnéih | dzY | y
important conclusion within the report referred to conditions, process and system failures as
contributors suggesting that organisations should make it harodiehéalthcare staff to make

mistakes An example of this is to desipealth care systemahere at every point of patient

contact is madesafer. This includesnedication prescribing, medication administration and
communication of patient dataAuditing ofdocumentation is one way of making a system

safer, highlighting areas of concern and affording the opportunity to improve areas that do not

meet orgamsational or national standardsi kn article on the consequences of poor data
quality(Redman 19988 F SNE (2 (KR Alag I RS WOND | o s EKIdessLINE 6 f S
perspective acknowledges the difficultyrmeasuring dea quality. Moreoverin the health care

setting medical recordeviews present a valuable way to measure quality, improve standards

and perhaps avoid errors &Bindley & Daum 198® (i 6 S G2 A&aR2Y 02YSa TNRY
SELISNASYOS FNBY YAahl1Sasz odzb 6KSe R2y Qi KI @S

2.2.6 Suggestion$or Future studyon topic of Nursinddocumentation

(Saranto et al. 2014jelievethat nurse® opinions towards using SNL are generally poditixe
suggest additional education and support from hospital and nursing managemill ensure
benefits fromSNL(Johnson, Jefferies & Langdon 20pMsented the Nursing and Midwifery
Content Audit Tool (NMCAT) as a method to measure the quality of documentation and
believed it to be an effective tooTheycalled for language support favare and education
programs regardingyriting skills to mprowe illustrationof nursing documentationFollowing on

from this theauthorstested a progranon writing skills incorporatingiorkshops and one to
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one coachindJefferies et al. 2018mphasising the need for nursascriticallyappraise their
documentation Thisensuresits eloquence as a communication of patient care to all members
of the multidisciplinary teamTheprogram also explains and supports nurses to document the
LI GASY(iQa O2yRAGAZ2YS OIFINB 3IAPSY |yR NBalLkyaSa
readily understood by all relevant readers of the nursing reclrerestingly (Okaisu et al.
2014)noted the importance of documentation in nursing practice and comment otaches in
maintaining standards. Nevertheletgge authors theorise that@utions to nursing problems
are far more complicated than merellge education of staff. They beliewlat building a team
(who already have the necessary skiltsparticipae in mandatorycontinuous professional
development (CPD)ogether withleadersip and evidace based practice at the core will

provide a more complete approach. There is, howdvaininginvolved inCP@ a &

(Ehrenberg & Ehnfors 199@pked at the effect®f education on documentation. This was
carried outa control group not receiving edation who confidently presented significant
improvemensin content of the recording of nurse specific diagnoses, history taking, goals and
discharge planning many of which are poorly refledtedhany studie@AkhuZaheya, Al

Maaitah & Bany Hani 2018; Blair & Smith 2012; Lees 20id&deix 2011)While(Lindo et al.
2016)reveakd similar weakngses in documentation practicessliggestedncreased

education as onsuchintervention towards improvemenin documentation. lradditiona
suggestion was made for threeed to focus particularlgn discharge planning, nursing
assessment and patient educationll &vhich contribute to improved quality casnd are poorly

captured in nursing records

(SNL) used to document nursing practice, is described as a means abingrdescriptors of

nursing practice, supporting daily care and improving patient sgfdyanto et al. 2014)

(Rutherford 2008klaims that once the nursing language is standardistdtra can be

measured and coded. The codemn be used in the clinical or education setting. Imgigle SNL

gives us standardised words fwhat we know, plan and do every day for patier{flRabele

Silva et al. 2017xagree describing SNL as a set of terms used to label clinical findings involved in
nursing assessmentglastan et al. 2014k@xamined SNL and described nursing terminologies

as a body of standardised terms for documenting the practice and science of nursing. In
addition (Rutherford 2008}¥tresses the importance and capabilitiySNL not only to enhance
communication among nurses and from nurskksan beextendedto the health care team and

will increase the visibility of nursing influence on patient care.
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Real Time Collection of Data
(Linnen 2016points out the need to highlight areas where positive and negative outcomes are

equally measured, and this may be best done if data collection was collected in real time,
thereby ensuring fast, meaningful and easy to use analysis of hursing actionstercaurse
of care delivery which affords nurses power over their data to improve safety and care of our

patients.

