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Abstract

Aim: To obtain an overview of existing evidence on quality criteria, instruments, and
requirements for nursing documentation.

Design: Systematic review of systematic reviews.

Data sources: We systematically searched the databases PubMed and CINAHL for the
period 2007—April 2017. We also performed additional searches.

Review methods: Two reviewers independently selected the reviews using a stepwise
procedure, assessed the methodological quality of the selected reviews, and extracted
the data using a predefined extraction format. We performed descriptive synthesis.
Results: Eleven systematic reviews were included. Several quality criteria were described
referring to the importance of following the nursing process and using standardized
nursing terminologies. In addition, some evidence-based instruments were described for
assessing the quality of nursing documentation, such as the D-Catch. Furthermore,
several requirements for formats and systems of electronic nursing documentation were
found that refer to the importance of user-friendliness and development in consultation
with nursing staff.

Conclusion: Aligning documentation with the nursing process, using standard
terminologies, and using user-friendly formats and systems appear to be important for
high-quality nursing documentation. The lack of evidence-based quality indicators
presents a challenge in the pursuit of high-quality nursing documentation.

Impact: There is uncertainty in nursing practice about which criteria have to be met to
achieve high-quality documentation.
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e Aligning documentation with the nursing process, using standard terminologies,
and using user-friendly formats and systems appear to be important.

e These findings can help nursing staff and care organizations enhance the quality
of nursing documentation.

1 INTRODUCTION

High-quality nursing documentation is essential for the quality and continuity of nursing care
(Jefferies, Johnson, & Griffiths, 2010; Matic, Davidson, & Salamonson, 2010; Paans, Nieweg, van der
Schans, & Sermeus, 2011; Urquhart, Currell, Grant, & Hardiker, 2009; Wang, Hailey, & Yu, 2011).
Nursing documentation can enhance effective communication between healthcare professionals,
which makes it vital for the patient's safety (Wang et al., 2011). Therefore, the quality of nursing
documentation is stressed internationally as being of the utmost importance (Blair & Smith, 2012;
Jefferies et al., 2010). However, several studies show that the quality of documentation is moderate to
poor (Miller-Staub, Lavin, Needham, & van Achterberg, 2006; Wang et al., 2011). We have conducted
a systematic review to obtain an overview of the existing evidence about nursing documentation, and
thereby help nursing staff achieve high-quality nursing documentation.

1.1 Background

Inadequacies in nursing documentation are frequently found in the documentation of patients’ care
needs, interventions, and progress reports (Paans, Sermeus, Nieweg, & Van der Schans, 2010;
Tuinman, De Greef, Krijnen, Paans, & Roodbol, 2017). These inadequacies are related to the fact that
the nursing process is not always used as the point of departure in the documentation (Blair & Smith,
2012). The nursing process is a relational, systematic, problem-solving method that facilitates nurses in
problem-solving, critical thinking, and clinical decision-making (Paans et al., 2011). The main elements
of the nursing process are: (a) assessment, (b) nursing diagnoses, (c) planning, (d) implementation, and
(e) evaluation and—if applicable—handovers (Bjorvell, Thorell-Ekstrand, & Wredling, 2000).

As the use of electronic health records steadily increases, the quality of nursing documentation
requires more attention than ever (Jefferies et al., 2010). A recent survey in the Netherlands showed
that 90% of the hospital nursing staff and 62% of the nursing staff in long-term older people care
already mainly or exclusively used electronic health records for documentation (Wouters et al., 2017).
Other Dutch and international studies show that nurses often experience problems in the digital
exchange of information about nursing care (De Groot, Paans, De Veer, & Francke, 2017; Lavin,
Harper, & Barr, 2015; Sockolow, Liao, Chittams, & Bowels, 2012). These problems are related to the
structure of the digital formats and the poor match between the different digital systems that nurses
use (De Groot, Paans, et al., 2017). Another challenge is that nurses in different healthcare settings use
a different professional vocabulary (i.e., words and terms) to describe elements of the nursing process
and nursing care (Lavin et al., 2015; Sockolow et al., 2012).

