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Glossary of Terms 

A 

Acute Services: Secondary Health care where a patient receives active short term treatment for 

an illness or injury, unscheduled or scheduled surgery. 
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Adverse event/outcome: An undesirable event experienced by a person while he/she are a 

patient and receiving treatment, medication or an intervention. 

Adverse Drug event: Avoidable negative outcome to a patient following administration of a 

drug that leads to harm to a patient and could have been avoided.   

Assessment Booklet: Section of the nursing record where a nurse records all necessary 

admission details for a patient. One section will include personal details such as name, date of 

birth, next of kin. Remaining sections will include past medical and surgical history, presenting 

complaint, nursing risk assessments, nursing diagnoses. The nursing care plan is in a separate 

booklet in semi-electronic records but in paper based records the nursing care plan is mainly in 

the same booklet unless specific care pathways or care bundles are initiated which will be in 

addition to free text nursing plan. 

Assistant Director of Nursing (ADON): Senior Nurse Manager in charge of an area within a 

health care facility who is also responsible for managing the complete extent of nursing staff. 

 

C 

Care Bundles: A collection of interventions that may be applied to manage a particular 

condition. 

Care Pathways: Also known as clinical pathways or integrated care pathways. Explained as a 

strategic plan for the mutual decision making and organisation of care for a well-defined cohort 

of patients for a specified period of time. 

Care Plans: Provide direction for patient centred care. 

Care Metrics: Process performance quality indicators framework for how nursing care can be 

measured. 

Careful Nursing Philosophy: Professional practice model. Adapted from the philosophy of 

Aquinas, human beings are defined as persons. 

I 

International Classification for Nursing Practice (ICNPÑ):   A product of the International 

Council of Nurses (ICN) and intended for use by nurses as a dictionary of term to describe and 

document nursing practice. 

 

N 



xi 
 

Nursing Process: Scientific practice application used by nurses to ensure the delivery of safe 

care.  

 

P 

Primary Care Services: Refers to health care provided in the community. 

Q 

Quality-Care -Metrics: QC-M ς Measures of the quality of nursing and midwifery clinical care 

processes. They are aligned to evidence based standards and agreed through national 

consensus. 

R  

Roper Logan Tierney Model of Nursing: Theory of nursing care based on the activities of daily 

living. The model is currently being phased out and the one used for paper records in this study. 

 

S  

Secondary Care Services: Medical care provided by a specialist facility.  

T 

Tertiary Care Services: Health care from specialists in a large hospital after referral from primary 

or secondary care teams. 
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Chapter One [Preview]  
 

Background  
 

The topic of nursing documentation is hugely popular within nursing circles and continues to 

gain  attention among the Health Informatics (HI) community as preparations for Electronic 

Health Records (EHR) progress at a significant pace, albeit, not in line with our international 

healthcare colleagues, but none the less plans are gaining a steady momentum. Changes in 

nursing practice are evident, and necessary, in order to improve quality of care and to delineate 

the presence of nursing practice in electronic records.  

A large academic teaching hospital is currently implementing a new Professional Practice Model 

(PPM) incorporating a Standardised Nursing Language (SNL), to some extent as preparation for 

electronic records but also to improve standards of quality in documentation practices and 

patient care.  SNL is used in semi-electronic format where all care plans are electronically 

stored. They are accessed for printing once appropriate nursing diagnoses are assumed. 

Interventions are then pre-printed which only require a date and signature similar to electronic 

records. Whereas paper based records, have some pre-printed 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 free-text.  

Any doubts held by health professionals about the importance of high quality documentation 

around practice can be removed by an attendance at the coroners court. Observation of the 

preparation beforehand where documentation was subjected to meticulous and methodical 

scrutiny by Medical-Legal professionals, and questioning of a Staff Nurse (SN), Clinical Nurse 

Manager (CNM) and Healthcare Assistant (HCA) on events that occurred years previously. It 

heavily relies upon the quality of their documentation rather than memory to recall and 

validate that quality care that has been delivered.  

Seminal work on nursing documentation quite often focusses on paper based (Tange 1995) or 

electronic format όWƻƴŜǎ Ŝǘ ŀƭΦ нлмлōΤ h .ǊƛŜƴ Ŝǘ ŀƭΦ нлмрύ and many compare the two, 

(Tubaishat et al. 2015; Wang et al. 2011). However, few studies look at the transition from 
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paper to electronic form and the effect SNL use has on quality of documentation and practice or 

possibly patient outcomes. One of the changes that has recently been made in the hospital that 

is included in this study, is the adaptation of SNL into semi-electronic care plans. The motivation 

behind this research therefore was twofold, one to address deficit around comparisons of two 

styles of documentation and two, to explore the use of (SNL) which is used internationally in 

9IwΩǎ ōǳǘ was adapted within a semi-electronic format as preparation for electronic records. 

See Appendix 1 for sample semi electronic care plan. 

Introduction  

 

Delivery of safe effective patient care relies considerably upon on access to accurate, timely 

information, the value of which depends on the quality of data recorded and stored for retrieval 

in patient records. For decades now eHealth Ireland has been working in the background to 

produce a national Electronic Health Record (EHR) and in May 2016 a business case was 

finalised and approved by the Health Service Executive (HSE), (HSE 2016).  This programme 

represents a significant transformation 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 challenges for 

health care (Burston, Chaboyer & Gillespie 2014; Kelley, Brandon & Docherty 2011a) (Shortliffe 

& Cimino 2014) and with mixed results on fulfilment of this promise some studies believe HIT 

improves patient outcomes by improving nursing documentation systems (Müller-Staub et al. 

2007a), όhΩ/ƻƴƴƻǊ ϧ IŀǊŘƛƪŜǊ нлмтύ. The Health Service Executive (HSE) service plan for 2018 

(HSE 2018) acknowledges fiscal challenges in deploying HIT systems but recognises the 

importance of developing information systems to facilitate communication, integrated and 

continuation of care across primary and secondary level facilities.  

Nowadays there is an emphasis on delivering gold standard patient care to all and as we 

prepare for EHRs. This study will take a closer look at the progression the nursing profession has 

taken in preparation for EHRs and to enhance care delivery.  A documentation audit  was 

performed to examine new semi-electronic care plans using SNL and a new PPM versus paper 

based traditional nursing records which are currently being phased out. Nursing care metrics 

were chosen as the audit tool, the concept of which has been adapted from the business sector. 

It is described as a set of calculated measurements demonstrating adherence to expected 

professional standards. Metrics measure nursing care processes within nursing documentation; 

this framework was chosen as it presents a framework to accurately  reveal quality of 
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performance and adherence to documentation guidelines (Foulkes 2011). Quality Care Metrics 

(QC-M) are considered a valid tool as it was developed in and currently used in the United 

Kingdom (Sunderland 2009). Ireland (HIQA 2013; ONMSD 2013) endorse the use of metrics as a 

measure towards to enhance safer care. 

 

 

 

1.1 The Principals of good Nursing Record Management  

 

Accountability is one of the compulsory foundations within professional nursing and midwifery 

practice, (NMBI 2015) state the professional and legal responsibilities to be adhered to by 

nurses and midwives on the standard of practice to which they provide. It also reminds 

practitioners that accurate record keeping of care delivered is included in this obligation. 

Practitioners are reminded that if something is not written down, it can be assumed that the 

action did not happen, furthermore, this is the opinion taken in a court of law and at a fitness to 

practice tribunal (Nursing and Midwifery Board of Ireland 2014). In addition hospital policies, 

national guidelines, (Data Protection Acts 1988 & 2003, GDPR 2018), and international Acts (EU 

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

Nurses and midwives are reminded that during the course of their work, documentation of 

nursing specific decisions and rationale for decisions and actions must be obvious. (Thoroddsen 

et al. 2013) describe the need for accurate, complete and reliable clinical information in relation 

to patient care, also  communication of care.  It also reminds us that documentation of nursing 

care acts as a reliable source to enable quality improvements, conduct research and support 

quality improvement policies which will contribute to improved standards in care. In addition 

(Prideaux 2011) describe documentation as an essential part of nursing practice having clinical 

and legal consequences. Moreover, (Kelley, Brandon & Docherty 2011b) demonstrate a link 

between good quality nursing records as a facilitator to improvement in patient care processes.  
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1.2 Key aspects of Nursing Records 

 

1.2.1 Professional Practice Models όttaΩǎύ 

 

Florence Nightingale, one of the most recognised names in the history of nursing, has certainly 

laid the foundations for nursing practice, and provided a model, the tenets of  which still exist 

today, including documentation of nursing care, assessing nursing care standards and 

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

A (PPM) within nursing disciplines espouses the conceptual framework that contributes to 

nursing care structures which guide safe, evidence based, patient centred care. Furthermore 

ttaΩǎ ǎǳǇǇƻǊǘ ǘƘŜ Ǿƛǎǳŀƭƛǎŀǘƛƻƴ ŀƴŘ ŎƻƳƳǳƴƛŎŀǘƛƻƴ ƻŦ ƴǳǊǎƛƴƎ ǇǊŀŎǘƛŎŜ (Slatyer et al. 2016).  

(Stallings-Welden & Shirey 2015) acknowledge the challenge in the implementation of PPM and 

report the advantages for both nurses and patient outcomes. An example of this is: nurse 

interactions with colleagues, patients and relatives, decision making, autonomy, job satisfaction 

and positive experiences for patients. Moreover they state that the lack of a verified PPM could 

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

 

Lƴ ƻǊŘŜǊ ǘƻ ŀǾƻƛŘ ŀƳōƛƎǳƛǘȅ ƻǊ ŎƻƴŦǳǎƛƻƴ ǿƘŜƴ ǊŜŦŜǊǊƛƴƎ ǘƻ ΨƳƻŘŜƭǎΩ ƻǊ ΨǇǊŀŎǘƛŎŜ ƳƻŘŜƭǎΩ ƛǘ ƛǎ 

necessary to point out differences the term model may infer to nursing and computer science 

experts. Unified Modeling Language (UML) differs to nursing models, in that PPM provides a 

framework that guides nurses work in contrast to UML. It is a software tool commonly used by 

software developers working on healthcare information systems (HIS) to augment visualisation, 

specification of objects for healthcare workers who will be end users of the system (Aggarwal 

2002). UML is, therefore an expressive writing language facilitating communication between 

developers of  elements within a HIS, presenting the objects in a specific format to support the 

development of a complete HIS, (Choi, Jansen & Coenen 2015).  The reference to PPM and 

models throughout this dissertation refer to nursing practice models unless otherwise specified. 