2.3 Summary of Chapter 2

The HSE outlined a strategic business case towards implementation gHEER016)

outlining key developmentdus far, for example national systems such as the Sem

Clinical Management Systems @S®1S), Medical Imaging Laboratory System (MedLlIS), the
Lighthouse Projects for epilepsy, haemophilia ammblar disorder and ePharmacy. The
contribution of nursing pactice is often pper based and written on pieces of paper during a
shift handover and dg Q i KB @xfer8 @ thenurses workDocumentation of nursing action
needs to be validated, as nurses attend patients every hour of everfral@admissiorno

discharge. Asve move towards electronic records nurses should adopt a unified language in

2NRSNI GKFG ydNBAY3 OFNB O2y{NROdzaidRagiyA & SYoSRE

communicated across all members and levels of the healthcare séBtoylands, M; Paans, W,
Hediger, H; MullefStaub 2013; Hardiker, Hoy & Casey 2000; Institute of Meal2011;
Lundberg et al. 2008)

Many studies report on the use, benefits, use and adaptation of Standardised Nursing
Language(s) (SNL) in nursing documentatfthuZaheya, AMaaitah & Bany Hani 2018;
Cynthia Lundberg et al. 2008; Kelley, Brandon & Docherty 2011b; Torrevalldagson 2017;
Tornvall & Wilhelmsson 2008; Urquhart et al. 20@8any emphasise the need for education
(Jones et al. 2010@nd further traininglGunningberg, Fogelbefgahm & Ehrenberg 2009)
ensure successful implementation. However, few studies report on the aictpgmentation
process and the use of semliectronic care plans incorporating a professional practice model
(PPM). The use of semlectronic care plans uses SNL and is a method of introducing nurses to
the concepts of the language to be used in an elautr health record(Gunningberg,
FogelbergDahm & Ehrenberg 2009yoposed that documentation in the electronic system will
improve when nursebecome more acquainted with SNL, the use of SNL in-sketronic

records will be looked at against paper recordmgdraditional models of care.
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Chapter ThregMethods

3.0 Introduction

The research question was formulated during a transition from an old to new documentation
style and PPM. With a focus on patient safety, previously poor performance of nurses
adherence to standards of documentation practic€lecorrelation between avoidable

adverse events and poor standards of nurse record keeping both styles were audited, analysed
and compared for differenceginallyjn relation to patient safety a totalumber of avoidable

adverse events for each style were included in the discussion for comparative reasons.

This chapter presents how a documentation audit using a national concept adapted from the
UK was applied i.e. @€ on TYC website, to take an in defwbk at both forms of records. The

design plan and methodology explain how the questions were addressed.

3.1 Research Design and Methodology

This study was an audit on the documentation of the nursing assessment and resultant care
plan. It was grospective norexperimental, point prevalence chart review and cresstional
analysis of preanonymised and aggregated data of the nursing assessment documentation and
adverse events over a 2 month period. Chart reviews were from a total of four wanalef

which use a serlectronic format incorporating SNLhey areurrently being implemented
across the hospital, and two using a paper based format, which is being currently phased out
and replaced by sendglectronic care plans. The four wards aredioal wads, one of which is

short stay. ldwever charts were only chosen for patients who had been admitteat least

seventy two hours. &h ward had a total of 30 to 35 patienfhere was an average of 1 nurse
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to 9 patients with between 2 3 additinal health care assistants for the ward. On one occasion
there was a medical emergency on the ward so the audit was deferred until the following day

to ensure equity as no other ward had emergencies on going during audit period.

The charts were selectedsing a random sampling technique of patient charts who had been
on the ward for a minimum of seventy two hours. Exclusion criteria applied to patients acutely
unwell. The emplate, questions, guidelines and audit criteria applied weeeghme for every
chart. Raw data sets were entered into Exaslded and prepareébr insertion of analysis

graphs. Graphic visualisation of results are easily identified when applying the Red Amber or

Green(RAG) zones to indicate compliance or stompliance.

3.1.1 Sampe and sampling technique.

Random sampling of medical record charts from a total of four wards, focussing on

documentation within the nursing assessment and subsequent plan of care reasoned.