Unambiguous language is an important prerequisite for exchanging electronic information without the
risk of misinterpretation. By “unambiguous language” we mean in this regard that documented
information is open to only one explanation (Kieft et al., 2017; Randorff Hgjen & Rosenbeck Ggeg,
2012; Westra et al., 2015). Consequently, words and terms that healthcare professionals use can be
linked with each other in the digital systems (Kieft et al., 2018). Unambiguous language can facilitate
the exchange of electronic information throughout healthcare settings (Kieft et al., 2017). Besides,
using unambiguous language also creates opportunities for the reuse of information in, for instance,
nursing research or quality benchmarks.

However, the use of unambiguous language is not self-evident. In nursing practice, a wide variety of
terminologies are being used. Various terminologies are being used across and in different care
settings, as shown in a recent survey in the Netherlands (De Groot, De Veer, Paans, & Francke, 2017).
These terminologies are often developed locally; others are standard terminologies. The American
Nursing Association has recognized 12 standard nursing terminologies (e.g., the Omaha System, North
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American Nursing Diagnosis Association (NANDA), Nursing Interventions Classification, and Nursing
Outcomes Classification) (The Office of the National Coordinator for Health Information Technology,
2017). These terminologies—often known as classification systems—are intended as a guide for
documentation and to make sure that the nursing process is documented systematically and
unambiguously (Miiller-Staub, Needham, Odenbreit, Lavin, & van Achterberg, 2007; Tastan et al.,
2014). However, the words and terms used in the standard terminologies are themselves different,
which is particularly challenging in situations where nurses handover information to professionals in
other settings using different standard terminologies (Kieft et al., 2017).

So far, there is uncertainty in nursing practice about which criteria must be met to achieve high-quality
documentation, particularly about the challenges described.

2 THE REVIEW

21 Aim
The aim of this systematic review was to give insight into existing evidence from systematic reviews of
nursing documentation. The review questions guiding this systematic review were:

1.What quality criteria should nursing documentation meet?

More specifically:
1la. What quality criteria or indicators apply for aligning the documentation with the nursing process?
1b. What quality criteria or indicators apply for “unambiguous language”?

2.What instruments are available to give insight into the quality of nursing documentation?
3.What requirements apply for digital formats and electronic nursing documentation systems?

2.2 Design

A systematic review of systematic reviews was conducted that followed the methodological
recommendations of Smith, Devane, Begley, and Clarke (2011). We chose to review existing systematic
reviews, rather than individual studies, since we knew beforehand that there had already been some
relevant reviews. We wanted to compare the findings of these reviews so that we could give nursing
practice the best evidence available. In line with the recommendations of Smith et al. (2011), reporting
in this systematic review follows the guidelines in the PRISMA statement (Moher, Liberati, Tetzlaff,
Altman & PRISMA Group, 2009).

2.3  Search methods

In April 2017, searches were performed in the electronic databases PubMed and CINAHL for relevant
reviews published in 2007 or later. For 2007 as the start year was chosen as there has been a big rise in
the use of electronic health records in the past decade. Because our specific interest is in electronic
health records, a longer period therefore seemed inappropriate.

The search strategy was drafted in collaboration with a librarian and included the following terms
linked with AND and OR: ‘nursing’, ‘handoffs’, ‘records’, ‘documentation’, ‘quality’, ‘indicators’, and
‘accuracy’. For the full search strategies see Supporting Information Data S1.

In addition, searches were performed in the international guideline websites Guidelines International
Network, National Institute for Health and Care Excellence, and National Guideline Clearinghouse
(www.g-i-n.net; date accessed 24 April 2017, www.nice.org.uk; date accessed 24 April 2017,
www.guideline.gov; date accessed 24 April 2017) to identify guidelines involving relevant systematic
reviews. Furthermore, free text searches were conducted using Google, the references in the included
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publications were studied, and experts in the field of nursing documentation were consulted to
identify relevant reviews.

The review selection was performed using a stepwise procedure with the aid of the screening tool
Covidence (www.covidence.org). First, two authors (AF and KdG) independently reviewed the titles
and abstracts of the references identified in PubMed and CINAHL. Any discrepancies concerning the
inclusion or exclusion were resolved by discussion.

Secondly, the full texts of the references that remained were independently assessed for eligibility by
two authors (MT and KdG). A third author (AF) was consulted in case of disagreement between the
two authors.