A UML concept map and  scenario 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. 
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(Slatyer et al. 2016) clarifies that a PPM represents nursing values and outlines the structures 

and processes that support nurses to practice in a professional, safe and effective manner. It 

often includes a caring theory within the model (Meehan 2012). (Jacobs 2013) states that PPMΩǎ 

differ from a conceptual model of care highlighting the patient-nurse relationship in 

combination with human values such as compassion, and professional relationship as delivering 

planned evidence based practice, (Parkman & Loveridge 1994) however ōŜƭƛŜǾŜ ǘƘŀǘ ttaΩǎ ŀǊŜ 

grounded in well-established nursing concepts incorporating organisational with nursing core 

values. These are 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 governance (Kramer et al. 2009). An example 

of nurse practice failures without a PPM in place, outlined in the Mid-Staffordshire Report 

(Francis 2010), which recommended 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) ŀƎǊŜŜ ŘŜǎŎǊƛōƛƴƎ Ƙƻǿ  ttaΩǎ ƛƳǇǊƻǾŜ ƴǳǊǎƛƴƎ ǇǊŀŎǘƛŎŜ ŀƴŘ 

patient outcomes.  

 

Some models may be more suitable for adaptation particular to local needs and preferences, 

Table 1 is a sample of ttaΩǎ used to support nursing practice and documentation. 

TABLE 1 EXAMPLE OF PPM'S TO SUPPORT NURSING PRACTICE 

PPM Focus 

Roper Logan & Tierney (Roper, Logan & Tierney 2000) Model of care based on the 

basic activities of daily living 

5ƻǊƻǘƘŜŀ 9 hǊŜƳΩǎ {ŜƭŦ-care model (Orem 2003) Therapeutic self-care, what 

patients or nurses need to 

do to.  

{Ǌ /ŀƭƭƛǎǘŀ wƻȅΩǎ !ŘŀǇǘŀǘƛƻƴ ƳƻŘŜƭ (Phillips 2010) Changes required by people, 

assisted by nurses in 

response to environmental 

stimuli 

.Ŝǘǘȅ bŜǳƳŀƴΩǎ {ystems model 

(Neuman & Fawcett 2011) 

Environmental stressors on 

ǇŀǘƛŜƴǘΩǎ wellness that 

threaten stability 

LƳƻƎŜƴ YƛƴƎΩǎ ŎƻƴŎŜǇǘǳŀƭ {ȅǎǘŜƳ (Frey, Sieloff & Norris 2002) Ability of people to meet 

basic needs (goal) to enable 

social interaction.  
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Careful Nursing Philosophy (Meehan 2003) Developed independently 

from hospital governances 

and based on historical 

research interpretations of 

Irish nursing knowledge and 

practice dating back to early 

19th Century.  

VIPS model (Darmer et al. 2006) (Florin et al. 2012)(Björvell, Wredling & 
Thorell-Ekstrand 2002a) 

Acronym for the Swedish 

ƳƻŘŜƭ άǿŜƭƭ-being, Integrity, 

.ŀǎƛŎ ±ŀƭǳŜǎέ ŀƭƭ ƻŦ ǿƘƛŎƘ 

underpin nursing care and 

guide documentation in 

paper or electronic forms.  

 

 

1.2.2  Nursing Process 
 

In 1987 the World Health Organization (WHO) embarked on a journey to progress the quality 

nursing documentation across Europe  (Björvell, Wredling & Thorell-Ekstrand 2002a). The 

nursing process was defined as a systematic and scientifically logical method used by nurses to 

support the planning and delivery of quality patient care. The process is a series of organised 

steps designed as a guide not only to ensure optimum patient care, but every stage of the 

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

regardless of format. Figure 1: steps of the nursing process  

 

 

 

FIGURE 1 FRAMEWORK FOR THE NURSING PROCESS 

 

Patient 

ASSESS 

DIAGNOSE

PLANIMPLEMENT 

EVALUATE 
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¢ƘŜ ƴǳǊǎƛƴƎ ŎŀǊŜ Ǉƭŀƴ ƛǎ ŘƻŎǳƳŜƴǘŀǘƛƻƴ ƻŦ ǘƘŜ ΨǇǊƻŎŜǎǎΩΣ ŀƴŘ ƛƴŎƭǳŘŜǎ ƴǳǊǎŜǎ ǇƭŀƴƴŜŘ ŀŎǘƛƻƴǎ ǘƻ 

address an identified nursing diagnoses and/or collaborative problems. It also includes the 

record of 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 documentation. (Donabedian 1997) indicates that an accurate complete and 

process orientated record is central to quality care. A PPM provides the framework to assist 

nurses plan their nursing process which are essential steps taken to formulate a care plan.  

 

 
 

 

 

1.2.3  Terminologies used in Nursing Records  
 

Decades of international research has resulted in several nursing languages for documentation 

of nursing practice. The use of a Standardised Nursing Language (SNL) is described as a means 

of increasing descriptors of nursing practice, supporting daily care and improving patient safety 

(Saranto et al. 2014). The interface terminologies used in semi-electronic care plans chosen for 

audit for this dissertation is NANDA I, (NIC) (Bulechek et al, 2013) and (NOC) (Moorhead et al 

2013), collectively known as NNN, the PPM is Careful Nursing Ò. The PPM applied in the paper 

ŦƻǊƳŀǘ ƛǎ wƻǇŜǊ [ƻƎŀƴ ¢ƛŜǊƴŜȅ άŀŎǘƛǾƛǘƛŜǎ ƻŦ Řŀƛƭȅ ƭƛǾƛƴƎέ ŀƴŘ ǘƘŜ ŘƻŎǳƳŜƴǘŀǘƛƻƴ ŦƻǊƳŀǘ ƛǎ 

framed within that model. This is due to professional and legal responsibilities for nurses with 

regard to documentation, and the outcome goals for each patient. The same audit tool was 

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

format.  

Figure 2 presents standardised nursing terminologies currently recognised by the American 

Nurses Association (ANA) recognises eight interface terminologies, two minimum data sets and 

two reference terminologies: Fig 2 
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FIGURE 2 RECOGNISED STANDARD NURSING TERMINOLOGIES 

 

Minimum data sets are a minimum; άŜǎǎŜƴǘƛŀƭ ǎŜǘ ƻŦ Řŀǘŀ ŜƭŜƳŜƴǘǎ ǿƛǘƘ ǎǘŀƴŘŀǊŘƛȊŜŘ 

definitions and codes collected for a specific purpose, such as describing clinical nursing 

ǇǊŀŎǘƛŎŜ ƻǊ ƴǳǊǎƛƴƎ ƳŀƴŀƎŜƳŜƴǘ ŎƻƴǘŜȄǘǳŀƭ Řŀǘŀ ǘƘŀǘ ƛƴŦƭǳŜƴŎŜ ŎŀǊŜέ (Westra et al. 2008) 

άLƴǘŜǊŦŀŎŜ ǘŜǊƳƛƴologies (point-of-care) include the actual terms/concepts used by nurses for 

ŘŜǎŎǊƛōƛƴƎ ŀƴŘ ŘƻŎǳƳŜƴǘƛƴƎ ǘƘŜ ŎŀǊŜ ƻŦ ǇŀǘƛŜƴǘǎέ ŜȄǇƭŀƛƴŜŘ ōȅ  (Westra et al. 2008),(Herdman 

& Kamitsuru 2014b), (Bulecheck et al. 2013) and (Moorhead et al. 2013).  

 

Internationally recognised reference terminologies, such as, SNOMED-CT and LOINC contain 

recognised codes for all aspects of health care delivered and corresponding codes for billing 

purposes. Reference terminologies support common semantics and enable all health care users 

to choose appropriate terms within their discipline but also allows the terms to be mapped in 

order that the dataΩǎ true meaning can be shared across other disciplines. Several authors 

present opinions and justification for particular SNL  (Cynthia Lundberg et al. 2008; Hardiker, 

Hoy & Casey 2000; Kim, Coenen & Hardiker 2012a) but all 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 diagnoses (Jones et al. 2010a; Rabelo-Silva et al. 2017), similarly (Clarke & Lang, 1992) 

focussed on actual nursing diagnoses rather than medical diagnoses and the recognition of a 

clear language to better establish nursing criteria and ensure patient safety. Figure 3 represents 

this in a class diagram. 

REFERENCE TERMINOLOGIES
SNOMED CT LOGICAL OBSERVATION IDENTIFIERS AND CODES (LOINC)

MINIMUM DATASETS
Nursing Minimum Data Set (NMDS)

Nursing Management Minimum Data Set 
(NMMDS)

INTERFACE TERMINOLOGIES
NANDA-I NOC NIC ICNP

CLINICAL CARE 
CLASSIFICATION 

(CCC)

OMAHA
PERIOPERATIVE 

(PNDS)
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FIGURE 3 CLASS DIAGRAM NURSING LANGUAGE IN PRACTICE 

 

 

 

 

 

 Medical diagnosis refers to a condition or state whereas nursing diagnosis is the management 

of a response to the condition, for example: 

Medical Diagnosis  ҐҔ άwƛƎƘǘ ǎƛŘŜŘ {ǘǊƻƪŜέ άIȅǇŜǊǘŜƴǎƛƻƴέ ά!ǘǊƛŀƭ CƛōǊƛƭƭŀǘƛƻƴέ 

Nursing Diagnoses ҐҔ άImpaired verbal communicationέ άImpaired physical mobilityέ   

                                        άIneffective copingέ ά{ŜƭŦ-ŎŀǊŜ ŘŜŦƛŎƛǘǎέ ά¦ǊƛƴŀǊȅ ƛƴŎƻƴǘƛƴŜƴŎŜ 

                                          ŦǳƴŎǘƛƻƴŀƭέ.                                                                                                                                                                                                                                                                                                                     

 

Figure 4 illustrates this in a concept map as an instantiation of the class diagram [Figure 3]  

showing links to NANDA I codes  and demonstrates a sample copy of SNL terminology system 
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that is used in this work. The diagram illustrates how the general concepts from NANDA I may 

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

Stroke: Medical Diagnosis

163.9

Leg/ Arm weakness: Symptom

Impaired verbal communication: 

Nursing diagnosis

Nanda Diagnostic code: 00051

Domain:5

Class:5

Communication/

Expressive:Outcome

Nanda (NOC ) Code: 0903

Communication 

Enhancement_Speech deficit: 

Intervention

Nanda I (NIC ) code 4976

Proved alternate method of 

communication: Intervention

Nanda I (NIC )  

Facial Droop: Symptom Unable to speak: Symptom

 

FIGURE 4 UML CONCEPT MAP USING NNN TO CAPTURE NURSING CARE OF STROKE PATIENT 

 

 

 

 

QC-M are used to measure adherence to the nursing process.  For the purpose of this 

dissertation elements of QC-M was applied  in the documentation audit. NANDA I, NIC and NOC 

(NNN) is the chosen SNL in semi-electronic records. Reference terminology was not applicable 

because although NNN has been mapped internationally to Systemized Nomenclature of 

Medical Clinical Terms (SNOMED CT) it has not recently been updated. Care-plans are not yet 

fully electronic and as Ireland has recently purchased the (SNOMED-CT) licence it is anticipated 

to have NNN mapped in the near future and ŜƳōŜŘŘŜŘ ƻƴǘƻ ŀ  άǎǘŀƴŘŀǊŘǎ ōŀǎŜŘ ƳŀǎǘŜǊ Řŀǘŀ 

ŘƛŎǘƛƻƴŀǊȅέ. This will ensure common semantics and interoperability of all medical clinical terms  

(Department of Health 2013 pg 34 section 7.1). NMDS provide elements to format the frame for 

SNL. Paper based records use PPM to formulate care plan. Admission details are captured on an 
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assessment booklet similar to the semi-electronic care plans. The plan of care is written free-

text within the nursing booklet and not a separate identified care plan per se.  