Charts will be only audited from Medical War@d¥ wards followa specific nursing process
which guides nurses towards an individual care ptamn, ward locations ussemtelectronic
SNLandtwo wards usepaper based documentationDocumentation on the nursing
assessment, using the open access audit tool as pegti8&ines on clinical audit, appendix
1.0 (Sections from the audit tool that relate to documentation of nursing assessment and
patient risk are highlighted in yellow). Sections that will not be used have been removed or

WAOANA]{SGKNRddzZAKQ SYiSNBR®

The numbeiof charts chosen for audit will be 45% of the total number of patients on the ward
at the time of audit. Initially it was decided to only audit charts for patients who were twenty
four hours on the ward because the admission documentation must be congpletin that

time frame, as per the Nursing and Midwifery Board of Ireland (NMBI) guidelines, however, it
was decided to only use charts from patients who were seventy two hours on the ward to
ensure fairness to each areghe usual number of charts aueltt as per HSE guidelines is 25 %
of the total number of patients currently on the ward, however, as this audit only includes a
total of four wards it was decided to increase the number of charts audited to ensure a

significant sample size obtained for coangtive and interpretative purposes.

3.1.2 Audit Instrument
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Content from the audit tool to be used is based on the web Hasel entitled (TYC) which was

developedm the UK and adapted bgNMPDJ) QGM as a measure to monitor patient safety

and promde quality evidence based can@gxcutive 2015)Therefore variables used to collect

data, [Table 4], are defined as a priori and ensure data collected is complete, accurate and

validated as a measurement of data content and quality within the nursing reCbedaudit
00Saa Wy dangodrggement SnguiknCe té dzR A (i

t22f A& Fy 2LSY

use the tool and a guide for clinical audit is given by the HSE Quality and Improvement division,
HSE Quality Improvement division, (20X5)SE 2017and(eHealth Ireland 2015)n addition

local permission has been requested and granted as part of the organisations ethics approval

processDirector of services NMRDhas also given permission to use the tool. Notnaflrics

that are on the open access documefliSE 201 Ayill be used, and no additional

metrics/questions will be added, Table 4 lists the questions uspdendix last section)

contains copy of original template used with care process and metrics

In order to assess data quality standards, in answering all the questions in the audit tool, factors

such as completeness, accuracy and timeliness were applied toeeosnsistent valid and

equitable data suitable for comparison and analysis.

¢KS T2ft26Ay3

jdzSaiAz2ya 6SNB yasSNBR
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each sectioroutlined of the nursing record.

TABLE4 AUDIT TOOL INSTRUMENIESTIONS TO ASSESSLITY OF THE NWRSRECORD

QUALITYCARE PROCESS
METRIC

QUALTY CARE PROONRBBCATORS

NURSING CARE PLAN:
PERSONAL DETAILS

NURSING CARE PLAN

¢tKS LYRAGARdzZEf Qa yIYS IYyR
on each page

Presentingcomplaint/reason for admission/attendance ar
the date and time are recorded

Past medical/surgical history are recorded

The allergy status is clearly identifiable on relevant nursi
documentation

Infection status/Alert is recorded

Ny

ANugdAy3a /IFNB tfly A& SOAR
current condition

All risk assessments have been completed within the set
timeframe as per local organisational policy
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NURSING CAFEAN: NMBI
GUIDANCE

PRESSURE ULCER RIS
ASSESSMENT

FALLS RISK ASSESSMEI

DISCHARGE PLANNING

3.2 Research Question

LYy aasSaary3

O O O O

o O

o

Nursing interventions are individualised, dated, timed an
signed

All entries dated and timed using 2¥®ur clock

All written records are legible and signed

All entries are in chronological order

All abbreviations/grading systems are from a national
approved list/system

Alterations/corrections are ager NMBI guidance

All student entries are countersigned

A pressure ulcer risk assessment was conducted on
admission/transfer to the unit/ward and was dated, timec
and signed by the assessing staff member

There is evidencefoe-assessment of pressure ulcer risk i
accordance with organisational policy

If the individual is identified at risk, a Care Plan with
pressure ulcer prevention measures is evident

If identified at risk, a daily inspection has been recorded
the careplan/skin inspection chart