The following eligibility criteria were used in the selection process. The publication had to:

1.describe quality criteria, quality indicators, or quality measurement instruments for nursing
documentation;

2.describe requirements for formats or systems of electronic nursing documentation;

3.concern nursing staff (whether or not combined with other professionals);

4.be published in English or Dutch;

5.be a systematic review, meaning any type of review that includes systematic review processes (i.e.,
the review describes questions or aims, inclusion criteria, and search strategies and searches are
conducted in PubMed and at least one other database); and

6.be published in 2007 or later.

2.4 Search outcome

The searches led to 3,088 references, after removing duplicates. Based on the title and abstract
screening, 3,044 references were excluded. Based on the full text assessments, a further 33
publications were excluded (see Supporting Information Data S2). Thus, the selection process resulted
in 11 systematic reviews for inclusion in this systematic review. The flow chart in Figure 1 outlines the
selection process.

[Figure 1]

2.5 Quality appraisal

Two authors (MT and KdG) independently assessed the methodological quality of all the included
reviews using the adapted version of the Assessing the Methodological Quality of Systematic Reviews
(AMSTAR) tool (Shea, Bouter, et al., 2007; Shea, Grimshaw, et al., 2007). The adaptations were in line
with the recommendations of Burda, Holmer, and Norris (2016) and concerned improvements for the
usability, reliability, and validity of the tool.

Even though the selected reviews mentioned different review designs, they all included systematic
review processes. Following the recommendations of Smith et al. (2011) the AMSTAR tool was
therefore judged as an appropriate tool to use.

Each review received an individual score between 0 and 10. These scores were classified as follows:
reviews with scores 0—4 were considered as low methodological quality, scores 5-8 were considered
as average quality, and scores 9—-11 were considered as high quality. Small discrepancies in the scores
of the two authors were easily resolved by means of discussion until consensus was reached.

The assessment of the methodological quality showed that only one review was of a high quality. Six
reviews were of average quality and four of low quality (Table 1). Most reviews scored poorly on the
items of “assessing the risk of bias in each study that was included,” “assessing the likelihood of
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publication bias,” “assessing the quality of the body of evidence,” and “including relevant grey
literature.” Five reviews did not report their source of funding and one review received no funding
(Table 1). The funding sources for the other five reviews were not likely to be a source of bias in the
review's conclusions. Irrespective of the AMSTAR score, all the selected reviews were used for the
extraction of data since they all contained relevant data for answering the research questions.

[tablel]

2.6 Data abstraction

The selected reviews were divided among two authors (MT and KdG), who independently extracted
the data based on a predefined extraction format. The key findings that were extracted were the type
of documentation, general quality criteria, quality criteria concerning the nursing process, quality
criteria concerning unambiguous language, instruments used to measure the quality of nursing
documentation, requirements for electronic nursing documentation, and prerequisites for electronic
nursing documentation.

Another author (WP) cross-checked the content of the extraction table for accuracy and
completeness. Based on this check, only small adjustments had to be made in the extraction table. The
extraction table provided the contents for Tables 2-4.

[table 2] [table 3][table 4]

2.7 Synthesis

Since the reviews concerned studies with heterogeneous study methods, a meta-analysis was not
possible. We therefore performed a descriptive synthesis of the results. The findings in the Results
section and the Conclusion section are discussed in relation to the methodological quality of the
reviews. The conclusions in this systematic review were based on the conclusions and results that
were presented in the included reviews. This method of synthesis is the same as that used in other
systematic reviews of systematic reviews (Francke, Smit, De Veer, & Mistiaen, 2008; Mistiaen, Francke,
& Poot, 2007).

3 RESULTS

3.1 Study characteristics

All of the included reviews present relevant information for answering the review questions. The 11
reviews cover a total of more than 450 research publications (with some overlap), mainly from
Western Europe and America. Most of the underlying studies concern descriptive qualitative,
guantitative, or mixed-method studies.

The reviews aim to give an overview of existing evidence on aspects of nursing documentation in
general, or on electronic documentation in particular. The reviews focus on identifying the
determinants of effective and safe documentation, giving a better understanding of terminologies or
categorizations for documentation and identifying quality requirements and/or the effects of methods
for documentation. Three reviews compare different terminologies and categorizations for nursing
documentation (Blair & Smith, 2012; Flemming & Hibner, 2013; Urquhart et al., 2009).