Standards, terminologies and data quality for nursing records are further discussed in Chapter 2 

sections 2.2.4 and 2.2.5. 

The audit process used for this dissertation is explained in Chapter 3 [Methods] & Chapter 4 

[Results]. Appendix 2 (Appendix of research Proposal). 

 

1.3  Measuring Quality of Care  
 

Improving quality and demonstrating effectiveness throughout all domains of healthcare are 

central to the delivery of safe care. In addition changes in practice are necessary in order to 

improve standards. This involves assessing adherence to system and process performance 

resulting in improved professional development, (Batalden & Davidoff 2007). (Foulkes 2011; 

Sunderland 2009) agree and present the benefits, concepts and future plans for the role Quality 

Care Metrics (QC-M) plays in collecting, analysing and evaluating standards of practice through 

nursing documentation.  

A solution for this problem was developed in the United Kingdom (UK) to monitor patient safety 

in a response to an increase in avoidable patient adverse events such as falls, pressure ulcers 

and medication incidents. It is a ǳǎŜǊ ŦǊƛŜƴŘƭȅ ŀƴŘ ǘǊŀƴǎǇŀǊŜƴǘ ǿŜō ōŀǎŜŘ ǘƻƻƭ ŎŀƭƭŜŘ ά¢Ŝǎǘ ¸ƻǳǊ 

/ŀǊŜέ ό¢¸/ύ. In 2012 the Nursing and Midwifery Practice Development Units (NMPDU) which 

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 NHS Foundation Trust, the national 

project is called Nursing and Midwifery Quality Care-Metrics (QC-M). The specific metrics were 

developed and established based on standards from the Nursing and Midwifery Board of 

Ireland (NMBI), Health Information Quality Authority (HIQA) and Mental Health 

Commission(MHC), (Health Service Executive 2018).  

!ǇǇƭƛŎŀǘƛƻƴ ƻŦ ǘƘŜ v/a ǇǊƻŎŜǎǎΣ ǘƘŜ ά¢¸/έ ǿŜōǎƛǘŜ ŀƴŘ Řŀǘŀ ǉǳŀƭƛǘȅ ŘƛƳŜƴǎƛƻƴǎ (Scannapieco, 

Missier & Batini 2005)  were applied for the purpose of auditing nursing records. These are 

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



12 
 

The intention is that QC-a ƛǎ ŀǾŀƛƭŀōƭŜ ƛƴ ΨǊŜŀƭ-ǘƛƳŜΩ ǎƻ ǿŀǊŘ ŎƭƛƴƛŎŀƭ ƴǳǊǎŜ ƳŀƴŀƎŜǊǎ  ό/baύ ŀƴŘ 

senior nurse managers can review progress, however, some hospitals collect data on paper 

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

Chapter five presents suggestions for changes our hospital could easily implement in order to 

gain maximum benefits of using QC-M 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 (EHR),  the aim of this study is to 

measure the quality, accuracy and timeliness of two nursing documentation styles, subjected to 

the same audit process.  

A) semi-electronic format, using NANDA I, Nursing Interventions Classification (NIC) and    

      Nursing Outcomes Classifications (NOC) collectively referred to as (NNN), 

incorporating the Careful Nursing Professional Practice modelÒ 

AND 

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

      process,(Roper, Logan & Tierney 2000). 

Data was audited based on the national architecture audit tool (HSE QC-M) used to measure quality. 

The content of documentation was also appraised for accuracy, completeness, timeliness and 

validity, as per data quality guidelines described by (Scannapieco, Missier & Batini 2005), and 

(Pipino, Lee & Wang 2002). Following statistical analysis of both methods, comparisons or 

similarities will be examined and suggestions for change in practice presented.  

The objective is to ascertain if the application of SNL in semi-electronic care plans reflects negatively 

on the quality of nursing assessment documentation and subsequent plan of care and/or patient 

outcomes.  
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1.5  Research Question 
 

A closer look will be taken at two different styles of nursing documentation, paper based and 

semi-electronic. As a new PPM is introduced incorporating SNL, simultaneously a 

documentation audit was carried out on the newly implemented and outgoing nursing records. 

A number of questions 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 semi-electronic and paper based systems? 

Secondly: Do paper records fulfil the professional and legal criteria necessary for 21st century 

nurses? 

Thirdly: Can the application of SNL in nursing care-plans improve compliance of nurses legal and 

professional responsibilities towards documentation practice? 

 

Finally, having examined the first three questions the overarching question is: 

άLƴ ŀǎǎŜǎǎƛƴƎ ǘƘŜ ǉǳŀƭƛǘȅ ŎŀǊŜ ǇǊƻŎŜǎǎ ǿƛǘƘƛƴ ƴǳǊǎƛƴƎ ŘƻŎǳƳŜƴǘŀǘƛƻƴΣ ŀǊŜ ǘƘŜǊŜ ŘƛŦŦŜǊŜƴŎŜǎ ōŜǘǿŜŜƴ 

ǇŀǇŜǊ ŀƴŘ ǎŜƳƛ ŜƭŜŎǘǊƻƴƛŎ ǊŜŎƻǊŘǎΚέ 

 

 

  

1.6  Guide to layout of remaining sections of dissertation 
 

During the course of the literature review, which took place prior to conducting the 

documentation audit, a wide range of themes emerged from papers written by nursing and HI 

scholars. Combining ideations from both sectors provided an insightful and slightly different 

focus to apply to the data that was to be collected. This slight change of course applied 

stringent data quality assessment criteria in addition to the national tool that is QC-M and 

measures nursing and midwifery care processes and patient experiences. The literature from 

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

to be addressed throughout the dissertation.  
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The remainder to the dissertation is laid out as follows;  

Chapter two  will present the literature review and themes deduced therein.  The 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 on the topic of preparation for EHR where semi-electronic system is 

used ς the idea behind semi-electronic is that nurses ǳǎŜ ŀ tta ŀƴŘ {b[ ǘƘŀǘ ƛǎ ǳǎŜŘ ƛƴ 9IwΩǎΦ 

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 approach. The SNL used is NANDA I but other 

forms of SNL are mentioned where systematic reviews addressed the topic. Various studies will 

be presented that support or disagree with my research questions.  

Chapter three presents the design and methodology. Analysis, collection and storage of raw 

data is explained. Also 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  reveals and interpret the results and a complete analysis of data in relation to the 

themes discussed in chapter 2 will be presented and compared not only against each other but 

also in relation to seminal works on the topic. 

Chapter five is a general discussion on the principal findings in an attempt to answer my 

research questions and contains suggestions of changes that could be made  to ensure data 

collected for clinical audit is available real-time for ward managers to enable time to improve 

compliance in nursing documentation and in turn ensure safer care. 

Chapter six concludes the dissertation 
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Chapter Two [Literature Review] 

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 service, (Saranto et al. 2014), (Matney et al. 

2012), (Jefferies, Johnson & Griffiths 2010), (Rutherford 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 care, (Nursing and Midwifery Board of Ireland (NMBI) 2015), 

(Mykkänen, Saranto & Miettinen 2012). Chapter two elucidates the findings and themes assumed 

following a narrative review; some elements of the meta-analysis were adapted to assist with 

inclusion criteria affording deeper analysis from planning to synthesis of suitable articles, 

(Greenhalgh et al. 2005). The  search included literature on nursing documentation in paper 

based and electronic formats. NursƛƴƎ ŘƻŎǳƳŜƴǘŀǘƛƻƴ ƛƴ 9IwΩǎ ǳǎŜ SNL to record nursing care 

as opposed to freehand text written into paper records. The semi-electronic format addressed 

throughout this dissertation uses the SNL Nanda I Nursing Interventions Classification (NIC) & 

Nursing Outcomes Classification (NOC) collectively known as NNN. 

Research of literature on the topic was conducted to discover a non-biased view on different 

aspects of nursing documentation including:  

o Practice models and theories applied to both paper and electronic health records;  

o Application of Standardised nursing languages and their effect on documentation, 

practice and outcomes of care. In addition, methods deployed to measure quality of 

documentation and quality of care were explored, namely clinical audit; 

o Assessment of documentation to measure adherence to frameworks that define practice 

standards of practice and consequent quality of care, e.g. quality care metrics, Key 

tŜǊŦƻǊƳŀƴŎŜ LƴŘƛŎŀǘƻǊǎ όYtLΩǎύ;  

  
Literature review was conducted during a change in practice for nursing in preparation towards 

Electronic Health Records (EHR). The aim was to gain a broad view of influential work on the 

topic around nursing documentation in both paper based and electronic patient records but the 

main focus is on electronic or semi-electronic record keeping. This is the plan for the future of 

documentation, either a national EHR or organisational electronic personal records (EPR). 
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The hospital where the audit took place is implementing semi-electronic nursing care plans 

which uses a standardised nursing language (SNL) to record nursing practice, the same used in 

EHR documentation. The underlying purpose was to integrate findings and collate major 

themes from studies of paper based documentation using traditional styles of documentation 

and electronic nursing documentation using {b[ΩǎΦ 

 

2.1  Search Strategy 
 

The Problem/Problem, Intervention, Comparators, Outcomes (PICO) framework was applied to 

formulate my research questions.  PICO affords a well-defined search strategy for literature 

searches in order that I retrieve and collate published work from authors citing a broad 

spectrum of both positive and negative appraisal of the material for this topic. (Figure 4). 

 

P Problem/Population ĄFormat used for nursing documentation of 
nursing care in paper and electronic health records,  

I Intervention Ą Implementation of a new professional practice model 
incorporating a Standardised Nursing Language as is used in Electronic 
Health Records 

C Comparison Ą Paper based records using traditional practice model and 
handwritten devised care plans with semi-electronic care plans devised 
using Standardised Nursing Language NANDA I NIC & NOC (NNN). 
Evaluating quality of  documentation and evidence of care -> clinical 
audit  

O Outcome Ą Are there differences between both styles of 
documentation in terms of quality? 