If a pressure ulcer present, the grade is recorded on the
relevant documentation

A falls risk assessment was conducted on
admission/transfer to the ward/unit, which was dated anc
signed by the assessistaff member

If the individual is identified at risk; a Care Plan with
identified interventions to minimise the risk of falls is
evident

If the individual has fallen, post falls documentation has
been completed

There is documented evidee of Discharge Planning
There is evidence of family involvement with discharge g
A predicted date of discharge is documented

GKS ljdzZl t Ade OF NS LINR OS db&tweerdh (G KA Y Y ¢
LI LISNJ F YR aASYA St SOGNRBYAO NBO2NRaKE
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Datawascollected fromthe nursing section withipatients record chartbetween April and

May 2018. Data collected from the chart will be extracted using HSH,Q@Gdit tool, or part

thereof, seeAppendix2 last sectiorfor data setchosen for this dissertationn order to ensure

data collection adhered to protocol for the purpose of this dissertation the author received

OGN AYyAy3 G2 06S02YS Iy a!'!'5L¢hwé G2 Sy@dddaNBE RIF Gl
avoid bias and errors.Data wasalysed using descriptive statistical methods and content

analysisNo patient shall be identifiabjeall data will be collected and stored anonymously with

no traceability as per national and organisational data pctt laws.

3.4 Ethical considerations.

(DPC Ireland 2017) and eHealth Ireland 2016 describe the principals around safe collection and
storage of data within an organisation, collection of data for this study is in line with current
data protection Ats of 1988, 2003 and also the new regulation introduced under the General

Data Protection Regulation (GDPR) May 2018.

All data collected will be coded and divided into two categories, wards where charts used paper
based documentation and wards where SNL& dza SR F¥2 NJ R20dzYSy il GA2y ®
identity shall remain anonymous because no patient details were collected at any time. No

patient Medical Record Number (MRN), name nor Date of Birth (DOB) was recorded at any

point during data collection. Anonysed data extracted from charts will rexim on an

Microsoft excel coded and saved on researchers computer.

3.4.1 Ethics Approval

Approval was sought and granted from

36



Hospital Research and Innovation Committee,
Hospital Clinical Audit department

Quiality/Risk department

Director of NMPDU (National Lead Quality Gdietrics)

= F F F ¥

Trinity College Dublin [agreed to terms as laid out by the hospital].

3.5 Summary of Chaptefhree

Chapter three presented the study questiemd the method used to addreghe questions,

which was via clinical audit. Full support and a keen interest on the topic was received from the
Research and Clinical audit departments. In addition, permission was sought from the Quality
department to provide statistics for the numbef adverse events during the period the audit

was conductedlt was decided not to use this report as further study would be required to

prove that the adverse events were attributable to the finding of this stdde audit tool is

robust and validatedand although it is available on open access additional permission was
sought from the national lead in @@ with full support and an offer for any additional support

throughout the study

Chapter FoufResults]

4.1 Introduction
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Clinical auditvas chosen to assess the documentation of nursing practice itynetsoduced
records and records that were being phased dute introduction of a new PPMcorporating
SNL withimursing documentation was implemented to improve adherence to legal and
professional guidelines in relation to documentation of nursing careurn thisshould reflect

on the standards in quality and safety of patient canmed ensuraecordingnursing practice
format is compatible with electroniecords to gain the benefitSHR bring to healthcare
services(Darmer et al. 2006; Kent & Morrow 2014; Mabhler et al. 2007; McGuire C.2ZD1d)
QCM tool is used to cadct cyclical data to measure standards of documentatibis entered
onto the TYC website for analysifie Q&M process uses a framework to measure the quality
standards of nursing care by assessing adherence to national and professional requirements
when it comes to documentation of patient caf@ata colleted for the purpose of this thesis
was collected on exceCompliance is measured using traffic light system and referred to as
Gw! D ¢2f SNl yOS¢ AodSo

A Redscores are betweef ¢ 79%and consideredNon-Compliance
A scores are betweet and consideed

A Greenscores are betweef0-100%and considerecCompliant

Standard to which practice and subsequent data output for this study is measured against is the
QCM audit tool,(NMBI 2015professional guidelines on documentation of practice for nurses,
(Joint Commission International 2018pP.1.1; AOP.1.2 and data quality dimensions of quality,

accuracy and timelinegScannapieco, Missier & Batini 2005)