Ten reviews focus specifically on nursing documentation. One review concerns general
documentation, including documentation by nurses and other professionals (Flemming & Hubner,
2013). Three reviews focus on documentation in hospitals (Kelley, Brandon, & Docherty, 2011; Paans
et al., 2011; Staggers & Blaz, 2013) and one concentrates on long-term care (Meissner & Schnepp,
2014). The remaining seven reviews either cover all care settings or do not specify the care setting.
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Eight of the included reviews focus on different forms of nursing documentation, including paper and
electronic documentation. Three of these reviews also included studies of verbal handovers (Matic et
al., 2010; Riesenberg, Leitzsch, & Cunningham, 2010; Staggers & Blaz, 2013). Two reviews looked
exclusively at electronic documentation (Flemming & Hiibner, 2013; Meissner & Schnepp, 2014) and
one review did not specify the documentation method (Jefferies et al., 2010).

3.2 Quality criteria for nursing documentation in relation to the nursing process and
unambiguous language

No detailed quality indicators for nursing documentation with performance norms, numerators,

denominators, and measurement instructions were found. Nevertheless, the reviews did mention

some more generally formulated quality criteria or requirements (see Table 2).

Four reviews state that a quality criterion for nursing documentation is that it must be aligned with the
stages of the nursing process (Blair & Smith, 2012; Flemming & Hibner, 2013; Paans et al., 2011; Wang
et al., 2011). For example, the review by Blair and Smith (2012) describes the methodological approach
to documentation of considering the observations, interventions, and outcomes of care. They also
state that alignment with the nursing process can be achieved through the use of categorizations, that
is, a Swedish model describing well-being, integrity, prevention, and safety (the VIPS model), a format
describing subjective data, objective data, assessment, plan, intervention, evaluation and revision
(SOAP/SOAPIE), a format describing the history, observation, assessment and plan (HOAP), and a focus
charting format (see Box 1 in Supporting Information Data S3).

The review by Flemming and Hiibner (2013) mentions the use of the nursing process in the sense of a
care plan that must be present at a handover. This care plan must document the interventions that are
being performed, with supporting arguments for the choices that have been made.

Paans et al. (2011) also emphasize the documentation of supporting arguments for the choices that
have been made, but then specifically in the case of nursing diagnoses as an important step in the
nursing process. Nursing diagnoses should be formulated on the basis of assessments and
conversations with the patient, and observations of the patient. In this context, the review by Paans et
al. (2011) recommends applying clinical reasoning and using the problem-aetiology-symptoms (PES)
structure.

The review by Wang et al. (2011) argues that the content of nursing documentation should correspond
to five steps, namely assessment, diagnosis, goal, intervention, and evaluation.

In addition to alignment with the nursing process, seven of the 11 reviews mention the use of standard
terminologies as a way of improving the accuracy of documentation (Blair & Smith, 2012; Flemming &
Hlbner, 2013; Paans et al., 2011; Riesenberg et al., 2010; Staggers & Blaz, 2013; Urquhart et al., 2009;
Wang et al., 2011). Box 1 gives an overview of terminologies and categorizations that are mentioned
frequently in the reviews (see Supporting Information Data S3).

The review by Blair and Smith (2012) states that the use of electronic documentation involves a
professional challenge in standardizing the words and terms used to create a language that can be
used by all nurses in all healthcare settings. Wang et al. (2011) also stress the importance of a
standardized nursing language, given that this uniform, controlled list of terms makes it possible to
gather data on patients and the delivery of nursing care.

However, Riesenberg et al. (2010) mention in their review that in the specific case of handovers, there
is unlikely to be a single standardized format available that will be appropriate for all settings where
nurses work. Urquhart et al. (2009) also state that the formats for effective nursing documentation are
likely to be just as diverse as nursing practice itself.

This is a Nivel certified Post Print, more info at nivel.nl \f)? NIVEL 6



We also considered the extent to which the existing quality criteria or requirements are evidence-
based. As is clear from the above, the 11 reviews make statements about criteria that are important
for good documentation. However, the strength of the evidence for these statements depends on two
aspects. Firstly, it depends on the methodological quality of the reviews themselves; with the
exception of the review by Urquhart et al. (2009), the quality of all the reviews was average or poor
(see Table 1). Secondly, it depends on the strength of the evidence in the underlying studies. For
example, three reviews conclude that there is some evidence (based on underlying studies) that the
nursing process should be followed in the documentation (Blair & Smith, 2012; Paans et al., 2011;
Wang et al., 2011). Furthermore, three reviews conclude that there is some evidence (based on the
underlying studies) for the use of standard terminologies in nursing documentation (Flemming &
Hlbner, 2013; Paans et al., 2011; Wang et al., 2011).