FIGURE 5 PICO -> FRAMING THE RESEARCH QUESTION 

 

The following key words and synonyms were identified using the PICO framework:   

άnursingέΤ άdocumentationέΤ άprofessional practice modelsέΤ άnursing processesέΤ άelectronic 

health recordsέΤ άpaper based recordsέΤ  άstandardised nursing languageέΤ άclinical auditέ 

άdocumentation auditέ.  [ŀǘŜǊ άstandardized nursing languageέ ǿŀǎ ŀŘŘŜŘ ōŜŎŀǳǎŜ alternative 

ǎǇŜƭƭƛƴƎ ǳǎƛƴƎ Ψ½Ω ƛƴǎǘŜŀŘ ƻŦ Ψ{Ω ŀƴŘ άnursϝέ άŀǳŘƛǘϝέ ŀƴŘκƻǊ άdocumentationέ ŀƴŘκƻǊ 

άmeasuring qualityέ  ŀƴŘκƻǊ άclinical auditέ ǿƘƛŎƘ ǿƛŘŜƴŜŘ ǘƘŜ ǊŜǎǳƭǘǎ parameters and revealed 

appropriate literature to ensure a wide spectrum of international opinions. Initially only 
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contemporary  literature was retrieved. However after reading some of these articles it was 

noted that influential work dating back decades was frequently quoted in current literature so 

some of this was deemed valid for inclusion.   

The following databases were used for the search: PubMed, CINAHL, Cochrane Library, Science 

Direct, ProQuest, Web of Science, Joanna Briggs Institute (JBI), Google Scholar, OVID  and 

Scopus and included original articles, systematic and narrative reviews, government 

publications and health authority documents from Ireland, the UK, Scandinavia and Australia. 

 

 

2.2  Themes Identified:  
 

Themes that were identified throughout the literature review were sometimes the subject 

within the main body of papers, some were declared as significant issues deserving further 

research. All included the topic of nursing documentation both in paper and electronic format 

adapting the SNL that is used in the semi-electronic version of records audited. The themes are 

as follows: 

× Legal & Professional responsibilities of nurses 

× Measuring Documentation to enhance Quality of care  

× Importance of good and consequences of poor Documentation 

× Standardised Terminologies & Quality of data for nursing records  

× Suggestions for future study 

Sections of the QC-M tool emulate identified themes which presents an effective approach for 

examining both styles of documentation.  

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 

professional conduct (Nursing and Midwifery Board of Ireland (NMBI) 2015) and guidelines for 

completing clinical/nursing records (NMBI 2015) and (Health Services Executive 2011).   

The (Nursing and Midwifery Board of Ireland (NMBI) 2015), affirm legal and professional 

conditions regarding the management and collation of nursing documentation: The Board 

believe that the quality of records maintained is a direct reflection of the quality of care 
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delivered to patients. All nursing documentation, paper based and electronic, regardless of 

setting, should adhere to the guidelines of their respective nursing body. They should conform 

to standards as set out by national and local policies and serve as an essential factor of nursing 

practice. An inaccurate rationale behind the development of a care plan and evidence of the 

actual care delivered due to poor documentation can lead to adverse events for patients.  

The Health Information and Quality Authority (HIQA) is a self-regulating body with legal powers 

and responsibility for monitoring, improving and setting standards for patient safety in Ireland 

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 will ascertain facts written in the 

nursing record, interviews with staff members and events observed during a visit to formulate a 

report measuring care delivered against an expected national standard.  

 

Table 1 outlines the minimum essentials of good clinical record keeping as detailed in (NMBI 

2015) άwŜŎƻǊŘƛƴƎ /ƭƛƴƛŎŀƭ tǊŀŎǘƛŎŜέ ŀǎ ǊŜǉǳƛǊŜŘ (Health Services Executive 2011).  

 

TABLE 2 PURPOSE AND RATIONALE FOR CLINICAL RECORDS 

Purpose Rationale 

Documented evidence of nursing & midwifery 

care planned and delivered 

Documentation should include:  

!ƴ ŀŎŎǳǊŀǘŜ ŀǎǎŜǎǎƳŜƴǘ ƻŦ ǘƘŜ ǇŜǊǎƻƴΩǎ ǇƘȅǎƛŎŀƭΣ 

emotional and social well-being and should 

include opinions of significant others, namely 

family or next of kin (NOK).  

Evidence of Planned and delivered care including 

a rationale/reason if care was not given, should 

reflect nurses clinical reasoning. 

Patients response to treatment.  

Education given to patient and family.  

An evaluation of the positive and/or negative 

consequences of care provided. 

Entered in chronological order. 

Written as events occur. 

Any change in status should be recorded  
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Must contain actual work of nurses and 

discussions with patients in a non-biased 

manner. 

Facilitate communication Details of care given should be shared between 

all members of the multi-disciplinary health care 

team. 

Record should be legible and only include 

approved abbreviations. 

Documentary evidence of delivery and quality 

of care.  

 

 

 

 

 

 

 

 

Evidence of Nursing & Midwifery rationale and 

decision making. 

Continuity of care between health care 

professionals and facilities with details of future 

plan of care. 

Data available for clinical audit & to evaluate 

practice. 

Data available for dealing with complaints 

Data available for teaching students. 

Data available for legal enquiries. 

 

 

Should be patient centred The patient should be referred to by name. 

 

 

 

2.2.2  Measuring and Improving Quality by assessing Standards 
 

Clinical care delivered by nurses is based on a logical model with scientific fundamentals, which 

in turn forms the basis of a ΨŎŀǊŜ-ǇƭŀƴΩ. The measurement of the extent to which nurses and 

midwives follow the process contributes greatly in maintaining high standards of evidence 

based safe quality care.  

Quality improvement supports positive changes and measurement of nursing care 

documentation is pivotal in identifying areas that require improvement (The Mid Staffordshire 

Foundation Trust 2013). Similarly (Griffith et al. 2008; Maben & Griffiths 2012) identify the 

universal practice of measuring efficiency and quality via performance management. One such 
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ƳŜǘƘƻŘ ƛǎ άbǳǊǎƛƴƎ ŀƴŘ aƛŘǿƛŦŜǊȅ ƳŜǘǊƛŎǎέ ǿƘŜǊŜōȅ ǉǳŀƭƛǘȅ ƛƴŘƛŎŀǘƻǊǎ ǇǊƻǾƛŘŜ ŀ ŦǊŀƳŜǿƻǊƪ ǘƻ 

measure standards of nursing care within nursing records, (Foulkes 2011), by informing efficient 

and inefficient practices. (Giltenane, Frazer & Sheridan 2016; ONMSD 2013) agree and present 

Quality Care Metrics (QC-M) as an effective means to measuring standards of care in order to 

improve or validate  nursing practice. 

Evidence from research demonstrates that adverse events causing harm to patients are as a 

result of process and system failures (Institute of Medicine 2010) and organisational structures 

(Björvel, Wredling & Thorell-Ekstrand 2003a). (Linnen 2016) points to the large volume of data 

generated by nurses each day in recording practice of planned and delivered care and the 

subsequent slow turnaround of analysed data which leads to a delay in producing quality 

improvements. However, (HIQA 2013) recognises the importance of measuring quality of care 

through (QC-M) which is a necessary mechanism to determine areas that require improvement 

and (Foulkes 2011) explains how QC-M provide the necessary framework that should be 

applied. QC-M can reveal evidence of good safe nursing care which improves a ǇŀǘƛŜƴǘǎΩ 

experience and can highlight areas of the documentation process that need improvement 

which in turn can avoid unsafe sub-standard care. (Redman 1998) suggests the notion that 

generating alertness to a problem or potential problem is an important step towards creating a 

solution. This is the essence of clinical audit, namely identifying areas of underperformance 

ǿƛǘƘ ŀƴ ŀŎǘƛƻƴ Ǉƭŀƴ ƻǊ ŎǊŜŀǘƛƴƎ ŀ ǎŜǘ ƻŦ YŜȅ tŜǊŦƻǊƳŀƴŎŜ LƴŘƛŎŀǘƻǊǎ όYtLΩǎύ ŀǎ ǘƘŜ ǎƻƭǳǘƛƻƴΣ 

although  (Linnen 2016) argues that retrospective review of charts presents a static view of past 

events and that data extracted manually is not analysed in a timely manner by quality departments. 

This may cause a delay from the time data is interpreted into valuable information that will support 

changes in practice resulting in improved outcomes for patients. Furthermore, (Bowie, Bradley & 

Rushmer 2012) examine the validity and contribution of clinical audit following a qualitative study 

involving key stakeholders responses and question why clinical audit continues to be used as a 

quality improvement tool. They believe that evidence of the benefits of clinical audit and 

subsequent quality improvement initiatives in an attempt to improvement patient care are 

inadequate. This study expressed the viewpoint by clinicians who demonstrated difficulty in 

conducting clinical audit in addition to their usual workload. However 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 problems (Callanan 2012; Excutive 2015; National Clinical Effectivemess 

Committee 2015).  

Evaluation of documentation of care delivered contributes to identifying areas of care that may 

require improvement. It also demonstrates areas of good quality care. Furthermore, evaluation on 

the content of documentation measures to see if nurses are practising in accordance with approved 

or recommended processes. In turn, this ensures evidence based and safe care is delivered. It is also 

a requirement by the Health Information and Quality Authority who specified:  
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ά¦ƴƭŜǎǎ ǿŜ ŀŎǘǳŀƭƭȅ ƳŜŀǎǳǊŜ ǘƘŜ ǉǳŀƭƛǘȅ ŀƴŘ ǎŀŦŜǘȅ ƻŦ ŎŀǊŜΣ ǿŜ Ŏŀƴƴƻǘ ŘŜǘŜǊƳƛƴŜ ƛŦ ƛƳǇǊƻǾŜƳŜƴǘǎ 

ŀǊŜ ōŜƛƴƎ ƳŀŘŜέ (HIQA 2013, pg 2) 

  

¢ƘŜ ǇǊƻǇƻǎŀƭ ΨtŀǘƛŜƴǘ {ŀŦŜǘȅ CƛǊǎǘΩ ǿŀǎ ƛƴǘǊƻŘǳŎŜŘ ƛƴ нлмл as suggested in the Report of the 

Commission on Patient Safety and Quality and Assurance ς Building a Culture of Patient Safety 

(DoH 2008) to voice service user opinion of care received. The proposal suggested a National 

Framework for Clinical Effectiveness with the intention of offering structure and processes in 

the form of clinical guidelines. The use of clinical audit to ensure optimum patient care and 

outcomes were achieved by identifying areas that require improvement but also identify areas 

of good practice regarding the delivery of safe quality evidence based care. This information is 

captureŘ ŘƛǊŜŎǘƭȅ ŦǊƻƳ ǘƘŜ ǇŀǘƛŜƴǘ ǊŜŎƻǊŘǎ ōǳǘ ƛƴ ŀŘŘƛǘƛƻƴ ŦǊƻƳ ǘƘŜ ΨǇŀǘƛŜƴǘ ŜȄǇŜǊƛŜƴŎŜ ǎǳǊǾŜȅΩ 

(DoH 2018). 