During collection of data QM guidelineswvere applied. Dnensions fom data quality

assessment are expected in nursing documentation to meet standards. All records must be
complete and written in a timely manner, except in the case of emergencies. Detail regarding
accuracyand timelinessvere considered in response &l metrics during assessment.data in

the nursing record for each metric item was not completed as per stargdgrdcted then the

answerg & Wbh2Q FyR (KS ad@iNR itdmSvbiscdmpletsd thé &nSwer2 (i K S NJ
wka W, SaQ I yR Th&iSitiadNo\amBdicatddasnogapdlicable, perhaps if

there were not student entries, no risk for pressure ulcefadls so no care plan expecteer

N/A scores wereemoved,and a percentage of the total was taken as relevant included data.

4.1.1Characteristicdormat for paper and semelectronicdocumentation
used to collecdata
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A total of 60 charts were collected from four medical wards. There were two formats of

documentation, paper and semi electronic. All charts had identical formateodrement

fields such as demographics, admission detailst pgedical and surgical history. Both

admission forms have a total of 24 pages. The two typeslofission forms required nursing

diagnosesand subsequent care plamas written in free text ippaper format and in semi

electronic format Thenthe nurse prints appropriate care plans and files in nurse record folder.

Data in every chart was audited as per NMBMD@Guidelines and under data quality

dimensions of quantity accuracy, completeness aimatliness. Sections were grouped into the

following categories as per audit tool:

)] Nursing Care Plar> eight data elements addressed including demographics,

history, presenting complaint, allergy and infection status, nursing diagnoses and

planned interentions.

i) Nursing Care Plan NMBI Guidaneesix data elements assessing minimum

requirements expected.

i) Risk Assessmenrt Falls

iv) Risk Assessmenrt Pressure Ulcer

A summary of characteristics is displayed in Table 5

TABLES CHARATERISTICS OF CHARISSEN FOR AUDIT

Medical Ward 1A

Medical Ward 1B

Sample Size required
as per Q&M cyclical
audit

Paper Based

Sample size (n=30)

Total patient charts
Suitable = 28

Sample (n=15)

Total patient charts
suitable = 25

Sample (n=15)

25%o0f patients on
ward for a minimum of]
72 hours (n=6) per
ward total (n=12)

Medical Ward 2A

Medical Ward 2B

SemiElectronic

Sample size (n=30)

Total patient charts
meeting criteria for
audit = 25

Sample (n=15)

Total patient charts
meeting criteria for
audit = 27

Sample (n=15)

25% of patients on
ward for a minimum of]
72 hours (n=6) per
ward total (n=12)
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4.2 Comparison of paper and senralectronic nursing records: Nursing
Care Plan: Personal

The overall differeneswith compliancen completion of health care recordetween both
formats in the nursing care plan ranged from 75% in pap®584 in semi electronic format.
Thisis a difference betweebeing rankechon-compliant, Fgure 5and compliant Figure 6jn
terms of national ad professional expetations.However, the overall score for the
organisations report is amber whichfis at 85% Figure7. The target for each

department and the organisation is to reach compliance which is a score of 90%.

Paper record$n=30)scored less than 79% in four metrisemielectronic scored above 90% in

all metrics. Of the thirty paper charts audited only ten charts contained a nursing diagndsis

in comparisonpf the thirty semielectronic record$wenty-sevencharts corectly identified

and labelled a nursing diagnoses and completed an appropriate NNN car&efaielectronic

and paper records compared equal in three categories, a two tailed un paired T test revealed p

value of 0.05 giving a confidence level of 95% desirating significant difference overall that

semiSt SOUNRBYAO NBEO2NRA ¢S NE Refletirredtzondifioriand/ i @ ¢ K
Nursing diagnosés LJ- LISNJ NBEO2 NRa & O2 NB-Rleckoyfit récordsaiz O2 Y LI NJ
PrE:Z I aSO2YyRYOR@FA2 RE ( SRy & INIBGIy rEdards sto@d Ay & S Y A
93% against only 43% in paper recofdaper records on the other hand containedigect

quote fromthe medical diagnosis clinical sheet and not an appropriate nursing language

diagrosis with subequent care plan.he plan of care was mostly free style written text and

only contained aprdJNA Y G SR LX Iy 2F OFNB AF |y I LILINRBLINXI G

text section.