3.3 Instruments for measuring quality nursing documentation

This review also focused on measurement instruments that can give insight into the quality of nursing
documentation. Five reviews describe evidence-based instruments for measuring the quality of
nursing documentation; see Table 3 (Flemming & Hlibner, 2013; Matic et al., 2010; Paans et al., 2011;
Riesenberg et al., 2010; Wang et al., 2011).

The review by Paans et al. (2011) describes the Quality of Nursing Diagnosis instrument and the Dutch
D-Catch instrument. The D-Catch instrument was originally developed to measure the accuracy of
nursing documentation in hospitals (Paans et al., 2011). This instrument is based on the Cat-ch-Ing
instrument, which is also described in the review by Wang et al. (2011). Specific items in the D-Catch
and Cat-ch-Ing instruments focus on the quality of documentation of the nursing process. Other
instruments mentioned by Wang et al. (2011) include Ehnfors and Smedby's comprehensiveness-in-
recording instrument and the Quality of Nursing Diagnoses Interventions and Outcomes (Q-DIO)
instrument. Specific items in the Q-DIO instrument concern the documented nursing diagnosis,
interventions, outcomes, and their internal relationships. In addition, the reviews mentioned several
checklists and minimum datasets that are derived from the Situation, Background, Assessment and
Recommendation (SBAR) categorization (Flemming & Hiibner, 2013; Matic et al., 2010; Riesenberg et
al., 2010).

3.4 Requirements for electronic nursing documentation
The review also considered requirements for formats and systems of electronic nursing
documentation (see Table 4).

While the Cochrane review by Urquhart et al. (2009) did not yet show any evidence of measurable
differences between electronic and paper documentation in the effects on nursing care or patient
outcomes, the more recent review by Flemming and Hiibner (2013) did give some evidence of the
superiority of electronic documentation compared with documentation on paper.

Two reviews shed light on the specific quality requirements for electronic documentation, particularly
with regard to user-friendliness and the investment in terms of time or workload. Matic et al. (2010)
conclude that the effectiveness of electronic formats for documentation depends on the quality and
design of the software. The review by Meissner and Schnepp (2014) lists a large number of quality
requirements for electronic documentation, such as easy to access, easy to read, and easy to check
and monitor information. All quality requirements mentioned by Meissner and Schnepp (2014) are
presented in Box 2 in Supporting Information Data S3.

Five reviews also give specific preconditions or risks for electronic documentation.

The review by Meissner and Schnepp (2014) describes the following conditions: support for staff in
determining what and which problems they should record, training for staff, and appropriate
hardware, software, and technical functionality.
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The reviews by Flemming and Hiibner (2013), Riesenberg et al. (2010) and Staggers and Blaz (2013)
emphasize the importance of using standard formats for documentation. At the same time, Flemming
and Hibner (2013) warn that the standard formats must not prevent a comprehensive account from
being recorded. Prestructured formats sometimes appear unable to accommodate the important
subjective and prospective information that is needed to tell the “whole story”. Riesenberg et al.
(2010) and Staggers and Blaz (2013) state that the standard formats must be customized to fit each
area of nursing.

The review by Kelley et al. (2011) also mentions the advantages of prestructured formats, such as
selection options and drop-down menus. At the same time, this review also points to the risks of
structured formats, namely that nurses will not consider the actual nursing process so much, that the
copy-paste function will encourage the copying of data that is no longer valid or accurate and that
nurses will not give a complete description of the patients’ situations. For the design and optimization
of electronic formats, Kelley et al. (2011) propose basing these formats on the patient information that
is necessary to ensure the delivery of safe care.

4 DISCUSSION
This systematic review of systematic reviews is the first to give an overview of the best available
evidence about nursing documentation for nursing practice.

Firstly, this systematic review focussed on quality criteria for nursing documentation. The results show
that quality indicators with performance norms are lacking. Despite the lack of these indicators, the
reviews included do mention quality criteria for nursing documentation. Most reviews point out that
nursing documentation needs to be aligned with the nursing process to obtain higher quality
documentation (Blair & Smith, 2012; Flemming & Hiibner, 2013; Paans et al., 2011; Wang et al., 2011).