The National Service Plan (HSE 2018) outlines the importance of quality and patient safety in 

maintaining standards of care and minimising risk to patients. 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 improvement in order to achieve national standards are addressed by 

initiating ΨŀŎǘƛƻƴ ǇƭŀƴǎΩΣ ǊŜƎǳƭŀǊ ƳŜŀǎǳǊŜƳŜƴǘ to ensure standards are maintained via YtLΩǎ, or 

supplemental staff training. Standards of care is what a person should expect should they 

require health care services. Furthermore, (Richter & Muhlestein 2017) report that a positive 

patient experience reflects positive financial outcomes for healthcare organisations. Moreover, 

(Tsai et al. 2015) demonstrated that effective use of quality metrics to monitor performance 

resulted in higher performance and provided targets which contribute to 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 against measured 

national standards. NCEC provides the framework for developing clinical audits and guidelines. 

HIQA is an independent body funded by the HSE to monitor services nationally. Local clinical 

audits help to prepare organisations to meet national and indeed international standards such 

as required by the Joint Commission International (JCI). However, more importantly audits 

identify areas of good and bad practice guaranteeing the delivery of safe evidence based quality 

care.  
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Alternative Audit Tools in use for measuring quality in documentation  

QC-M is designed for real time data collection to allow up to date review of compliance and prompt 

response if required (Royal College of Nursing 2011). It is the audit tool of choice because it is a 

nationally accepted and validated audit instrument with care processes and associated metrics that 

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

(Bjorvell, Thorell-Ekstrand & Wredling 2000) ŀƭǎƻ ǘǊǳǎǘ ŘƻŎǳƳŜƴǘŀǘƛƻƴ ŀǳŘƛǘ ǘƻ ƳŜŀǎǳǊŜ ƴǳǊǎŜΩǎ 

clinical judgements by developing and validating the Cat-ch-Ing instrument which was used by 

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

documentation following the introduction and application of the VIPS nursing model (The VIPS 

model is a Swedish acronym for Well-being, Integrity, Prevention and Safety, reflecting basic values 

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

Content Audit Tool (NMCAT)  presented by (JOHNSON, JEFFERIES & LANGDON 2010) as an effective 

means to measure the quality of content within nursing records.  

(Donabedian 1988) maintains that quality of care can be divided into three classifications as 

Firstly) structure, Secondly) process and Thirdly) outcome and insists that it cannot be measured 

without being aware of the relationships between the three classifications, which means that 

social and physical factors can influence patients eventual outcome. Thus making it somewhat 

difficult to ascertain if the extent of an actual outcome is entirely due to care delivered. In 

addition, stating  that is it is important to evaluate the process of care and recommends that 

measurement of quality should include the structure, process and outcome taxonomies, the QC-

M, NMCAT and Cat-ch-Ing tools offer exactly this.   

 

Table 2 outlines benefits of Quality Care-Metrics: 

TABLE 3 BENEFITS OF QUALITY CARE-METRICS 

BENEFITS OF QUALITY CARE-METRICS 

 

 

 

 

 

 

 

M Measurement of Standard 

E Engagement of Staff 

T Timely Information 

R Results-open & Transparent 

I Improvement for Patients 

C Culture Change 

S Shared Learning 
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2.2.3  Importance of good and consequences of poor Documentation 

  

 Patient Safety and Quality of Care 

 

Patient safety remains one of the most fundamental issues facing health care today. The 

delivery of safe, effective care places the patient and family at the core. It is 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 immense. This is, however, only if the care-plan, 

interventions and actions have been documented, (NMBI 2015).  (Kim, Coenen & Hardiker 

2012b) acknowledge nurses as the largest group of health care providers and therefore the 

nurses work is central to the delivery of effective care.  

Nurses who are appropriately educated in the principals documentation and follow their 

organisations guidelines are shown to produce an accurate record of nursing practice. They 

consequently deliver safer patient care, (Frank-Stromborg, Christensen & Elmhurst-Do 2001). 

ό5Ω!ƳƻǳǊ Ŝǘ ŀƭΦ нлмпύ reported 76.8% or one patient out of every seven hospitalised on a 

medical unit experiences at least one adverse event, which has negative impacts on lifestyle 

and imposes fiscal consequences on healthcare facilities. The literature accepts certain adverse 

events as being attributable to nursing care, including:  Pressure sores; Falls; Medication 

Administration errors; Inappropriate use of restraints; Pneumonia; Urinary infections. These are 

regarded as nursing sensitive outcomes (Brown et al. 2010), or widely accepted as the nurses 

responsibility (Savitz, Jones & Bernard 2005). It reflects on how nursing practice relates directly 

to patient safety and  (Okaisu et al. 2014) convey that poor standards of documentation are 

associated with a reduced standard, regardless of format in quality of care. 

 (Jefferies, Johnson & Nicholls 2011) contend that if readers cannot understand nursing 

documentation of planned, or delivered care, there is a risk that misinterpretations could lead 

to nurse related, avoidable, adverse events. ό5Ω!Ƴƻur et al. 2014) suggests a better 

ǳƴŘŜǊǎǘŀƴŘƛƴƎ ƻŦ ǘƘŜ ƴǳǊǎŜΩǎ Ŏontribution in the problem of patients who suffer an adverse 

event will help to identify contributing factors and thereby identify necessary action. (Müller-

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

turn contribute to improved patient outcomes, similarly (Kent & Morrow 2014) report on 
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several initiatives undertaken in the United Kingdom demonstrating improvement in 

documentation of nursing and midwifery practice led to improve documentation of nursing 

practice. This in turn, not only demonstrated improved care but led to the process of improving 

documentation which has supported a national policy on implementing a better, safer, care 

strategy. In addition, (Institute of Medicine 2011) ǊŜŎƻƎƴƛǎŜ ǘƘŜ ŜǎǎŜƴǘƛŀƭ ǊƻƭŜ ƴǳǊǎŜǎΩ ŎƻƴǘǊƛōǳǘŜ 

to quality 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 interdisciplinary teams, (HSE 

2016), (Middleton et al. 2013; Saranto et al. 2014). However (Kelley, Brandon & Docherty 

2011b) doubt the contribution electronic documentation makes towards improvement in the 

quality of care patients receive during admission because of the lack in the use of comparison 

between paper based and electronic documentation. However,  (Kim, Patricia C. Dykes, et al. 

2011a) highlighted problems within the paper based health care records that require 

redefinition for an electronic system in order to fully support a complete and accurate 

documented account of nursing care. In addition (Lee 2015) hypothesises patient safety, 

reliability of care, efficiency and the patient experience as key indicators of performance from 

an organisational perspective define the status of the health care facility. (Lee 2015) presents 

the notion of measuring patient experiences and their own opinion of their outcome, in order 

to improve standards. άtŀǘƛŜƴǘ 9ȄǇŜǊƛŜƴŎŜ {ǳǊǾŜȅέ ŎƻƳƳŜƴŎŜŘ ƛƴ нлмт ŀƴŘ ǊŜǇŜŀǘŜŘ нлму 

(DoH 2018) is an example of measuring from the patient perspective and nursing records offer a 

repository of data should patient experience survey reveal areas on concern that require 

investigation by. 

 

Visibility of Nursing Practice 

 

Record of nursing practice, in paper or electronic format, should not only provide evidence of 

care delivered (NMBI 2015) but also be in a format that provides clear information. This creates 

the foundation for quality of care planned and delivered (Akhu-Zaheya, Al-Maaitah & Bany Hani 

2018). These outcomes can be achieved through the use of a standardised nursing language for 

recording practice (Strudwick & Hardiker 2016). Strong evidential criteria for using SNL within 

electronic nursing records has emerged; this refers to enhanced visibility of nursing practice 

(Herdman & Kamitsuru 2014b; Strudwick & Hardiker 2016). It is also a means to demonstrate 

proof that nursing care has been delivered. Interestingly (Rutherford 2008) and others failed to 
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see a difference between nursing documentation in electronic and the paper-based system 

(Wang, Yu & Hailey 2015).They noted , however, the nursing process had a role to play. 

(Tornvall,Eva; Jansson 2017) acknowledged the evidence for usefulness of SNL rather than 

effect on documentation quality but did find it to be essential for measuring, clarifying and 

understanding nursing care which demonstrates ƴǳǊǎŜǎΩ contribution in the health care record. 

They remarked that information is easily communicated between the multi-disciplinary team. 

Furthermore, (Urquhart et al. 2009) looked 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 themselves, and records kept in clinics. It 

was concluded that changing an entire system may not alter how nurses deliver care nor 

improve outcomes for patients. Further work was then suggested with nurses as a main user, in 

the development of nursing records. 

The importance of documentation in relation to professional and legal responsibilities has been 

mentioned. Reference to documentation of care nurses deliver not only makes nursing 

contribution visible but also acts as proof that care was given. It serves as a repository of data 

should it be required at a later date for an informal/legal enquiry or for research purposes. In 

addition the importance of the nursing process in conjunction with SNL ensures the quality of 

documentation is fit for purpose  (Björvel, Wredling & Thorell-Ekstrand 2003; Kim, Patricia C 

Dykes, et al. 2011a; Vassar & Holzmann 2013; Westra et al. 2008) and is superior to paper 

based records where data is hard to retrieve and unstructured but may be that the nursing 

model needs to support nursing practice (Nykänen, Kaipio & Kuusisto 2012a). (Kim, et al. 2011) 

Remark that accurate structure is not present in paper records and is required in order to 

capture information of nursing practice. The authors also remark on the presence of redundant 

data and suggest that this is an area easily addressed by using electronic records.  

¢ƘŜ ΨƛƳǇƻǊǘŀƴŎŜ ƻŦ ƎƻƻŘΣ ŀƴŘ ŎƻƴǎŜǉǳŜƴŎŜǎ ƻŦ ǇƻƻǊ ǊŜŎƻǊŘ ƪŜŜǇƛƴƎΩ ƘŀǾŜ been emphasised in 

Ireland, by such reports as (Department of Health and Children 1999, 2001). The UK, (Francis 

2010) delved into the area of record keeping. The report on the Inquiry into the care provided 

by Mid Staffordshire Foundation Trust highlighted below-standard nursing documentation as a 

contributing factor to the poor quality of care received by patients. Furthermore, 

recommendation 3 of the Leas Cross Report by  όtǊƻŦŜǎǎƻǊ hΩbŜƛƭƭ нллсύ suggests electronic 

records should be used to assist and develop patient centred care plans, monitoring quality of 

care delivered as a repository for national statistics on morbidity and mortality. If electronic 

records are to become patient record repository of the future nurses need to ensure their 
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practice is visible and the information retrievable across all disciplines, SNL affords this within 

patient records (Jones et al. 2010b; Müller-Staub et al. 2006; Tastan et al. 2014a). 