TABLES GUIDE TO TRAFFIC LTERAGITOLERANCE

Traffic Light (RAG) Tolerance:
Compliance: 90%100%
Partial compliance: 80%89%

40



Paper charts:

n=30

Semi
electronic
charts:

n=30

Total
Combined
scores for
paper and
semi
electronic:

n=60

Paper Records ~Score NGompliant Red Zone 75%

Entries Date, time and signed m ——
Risk Assess within timeframe
wSTt SO0 & bdzNE GmeemimEs 5 / dZNNBy i X
Infection Status
Allergy Status |/
Med & Surg History Re COIr e Clmmmmm

wSEazy F2N I RY A inietesbeminStei—m s 5

Name & MRN every page m

0 5 10 15 20 25 30

HGURES NURSINGCAREPLAN PERSONADETAILS PAPERRECORDS

Semi Electronic ~ score Compliant Green Zone 95%

Entries Date, time and Sign e Clmm—m————
Risk Assess Within tim e frainm o mm—m—————————

wSTt SO0 & b dzNE Seneem—————————i (| X
Infection StatuS
Allergy Status -

Med & Surg History Re CO e Clmmmmm—

WS a2y F2N | RYA sttt s
Name & MRN every pag e

5 10 15 20 25 30

HGURE NURSINGCAREPLAN PERSONADETAILS SEMFELECTRONIC RECORDS

87%IIII Il

Name & Reason for Med &  Allergy Infection Reflects Risk AssessEntries

MRN everyadmission  Surg Status  Status Nurses Dx within Date, time
page dated, History & Current timeframe and signed
timed & Recorded condition
signed

HGURE PERCENTACZCOMPLIANCE OMURSINGCAREPLAN PERSONAL DETAHRBOTH
FORMATS
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4.3 Comparison of paper and senralectronic nursing recordNursing
Care Plan NMBI guidance

The Nursing care plan NMBI guidance: section was compared in both forms in terms of
accuracycompleteness and timeliness, acceptable data quality dimensions, which | note are

also relevant and apply as p@CM standards. ldwever, if each dimension were not met such

4G WSOSNE SyaGaNB RIFIGSRTI GAYSR InghkompliargefaRé = G KS

EHR some fields are mandatory which ensures 100% compliance.

Both forms of documentation revealed areas of rympliance most notably student entries
were not counter signed by a staff nurghis metric revealed very poor complian&igures 8,
9 & 10.

The use of accepted abbreviations was not at acceptable levels in either format. However, semi
electronic records demonstrated acceptable compliance at 87% overall for this section but
paper records scored only 62% which brought tbenbined score to the unacceptable red

zone of norcompliant.

Figures 12 and 13 shows thatlp 16% of paper records, which is five out of thirty charts,
dated, timed and signed each entry using the twefayr-hour clock. Serglectronic records
were 100%compliant. Notably though, every chart in both formatsd all entriesn

chronological order.

n=30

Paper Records~ Nursing Care Plan:NMBI Guide
score 62% Non Compliant

Std Entries Co Signe Cli
Errors_corrections
Abbreviations approved I
Chronological O rd e 1
Legible Ink & Signed

Date & timed 24Hr n—

0 5 10 15 20 25 30
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n=30

n=60

HGURE PAPERRECORINMBIGUIDESCORE

Std Entries Co signe
Errors_correction:
Abbreviations approved
Chronological Orde
Legible Ink & Signe

Date & timed 24 H r |

0 5 10 15 20 25 30

HGURELO SEMI ELECTRONIC RETNRIBISCORE

m % Compliance in paper records = % compliance in semi electronic record

100 100 .

— L = - 77 i,
63

I I - I _ - :

DATED TIMED LEGIBLE, ENTRIES IN ABBREVIATIONSALTERATIONS  STUDENT
24HR CLOCK PERMANENT INEHRONOLOGICALAPPROVED CORRECT ENTRIES SIGNED
SIGNED ORDER

NMBI Guidance: Nursing care plan

HGUREL1 COMBINEORECORDSERCENTAGEMBIGUIDANCE SCORE
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