The reviews also describe a wide range of terminologies and categorizations and refer to the
importance of using standard terminologies (e.g., the Omaha System or NANDA) and standard
categorizations (e.g., SBAR) (Blair & Smith, 2012; Flemming & Hibner, 2013; Paans et al., 2011;
Riesenberg et al., 2010; Staggers & Blaz, 2013; Urquhart et al., 2009; Wang et al., 2011). This wide
range is remarkable, although in line with recent survey research identifying a great variety of
terminologies and categorizations being used by nurses in different healthcare settings (De Groot, De
Veer, et al., 2017). Often the same terminology or categorization is used in a given setting, but there is
much variation between settings (De Groot, De Veer, et al., 2017). For example, the terminology
Omaha System is often used in home care in the Netherlands, but not in hospital settings (De Groot,
De Veer, et al., 2017). Besides, locally developed terminologies or categorizations are frequently used
(De Groot et al., 2017).

Though the diversity in terminologies and categorizations is understandable given the diversity of
nursing practice itself, it can cause problems in handover situations in particular. Previous research has
shown that an unambiguous language is needed for exchanging information between settings without
a risk of misinterpretation (Kieft et al., 2017; Lavin et al., 2015; Randorff Hgjen & Rosenbeck Ggeg,
2012; Sockolow et al., 2012; Westra et al., 2015). For a genuine unambiguous language that applies
across settings, the information from the current standard terminologies and categorizations used for
nursing documentation has to be linked (Kieft et al., 2018). In the Netherlands, various national parties
(including the Dutch Nurses Association) recently recommended incorporating the standard medical
terminology SNOMED CT into the digital systems for nursing documentation. Using SNOMED CT does
not mean that other terminologies have to disappear. The standard terminologies currently used by
nurses, for example the Omaha System or NANDA, can continue to be used. SNOMED CT formes, as it
were, an unambiguous language bridge between the existing systems (Kieft et al., 2017, 2018).

This development towards an unambiguous language could be essential for the quality of nursing
documentation and for the patient's safety, particularly in handover situations. Besides, an
unambiguous language can also help obtain data that can be used for multiple objectives: not only for
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documentation in nursing practice, but also for nursing research and quality benchmarks (Verheij,
Curcin, Delaney, & McGilchrist, 2018; Wang et al., 2011).

Secondly, this systematic review focussed on evidence-based instruments for measuring the quality of
nursing documentation. Several instruments (e.g., the D-Catch instrument and the Q-DIO instrument)
were found which tie in with the quality criterion of aligning nursing documentation with the nursing
process (Paans et al., 2011; Wang et al., 2011). These evidence-based instruments could provide a
framework for the further development of quality indicators with performance norms that could give a
clear indication of the quality of nursing documentation. In this development trajectory, it is important
to formulate norms for good-quality documentation that relate to the accuracy and efficiency of
documentation, as suggested by the quality criteria that were found in this systematic review (Blair &
Smith, 2012; Flemming & Hiibner, 2013; Jefferies et al., 2010; Kelley et al., 2011; Matic et al., 2010;
Meissner & Schnepp, 2014; Paans et al., 2011; Riesenberg et al., 2010; Staggers & Blaz, 2013; Urquhart
et al., 2009; Wang et al., 2011). Recently, some initial steps have been taken in international nursing
research towards such quality indicators, including norms for good-quality documentation (Mdller-
Staub, De Graaf-Waar, & Paans, 2016).

Finally, this systematic review also focused on the requirements for electronic nursing documentation
formats and systems. The reviews showed that electronic nursing documentation is preferred over
documentation on paper, but it must be user-friendly and not require much investment in time
(Flemming & Hibner, 2013; Matic et al., 2010; Meissner & Schnepp, 2014). To meet the precondition
of user-friendliness, it is recommended that the digital formats and systems are developed in
cooperation and discussion with nursing staff (Urquhart et al., 2009). There may be a task here for
individual nurses, care organizations, and nurses’ professional associations. In addition, the
involvement of nurses in determining what should be recorded and training for nurses are important
requirements (Meissner & Schnepp, 2014; Urquhart et al., 2009).