 

 

Organisational Benefits  

Once nursing practice is incorporated into the electronic record organisations or hospital trusts 

can benefit financially with additional services or contributions to patient care supplied by 

nurses available for costing (Rutherford 2008). Additional data available for research purposes 

to improve standards of care (HIQA 2012; Saranto & Kinnunen 2009). Moreover (Fook 2003) 

states that clinical audit is the very essence of hospital governance and addresses problems by 

providing reliable systematic and unequivocal data to confirm or deny the quality of clinical 

services provided.  In addition, extending the use of interface terminologies to consumers 

(patients & relatives) could improve access to primary care services and support the acute care 

sector (Monsen et al. 2006). 

 

 

2.2.4  Standards for Nursing Records  
 

Standardised Terminologies are necessary to ensure semantic interoperability between 

healthcare disciplines, in relation to nursing practice. Several terminologies have been 

established to ensure a common standard between, and within healthcare disciplines. These 

are necessary to support and capture the diversity of practice, including the nurses assessment, 

diagnosis, planned interventions and measurable outcomes of patient care (Kim, Hardiker & 

Coenen 2014). Furthermore, (Barthold 2001) remarks that without standardised terms or a 

standard language the some information could be misconstrued because of the variety of terms 

used within nursing practice. Providing a framework for documentation, in the form of process 

(Björvell, Wredling & Thorell-Ekstrand 2002b), a practice model (Björvel, Wredling & Thorell-

Ekstrand 2003b; Darmer et al. 2006; Meehan 2003) and applying standardised terminologies 

(Strudwick & Hardiker 2016) allows for the reuse of data for communication (Barthold 2001; 

Rutherford 2008), evaluation (Jones et al. 2010a) and also contributes to improved quality and 

safe care (Menachemi & Collum 2011; Tastan et al. 2014).  It is critical to determine quality and 

define standards to avoid ambiguity of information and facilitate the reuse of healthcare data. 
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Professional nursing bodies (NMBI 2015) and government standards (Health Services Executive 

2011) regulate the minimum standards for recording of nursing practice in Ireland. Each country 

has to determine that national and international standards are met in relation to healthcare 

services including documentation e.g. the European Committee for Standardization (CEN), e.g 

International Organization for Standardization (ISO). The National Standards Authority of 

Ireland (NSAI) is the Irish standards body. (Timmermans & Berg 2003) differentiate standards 

into Design; Performance: Terminology; and Procedure for application in recording healthcare 

practice. Also, (Kim, Patricia C. Dykes, et al. 2011b) examined nursing documentation on paper 

form in preparation for computerised system and highlighted many problems such as non-

standardised documentation fields, frequent and inconsistent use of free-text descriptions 

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 complete. 

Some ISO standards that apply to electronic patient records include: 

× ISO 13606 1:2008(en) -> EHR Communication 
× ISO/TS 4441:2013(en) -> Security and privacy requirements in Electronic Health Record use 
× ISO/TS 13972:2015(en) -> Details Clinical models within healthcare 
× ISO 27789:2013(en) -> Audit trails for Electronic Health Records 

 

 

 

2.2.5  Terminologies & Data Quality for Nursing Documentation 
 

HIQA believe that the application of quality information supports superior care. Accessing real 

time data ensures quality of information and impacts on the care that will be delivered. This is 

because good quality timely information contributes to decisions which include medical and 

nursing diagnoses. A subsequent care plan, will be formatted in relation to patient information 

given verbally by the patient and data in the patient record. Stored data contributes to decision 

making and should be available in a timely manner to those who rely on it for critical decision 

making, (HIQA 2012).   

One of the many interpretations in defining data quality states:  

άǘƘŜ ǘƻǘŀƭƛǘȅ ƻŦ ŦŜŀǘǳǊŜǎ ŀƴŘ ŎƘŀǊŀŎǘŜǊƛǎǘƛŎǎ ƻŦ ŀ Řŀǘŀ ǎŜǘΣ ǘƘŀǘ ōŜŀǊ ƻƴ ƛǘǎ ŀōƛƭƛǘȅ ǘƻ ǎŀǘƛǎŦȅ ǘƘŜ 

needs that ǊŜǎǳƭǘ ŦǊƻƳ ǘƘŜ ƛƴǘŜƴŘŜŘ ǳǎŜ ƻŦ ǘƘŜ Řŀǘŀέ     (Arts, De Keizer & Scheffer 2002).  
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!ƭǘƘƻǳƎƘ Řŀǘŀ ǉǳŀƭƛǘȅ Ŏŀƴ ōŜ ŘŜǎŎǊƛōŜŘ ŀǎ Řŀǘŀ ǘƘŀǘ ƛǎ ΨŦƛǘ ŦƻǊ ǇǳǊǇƻǎŜΩ (Wang & Strong 1996), 

health care services should generate data that is adequately accurate, in a timely manner, 

reliable and consistent in order that competent decisions can be made for planning and 

delivering effective patient care, (Kerr, Norris & Stockdale 2007). (Keenan 1999) offers SNL as a 

unified language that describes care, that is understood by all nurses and conveys the concept 

that nurses should agree upon common terminologies to describe assessments, interventions 

and outcomes in relation to recording patient care. Similarly, (Bulechek & McCloskey 1995) 

describe the coding in Nursing Intervention Classification (NIC) as an aid to represent the very 

essence of nursing and (Herdman & Kamitsuru 2014a) show the Nursing Outcome Classification 

(NOC) as expected patient outcomes, developed to measure the effects of nursing ensuring 

patients at best return to their baseline on discharge from hospital.  

(Batini & Scannapieco 2006) explain the consequences of poor data quality on efficiency and 

effectiveness on organisations and businesses. They present issues or dimensions related to 

Řŀǘŀ ǉǳŀƭƛǘȅ ǎǳŎƘ ŀǎ ŀŎŎǳǊŀŎȅΣ ŎƻƳǇƭŜǘŜƴŜǎǎ ŀƴŘ ŎƻƴǎƛǎǘŜƴŎȅ ŀƴŘ Ǉƻƛƴǘ ǘƻǿŀǊŘǎ ά5ŀǘŀ vǳŀƭƛǘȅ 

Act in ǘƘŜ ¦ƴƛǘŜŘ {ǘŀǘŜǎ ŀƴŘ ǘƘŜ ά9ǳǊƻǇŜŀƴ нллоκфуέ ŀŎǘ ōǊƻǳƎƘǘ ƛƴǘƻ ŦƻǊŎŜΦ Collection, storage, 

use and sharing of personal data is protected by law under such acts as (Data Protection Act 

1988), and more recently the Global Data Protection Regulations (GDPR) (EU 2016). These act 

include new guidelines enforced on 25th May 2018 imposing heavy fines for organisations in 

non-compliance. 

Poor data quality increases healthcare costs (Menachemi & Collum 2011; Wang, Wang & 

McLeod 2018). It inhibits communication , obstructs obtaining measurements of performance 

and data for research purposes, (Cai & Zhu 2015; Linnen 2016; Pipino, Lee & Wang 2002; Vassar 

& Holzmann 2013).  

(Gunningberg, Fogelberg-Dahm & Ehrenberg 2009; Paans et al. 2010; Park & Lee 2015) 

examined the lack of data entered, either written or entered electronically, as opposed to 

ΨŀŎŎǳǊŀŎȅΩΦ ¢ƘŜȅ reported these deficiencies which mean that patient records are not a valid 

source of information on patient care and perhaps do not reflect the rationale behind the 

decision for the care planned and delivered (Blair & Smith 2012). (Matney et al. 2012) define 

ǎŜǾŜǊŀƭ ǊŜŎƻƎƴƛǎŜŘ ƴǳǊǎƛƴƎ ǘŜǊƳƛƴƻƭƻƎƛŜǎ ƻǊ {b[Ωǎ ǘhat contain nursing diagnoses. All of which 

have standard codes that allow data entry and retrieval in EHRs which improves 

communication, facilitates research and training.  (Scherb & Weydt 2009) infer that nursing 

practice is more easily defined when they have a better understanding of the interventions 

required in order to ensure particular outcomes are achieved for their patients. 
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Data Quality Assessment Dimensions  

Completeness, Accuracy and Consistency are dimensions measured when looking at the quality 

of data as (Cai & Zhu 2015), (Thoroddsen et al. 2013), (Batini et al. 2009), (Scannapieco, Missier 

& Batini 2005), (Zozus et al. 2014) explain these dimensions that were considered when 

collecting the QC-M audit.  

The (Institute of Medicine (IOM) 1999) published a report on a national effort to make health 

care safer and it opened with the well-ƪƴƻǿƴ ǇƘǊŀǎŜ ά¢ƻ 9ǊǊ ƛǎ IǳƳŀƴ to forgive divineέΦ hne 

important conclusion within the report referred to conditions, process and system failures as 

contributors suggesting that organisations should make it harder for healthcare staff to make 

mistakes. An example of this is to design health care systems where at every point of patient 

contact is made safer. This includes medication prescribing, medication administration and 

communication of patient data. Auditing of documentation is one way of making a system 

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

meet organisational or national standards. In an article on the consequences of poor data 

quality (Redman 1998) ǊŜŦŜǊǎ ǘƻ ǘƘƛǎ ŀǎ ΨŎǊŜŀǘƛƴƎ ŀƴ ŀǿŀǊŜƴŜǎǎ ƻŦ ǘƘŜ ǇǊƻōƭŜƳΩ from a business 

perspective acknowledges the difficulty in measuring data quality. Moreover, in the health care 

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

and perhaps avoid errors as (Findley & Daum 1989) ǎǘŀǘŜ ά²ƛǎŘƻƳ ŎƻƳŜǎ ŦǊƻƳ ŜȄǇŜǊƛŜƴŎŜ ŀƴŘ 

ŜȄǇŜǊƛŜƴŎŜ ŦǊƻƳ ƳƛǎǘŀƪŜǎΣ ōǳǘ ǘƘŜȅ ŘƻƴΩǘ ƘŀǾŜ ǘƻ ōŜ ȅƻǳǊ ƳƛǎǘŀƪŜǎέΦ  

 

 

 

2.2.6  Suggestions for Future study on topic of Nursing Documentation 
 

(Saranto et al. 2014) believe that nurseΩs opinions towards using SNL are generally positive but 

suggest additional education and support from hospital and nursing management will ensure 

benefits from SNL, (Johnson, Jefferies & Langdon 2010) presented the Nursing and Midwifery 

Content Audit Tool (NMCAT) as a method to measure the quality of documentation and 

believed it to be an effective tool. They called for language support software and education 

programs regarding writing skills to improve illustration of nursing documentation. Following on 

from this the authors tested a program on writing skills incorporating workshops and one to 
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one coaching (Jefferies et al. 2012) emphasising the need for nurses to critically appraise their 

documentation. This ensures its eloquence as a communication of patient care to all members 

of the multidisciplinary team. The program also explains and supports nurses to document the 

ǇŀǘƛŜƴǘΩǎ ŎƻƴŘƛǘƛƻƴΣ ŎŀǊŜ ƎƛǾŜƴ ŀƴŘ ǊŜǎǇƻƴǎŜǎ ǘƻ ǘƘŜ ŎŀǊŜ ǳǎƛƴƎ ǎǘŀƴŘŀǊŘƛǎŜŘ ǘŜǊƳƛƴƻƭƻƎƛŜǎ 

readily understood by all relevant readers of the nursing record. Interestingly, (Okaisu et al. 

2014) noted the importance of documentation in nursing practice and comment on obstacles in 

maintaining standards. Nevertheless the authors theorise that solutions to nursing problems 

are far more complicated than merely the education of staff. They believe that building a team 

(who already have the necessary skills) to participate in mandatory continuous professional 

development (CPD). Together with leadership and evidence based practice at the core will 

provide a more complete approach. There is, however training involved in CPDΩǎΦ  

(Ehrenberg & Ehnfors 1999) looked at the effects of education on documentation. This was 

carried out a control group not receiving education, who confidently presented significant 

improvements in content of the recording of nurse specific diagnoses, history taking, goals and 

discharge planning many of which are poorly reflected in many studies(Akhu-Zaheya, Al-

Maaitah & Bany Hani 2018; Blair & Smith 2012; Lees 2010; Prideaux 2011). While (Lindo et al. 

2016) revealed similar weaknesses in documentation practices. It suggested increased 

education as one such intervention towards improvement in documentation. In addition a 

suggestion was made for the need to focus particularly on discharge planning, nursing 

assessment and patient education. All which contribute to improved quality care and are poorly 

captured in nursing records.  

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

nursing practice, supporting daily care and improving patient safety (Saranto et al. 2014).   

(Rutherford 2008) claims that once the nursing language is standardised a term can be 

measured and coded. The codes can be used in the clinical or education setting. In principle SNL 

gives us standardised words for what we know, plan and do every day for patients. (Rabelo-

Silva et al. 2017), agree describing SNL as a set of terms used to label clinical findings involved in 

nursing assessments. (Tastan et al. 2014b) examined SNL and described nursing terminologies 

as a body of standardised terms for documenting the practice and science of nursing. In 

addition (Rutherford 2008) stresses the importance and capability of SNL not only to enhance 

communication among nurses and from nurses. It can be extended to 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 2016) points 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 nursing actions during the course 

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 of EHR (HSE 2016), 

outlining key developments thus far, for example national systems such as the New-Born 

Clinical Management Systems (NB-CMS), Medical Imaging Laboratory System (MedLIS), the 

Lighthouse Projects for epilepsy, haemophilia and bipolar disorder and ePharmacy. The 

contribution of nursing practice is often paper based and written on pieces of paper during a 

shift handover and doƴΩǘ ǊŜŦƭŜŎǘ the extent of the nurses work. Documentation of nursing action 

needs to be validated, as nurses attend patients every hour of every day from admission to 

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

ƻǊŘŜǊ ǘƘŀǘ ƴǳǊǎƛƴƎ ŎŀǊŜ ŎƻƴǘǊƛōǳǘƛƻƴ ƛǎ ŜƳōŜŘŘŜŘ ƛƴ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƘŜŀƭǘƘ ŎƘŀǊǘΣ and easily 

communicated across all members and levels of the healthcare sector, (Bruylands, M; Paans, W; 

Hediger, H; Muller-Staub 2013; Hardiker, Hoy & Casey 2000; Institute of Medicine 2011; 

Lundberg et al. 2008). 

Many studies report on the use, benefits, use and adaptation of Standardised Nursing 

Language(s) (SNL) in nursing documentation (Akhu-Zaheya, Al-Maaitah & Bany Hani 2018; 

Cynthia Lundberg et al. 2008; Kelley, Brandon & Docherty 2011b; Tornvall,Eva; Jansson 2017; 

Törnvall & Wilhelmsson 2008; Urquhart et al. 2009), many emphasise the need for education 

(Jones et al. 2010a) and further training (Gunningberg, Fogelberg-Dahm & Ehrenberg 2009) to 

ensure successful implementation. However, few studies report on the actual implementation 

process and the use of semi-electronic care plans incorporating a professional practice model 

(PPM). The use of semi-electronic care plans uses SNL and is a method of introducing nurses to 

the concepts of the language to be used in an electronic health record. (Gunningberg, 

Fogelberg-Dahm & Ehrenberg 2009) proposed that documentation in the electronic system will 

improve when nurses become more acquainted with SNL, the use of SNL in semi-electronic 

records will be looked at against paper records using traditional models of care.  



32 
 

 

Chapter Three [Methods] 

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 practices. The correlation between avoidable 

adverse events and poor standards of nurse record keeping both styles were audited, analysed 

and compared for differences. Finally, in relation to patient safety a total number 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. QC-M on TYC website, to take an in depth look 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 a prospective non-experimental, point prevalence chart review and cross-sectional 

analysis of pre-anonymised and aggregated data of the nursing assessment documentation and 

adverse events over a 2 month period. Chart reviews were from a total of four wards, two of 

which use a semi-electronic format incorporating SNL. They are currently being implemented 

across the hospital, and two using a paper based format, which is being currently phased out 

and replaced by semi-electronic care plans. The four wards are medical wards, one of which is 

short stay. However charts were only chosen for patients who had been admitted for at least 

seventy two hours. Each ward had a total of 30 to 35 patients. There was an average of 1 nurse 
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to 9 patients with between 2 ς 3 additional 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 selected using 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 template, questions, guidelines and audit criteria applied were the same for every 

chart. Raw data sets were entered into Excel, coded and prepared for insertion of analysis 

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

Green (RAG) zones to indicate compliance or non-compliance. 

3.1.1  Sample 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 Wards. All wards follow a specific nursing process 

which guides nurses towards an individual care plan, two ward locations use semi-electronic 

SNL and two  wards use paper based  documentation.  Documentation on the nursing 

assessment, using the open access audit tool as per HSE guidelines 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 

ΨǎǘǊƛƪŜǘƘǊƻǳƎƘΩ ŜƴǘŜǊŜŘΦ 

The number of 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 completed within 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 area. The usual number of charts audited 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 comparative 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 based tool entitled  (TYC) which was 

developed in the UK and adapted by  (NMPDU) QC-M as a measure to monitor patient safety 

and promote quality evidence based care, (Excutive 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 record. The audit 

tƻƻƭ ƛǎ ŀƴ ƻǇŜƴ ŀŎŎŜǎǎ ΨƴǳǊǎƛƴƎ ƳŜǘǊƛŎ ŀǳŘƛǘ ǘƻƻƭΩΦ tŜǊƳƛǎǎƛƻƴ, encouragement and guidance to 

use the tool and a guide for clinical audit is given by the HSE Quality and Improvement division,  

HSE Quality Improvement division, (2015), (HSE 2017), and (eHealth Ireland 2015). In addition 

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

process. Director of services NMPDU has also given permission to use the tool. Not all metrics 

that are on the open access document  (HSE 2017) will be used, and no additional 

metrics/questions will be added, Table 4 lists the questions used. Appendix 2 (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 to ensure consistent valid and 

equitable data suitable for comparison and analysis.  

¢ƘŜ ŦƻƭƭƻǿƛƴƎ ǉǳŜǎǘƛƻƴǎ ǿŜǊŜ ŀƴǎǿŜǊŜŘ ά¸9{έΣ άbhέ ƻǊ άbκ!έ όƴƻǘ ŀǇǇƭƛŎŀōƭŜύ ƛƴ ǊŜǎǇŜŎǘ ƻŦ 

each section outlined of the nursing record.  

 

 

TABLE 4 AUDIT TOOL INSTRUMENT QUESTIONS TO ASSESS QUALITY OF THE NURSING RECORD  

 

QUALITY CARE PROCESS 

METRIC  

QUALTY CARE PROCESS INDICATORS  

NURSING CARE PLAN: 

PERSONAL DETAILS 

o ¢ƘŜ LƴŘƛǾƛŘǳŀƭΩǎ ƴŀƳŜ ŀƴŘ IŜŀƭǘƘŎŀǊŜ wŜŎƻǊŘ bǳƳōŜǊ ŀǊŜ 
on each page 

o Presenting complaint/reason for admission/attendance and 
the date and time are recorded 

o Past medical/surgical history are recorded 
o The allergy status is clearly identifiable on relevant nursing 

documentation 
o Infection status/Alert is recorded 

NURSING CARE PLAN o A NurǎƛƴƎ /ŀǊŜ tƭŀƴ ƛǎ ŜǾƛŘŜƴǘ ŀƴŘ ǊŜŦƭŜŎǘǎ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭǎΩ 
current condition 

o All risk assessments have been completed within the set 
timeframe as per local organisational policy 
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o Nursing interventions are individualised, dated, timed and 
signed 

 

NURSING CARE PLAN: NMBI 

GUIDANCE 

o All entries dated and timed using 24-hour clock 
o All written records are legible and signed 
o All entries are in chronological order 
o All abbreviations/grading systems are from a national 

approved list/system 
o Alterations/corrections are as per NMBI guidance 
o All student entries are countersigned 

 

PRESSURE ULCER RISK 

ASSESSMENT 

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

o There is evidence of re-assessment of pressure ulcer risk in 
accordance with organisational policy 

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

o If identified at risk, a daily inspection has been recorded on 
the care plan/skin inspection chart 

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

 

FALLS RISK ASSESSMENT o A falls risk assessment was conducted on 
admission/transfer to the ward/unit, which was dated and 
signed by the assessing staff member 

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

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

DISCHARGE PLANNING o There is documented evidence of Discharge Planning 
o There is evidence of family involvement with discharge plan 
o A predicted date of discharge is documented 

 
 

 

 

 

3.2 Research Question  
 

άLƴ ŀǎǎŜǎǎƛƴƎ ǘƘŜ ǉǳŀƭƛǘȅ ŎŀǊŜ ǇǊƻŎŜǎǎ ǿƛǘƘƛƴ ƴǳǊǎƛƴƎ ŘƻŎǳƳŜƴǘŀǘƛƻƴΣ ŀǊŜ ǘƘŜǊŜ ŘƛŦŦŜǊŜƴŎŜǎ between 

ǇŀǇŜǊ ŀƴŘ ǎŜƳƛ ŜƭŜŎǘǊƻƴƛŎ ǊŜŎƻǊŘǎΚέ 
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Data was collected from the nursing section within patients record charts between April and 

May 2018. Data collected from the chart will be extracted using HSE QC-M, audit tool, or part 

thereof, see Appendix 2 last section for data set chosen for this dissertation. In order to ensure 

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

ǘǊŀƛƴƛƴƎ ǘƻ ōŜŎƻƳŜ ŀƴ ά!¦5L¢hwέ ǘƻ ŜƴǎǳǊŜ Řŀǘŀ ǿŀǎ ŎƻƭƭŜŎǘŜŘ ŀǎ ǇŜǊ ƴŀǘƛƻƴŀƭ ǎǘŀƴŘŀǊŘǎ ŀnd to 

avoid bias and errors.Data was analysed using descriptive statistical methods and content 

analysis. No patient shall be identifiable; all data will be collected and stored anonymously with 

no traceability as per national and organisational data protection 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 Acts 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 wŀǎ ǳǎŜŘ ŦƻǊ ŘƻŎǳƳŜƴǘŀǘƛƻƴΦ 9ǾŜǊȅ ǇŀǘƛŜƴǘΩǎ 

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. Anonymised data extracted from charts will remain on an 

Microsoft excel, coded and saved on researchers computer.  