Besides, this systematic review also indicates that standard formats play an important role in
electronic documentation, given that these formats do not prevent nurses from documenting
important information that is needed to tell the “whole story” about the patient. Room should always
exist in the records for narrative texts detailing the unique situation of the individual patient
(Flemming & Hibner, 2013; Kelley et al., 2011).

Furthermore, similar to the variation in nursing terminologies or categorizations, the standard formats
used in nursing practice also vary. Riesenberg et al. (2010) and Urquhart et al. (2009) note that there is
no single structured format appropriate for the entirety of the diverse nursing practice. The reviews of
Riesenberg et al. (2010) and Staggers and Blaz (2013) recommend that formats for nursing
documentation should be tailored for specific nursing settings. This recommendation would increase
the diversity in formats and could therefore negatively affect the comparability and linkage of nursing
documentation. On the other hand, tailoring could enhance effective communication between nurses
in a setting and therefore ensure the quality and safety of nursing care (Wang et al., 2011). Following
the quality criteria that were found in this systematic review of systematic reviews, it is important that
standardized nursing terminologies related to the nursing process remain the point of departure when
customizing the digital formats and systems (Miiller-Staub et al., 2016).

4.1 Limitations

Considerable research has been done to date on nursing documentation, as it became clear from the
11 systematic reviews involving a large number of underlying studies. The strength of this systematic
review of systematic reviews is that it presents an overview of the state of the art of research done in
this field. However, none of the systematic reviews included covered the last 5 years of research on
this topic. This may be an issue, especially in a field in which technology and innovation have evolved
quickly in the last years.
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Another limitation of this review is that with one exception, the quality of the reviews included was
average or low. This means that firm conclusions cannot be drawn. However, the results from this
review do point in certain directions. Though quality indicators could not be extracted, the reviews
showed various quality criteria, instruments, and requirements for nursing documentation.

5 CONCLUSIONS

In this systematic review of systematic reviews, several quality criteria for nursing documentation
were found referring to alignment with the stages in the nursing process and the use of standard
terminologies. However, unambiguous language is not yet self-evident in nursing practice, where
multiple standard terminologies are being used. SNOMED CT could offer a solution by linking the
different terminologies and leading to an unambiguous language.

Furthermore, requirements were identified for formats and systems for electronic nursing
documentation. It is important that these formats are user-friendly and are developed in consultation
with nursing staff. For providing insight into the quality of nursing documentation, various evidence-
based instruments are available that tie in with the quality criteria found. Despite these conclusions,
quality indicators with clear performance norms for nursing documentation are still lacking, which is a
challenge for future research.
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TABLE 1 Methodological quality and funding source of the reviews included
AMSTAR scores”

Total
Question Question Question Question Question Question Question Question Question Question Question Queston AMSTAR Methodological

Study ID i x 34 4 5t - 7 g 9 10+ 11' 2% score quality Funding source

Blair and 1 1 4] o 4] 0 4] o 1 o 1] o 3 Low Not reported
Smith (2012)

Flemming and 1 1 0 1 1 1 0 1 1 [} 1 ] 8 Average European Regional Development
Hiibner (2013) Fund (ERDF) and the Federal

State Lower Saxony, Germany

Jefferies et al 1 1 1 o 1 1 1 o V] o 1] ca. 6 Average Not reported
(2010)

Kelley et al 1 1 4] o 4] 1 4] o V] o 1] ca. 3 Low Not reported
(2011)

Matic et al 1 1 1 o 0 0 0 o ) o 0 ca. 3 Low Not reported
(2010)

Meissner and 1 1 0 o 1 1 0 0 1 0 1 0 6 Average Mo funding source from any
Schnepp agency
(2014

Paans et al 1 1 0 1 0 1 0 o 1 o 1 ca. 6 Average Brink&Research and Development
(2011) Association, Utrecht, the

Netherlands

Riesenberg 1 1 0 1 1 1 0 1 1 o 1 ca. 8 Average Not reported
et al. (2010)

Staggers 1 1 0 1 0 1 0 1 1 ] 0 ca. 6 Average Internal research grant from the
and Blaz College of Nursing, University
(2013) of Utah

Urquhart 1 1 1 1 1 1 1 1 1 1 1 ca. 11 High The Wales Office of Research
et al. (2009) and Development in Health

and Social Care; Department

of Health (England) Incentive

Scheme for Cochrane reviews
and updates

Wang 1 1 0 o 0 1 0 o 1 o 0 ca. 4 Low Australia Research Council (ARC);
et al. (2011) Aged and Community Services