 

 

3.4.1  Ethics Approval 
 

Approval was sought and granted from:  
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 Hospital Research and Innovation Committee,  

 Hospital Clinical Audit department  

 Quality/Risk department 

 Director of NMPDU (National Lead Quality Care-Metrics) 

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

 

3.5  Summary of Chapter Three 
 

Chapter three presented the study questions and the method used to address the 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 number of adverse events during the period the audit 

was conducted. It 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 study. The audit tool is 

robust and validated, and although it is available on open access additional permission was 

sought from the national lead in QC-M with full support and an offer for any additional support 

throughout the study.  

 

 

 

 

 

 

 

 

 

 

Chapter Four [Results] 

4.1  Introduction 
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Clinical audit was chosen to assess the documentation of nursing practice in newly introduced 

records and records that were being phased out. The introduction of a new PPM incorporating 

SNL within nursing documentation was implemented to improve adherence to legal and 

professional guidelines in relation to documentation of nursing care. In turn this should reflect 

on the standards in quality and safety of patient care, and ensure recording nursing practice 

format is compatible with electronic records to gain the benefits EHRs bring to healthcare 

services, (Darmer et al. 2006; Kent & Morrow 2014; Mahler et al. 2007; McGuire C 2014). The 

QC-M tool is used to collect cyclical data to measure standards of documentation. It is entered 

onto the TYC website for analysis. The QC-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 care. Data collected for the purpose of this thesis 

was collected on excel. Compliance is measured using traffic light system and referred to as 

άw!D ¢ƻƭŜǊŀƴŎŜέ ƛΦŜΦ  

Á Red scores are between 0 ς 79% and considered Non-Compliance 

Á Amber scores are between 80 -89% and considered Partial-compliance 

Á Green scores are between 90 -100% and considered Compliant 

Standard to which practice and subsequent data output for this study is measured against is the 

QC-M audit tool, (NMBI 2015) professional guidelines on documentation of practice for nurses, 

(Joint Commission International 2015) AOP.1.1; AOP.1.2 and data quality dimensions of quality, 

accuracy and timeliness (Scannapieco, Missier & Batini 2005). 

During collection of data QC-M guidelines were applied. Dimensions from 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 

accuracy and timeliness were considered in response to all metrics during assessment. If data in 

the nursing record for each metric item was not completed as per standard expected, then the 

answer ǿŀǎ ΨbƻΩ ŀƴŘ ǘƘŜ ǎŎƻǊŜ ȊŜǊƻΦ hƴ ǘƘŜ ƻǘƘŜǊ hand, if the item was completed the answer 

wŀǎ Ψ¸ŜǎΩ ŀƴŘ ǘƘŜ ǎŎƻǊŜ ǿŀǎ ƻƴŜΦ The initials N/A are indicated as not applicable, perhaps if 

there were not student entries, no risk for pressure ulcer or falls so no care plan expected. The 

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

4.1.1 Characteristics format for paper and semi-electronic documentation 
used to collect data  
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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 format and requirement 

fields such as demographics, admission details, past medical and surgical history. Both 

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

diagnoses and subsequent care plan was written in free text in paper format and in semi-

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

Data in every chart was audited as per NMBI QC-M guidelines and under data quality 

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

following categories as per audit tool:  

i) Nursing Care Plan -> eight data elements addressed including demographics, 

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

planned interventions.  

ii) Nursing Care Plan NMBI Guidance -> six data elements assessing minimum 

requirements expected. 

iii) Risk Assessment -> Falls  

iv) Risk Assessment -> Pressure Ulcer  

 

A summary of characteristics is displayed in Table 5 

TABLE 5 CHARACTERISTICS OF CHARTS CHOSEN FOR AUDIT 

 Medical Ward 1A  Medical Ward 1B Sample Size required 

as per QC-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% of patients on 

ward for a minimum of 

72 hours (n=6) per 

ward total (n=12) 

 Medical Ward 2A Medical Ward 2B  

Semi-Electronic 

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 semi-electronic nursing records: Nursing 
Care Plan: Personal  

           
The overall differences with compliance in completion of health care records between both 

formats in the nursing care plan ranged from 75% in paper to 95% in semi electronic format. 

This is a difference between being ranked non-compliant, Figure 5 and compliant Figure 6, in 

terms of national and professional expectations. However, the overall score for the 

organisations report is amber which is partial compliance at 85%, Figure 7. The target for each 

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

 

Paper records (n=30) scored less than 79% in four metrics, semi-electronic scored above 90% in 

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

in comparison, of the thirty semi-electronic records twenty-seven charts correctly identified 

and labelled a nursing diagnoses and completed an appropriate NNN care plan. Semi-electronic 

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% demonstrating significant difference overall that 

semi-ŜƭŜŎǘǊƻƴƛŎ ǊŜŎƻǊŘǎ ǿŜǊŜ ƳƻǊŜ ŎƻƳǇƭƛŀƴǘΦ  ¢ƘŜ ŎŀǘŜƎƻǊȅ άReflects current condition and 

Nursing diagnosesέ ǇŀǇŜǊ ǊŜŎƻǊŘǎ ǎŎƻǊŜŘ ƻƴƭȅ оо҈ ŎƻƳǇŀǊŜŘ ǘƻ {ŜƳƛ-electronic records at 

фл҈Σ ŀ ǎŜŎƻƴŘ ŎŀǘŜƎƻǊȅ άLƴǘŜǊǾŜƴǘƛƻƴǎ ŘŀǘŜŘ ϧ ǎƛƎƴŜŘέ ŀƎŀƛƴ ǎŜƳƛ-electronic records scored 

93% against only 43% in paper records. Paper records on the other hand contained a direct 

quote from the medical diagnosis clinical sheet and not an appropriate nursing language 

diagnosis with subsequent care plan. The plan of care was mostly free style written text and 

only contained a pre-ǇǊƛƴǘŜŘ Ǉƭŀƴ ƻŦ ŎŀǊŜ ƛŦ ŀƴ ŀǇǇǊƻǇǊƛŀǘŜ ΨŎŀǊŜ ōǳƴŘƭŜΩ ǿŀǎ ŀŘŘŜŘ ǘƻ ǘƘŜ ŦǊŜŜ 

text section.  

TABLE 6 GUIDE TO TRAFFIC LIGHT [RAG] TOLERANCE 

Traffic Light (RAG) Tolerance: 

Compliance: 90% - 100% 

Partial compliance: 80% - 89% 

Non-Compliance: 0 -79% 
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Paper charts: 

n=30 

 

 

 

 

 

 

 

Semi 

electronic 

charts: 

n=30 

 

 

 

 

 

 

 

 

 

 

Total 

Combined 

scores for 

paper and 

semi 

electronic: 

n=60 

 

FIGURE 6 NURSING CARE PLAN: PERSONAL DETAILS ~ PAPER RECORDS  

 

FIGURE 7 NURSING CARE PLAN: PERSONAL DETAILS ~ SEMI-ELECTRONIC RECORDS  

 

FIGURE 8 PERCENTAGE COMPLIANCE OF NURSING CARE PLAN: PERSONAL DETAILS ~ BOTH 

FORMATS 

0 5 10 15 20 25 30

Name & MRN every page

wŜŀǎƻƴ ŦƻǊ ŀŘƳƛǎǎƛƻƴ ŘŀǘŜŘΣ ǘƛƳŜŘΧ

Med & Surg History Recorded

Allergy Status

Infection Status

wŜŦƭŜŎǘǎ bǳǊǎŜǎ 5Ȅ ϧ /ǳǊǊŜƴǘΧ

Risk Assess within timeframe

Entries Date, time and signed

Paper Records ~Score Non-Compliant Red Zone 75% 

5 10 15 20 25 30

Name & MRN every page

wŜŀǎƻƴ ŦƻǊ ŀŘƳƛǎǎƛƻƴ ŘŀǘŜŘΣ ǘƛƳŜŘΧ

Med & Surg History Recorded

Allergy Status

Infection Status

wŜŦƭŜŎǘǎ bǳǊǎŜǎ 5Ȅ ϧ /ǳǊǊŜƴǘΧ

Risk Assess within timeframe

Entries Date, time and signed

Semi Electronic ~ score Compliant Green Zone 95%  

87%
100% 98%

90% 83%

62%

93%

68%

Name &
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page
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admission

dated,
timed &
signed

Med &
Surg
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Allergy
Status

Infection
Status

Reflects
Nurses Dx
& Current
condition

Risk Assess
within

timeframe

Entries
Date, time
and signed

Nursing Care Plan: Personal details  
Combined score 85% ~ Amber
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4.3  Comparison of paper and semi-electronic nursing records: Nursing 
Care Plan NMBI guidance 

  

The Nursing care plan NMBI guidance: section was compared in both forms in terms of 

accuracy, completeness and timeliness, acceptable data quality dimensions, which I note are 

also relevant and apply as per QC-M standards. However, if each dimension were not met such 

ŀǘ ΨŜǾŜǊȅ ŜƴǘǊȅ ŘŀǘŜŘΣ ǘƛƳŜŘ ŀƴŘ ǎƛƎƴŜŘέΣ ǘƘŜ ǎŎƻǊŜ ƛǎ ȊŜǊƻ ŀƴŘ ƛƴŘƛŎŀǘŜǎ non-compliance. In an 

EHR some fields are mandatory which ensures 100% compliance.  

Both forms of documentation revealed areas of non-compliance most notably student entries 

were not counter signed by a staff nurse, this metric revealed very poor compliance. Figures 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 the combined score to the unacceptable red 

zone of non-compliant.  

Figures 12 and 13 shows that only 16% of paper records, which is five out of thirty charts, 

dated, timed and signed each entry using the twenty-four-hour clock. Semi-electronic records 

were 100% compliant. Notably though, every chart in both formats had all entries in 

chronological order.  

 

 

n=30 

 

 

 

 

 

 

 

 

 
0 5 10 15 20 25 30

Date & timed 24Hr

Legible Ink & Signed

Chronological Order

Abbreviations approved

Errors_corrections

Std Entries Co signed

Paper Records~ Nursing Care Plan:NMBI Guide
score 62% Non Compliant  
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FIGURE 9 PAPER RECORD NMBI GUIDE SCORE 

 

 

 

FIGURE 10 SEMI ELECTRONIC RECORD NMBI SCORE 

 

 

 

FIGURE 11 COMBINED RECORDS: PERCENTAGE NMBI GUIDANCE SCORE 
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