Australia; llawarra Retirement
Trust; RSL Care; Uniting Care
Ageing South Eastern Region;
Warrigal care

SAMSTAR scores: O = no/1 = yes/c.a. = cannot answer. "Question 1 = Were the review questions and inclusion/exclusion criteria clearly defined prior to executing the search strategy? “Question 2 = Was a
comprehensive literature search performed? “Question 3 = Was relevant grey literature included in the review? *Question 4 = Was there duplicate study selection and data extraction? 'Question 5 = Was a
list of studies (included and exduded) provided? Question 6 = Were the characteristics of the included studies provided? "Question 7 = Was the risk of bias assessed for each included study, taking into
account important potential confounders and other sources of bias relevant to the review question? '‘Question 8 = Was the quality of the body of evidence appropriately assessed and considered in formu-
lating the conclusions of the review? Question ¢ = Were the data appropriately synthesized in a qualitative manner and if applicable, was heterogeneity assessed? “Question 10 = Was the likelihood of
publication bias assessed? 'Question 11 = Were conflicts of interest disclosed for all of the review authors and was the funding source of the review and of each study within the review reported? ™Ques-

tion 12 = Were relevant subgroups considered in the review process, analysis, and conclusions?

TABLE 2 Extraction table giving quality criteria for nursing documentation

Study ID and methodological quality
Blair and Smith (2012) Low quality

General quality criteria for nursing documentation

Concise/brief, clear, accurate, and useful/relevant
information; structured; no repetitive information;
reflecting the nursing process; imited use of
abbreviations; legible and legally prudent; not
disease-focused but patient-centred; and evidence of
clinical decision-making and critical thinking

Flemming and Hilbner (2013) Average quality Accurate and up to date; complete, relevant, clinically

Quality criteria concerning the nursing process
Nursing documentation must reflect the observations,
actions and outcomes of care

Evidence of clinical decision-making and critical
thinking must be documented

Use of the focus charting method is recommended

Several models reflecting (steps in) nursing process
are mentioned, viz: VIPS model; SOAP/SOAPIE;

HOAP; Focus charting method (DAR and AIE)

To-dos and care plan, rationale of plan, traceability of

necessary, congruent, personalized, both i e

must be

{numbers/facts) and subjective, both retrospective
and prespective, with commen set of information for
various professions
Containing both factual patient information and
detailed personal information on specific items (e
reason for admission, clinical condition/acive
medical problem, medication, and other treatments,
to-dos and care plan, rationale of taskiplan),
information on disagreement and anticipatory
guidance or recommendations, traceability of
decisions
Jefferies et al. (2010) Average quality 1. Mursing documentation should be patient centred;
2. Nursing documen tation must contain the actual
work of nurses including education and
psychosocial support;
. Nursing documentation is written to reflect the
objective clinical judgement of the nurse;
4. Nursing documen tation must be presented in a
logical and sequential manner;
MNursing documentation should be written
(ontcmpuranmu;\y, or as events occur;
MNursing documentation should record variances in
«care within and beyond the healthcare record;
MNursing documentation should fulfil legal
requirements

Documentation should be based on the patient
information needed to give safe high-quality care

w

]

o

~

Kelley et al. (2011) Low quality

Matic et al. (2010) Low quality Information must be patient-centred and less
subjectively documented to inform clinical decision-

making
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Not defined

Not defined

Not defined

Quality eriteria concerning

nursing terminologies and

unambiguous language

NANDA is mentioned as a tool to
enhance the quality of nursing
documentation

The professional challenge of
standardidng the language used
is mentioned

Use of the SBAR method is
recommended to structure and
systematize information

Mot defined

Mot defined

Not defined

(Continues)
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TABLE 2 (Continued)

Study ID and methodological quality
Meissner and Schnepp (2014} Average quality

Paans et al. (2011} Average quality

Riesenberg et al. (2010} Average quality

Staggers and Blaz {2013} Average quality

Urquhart et al. (2009) High quality

‘Wang et al. (2011) Low quality

General quality criteria for nurdng documentation

Continuous and complete information. Factually and
professionally correct

Providing a broad and haolistic view of resident.

Consistent and legible

Clear diagnostic language, clinical reasoning, PES
structure

Accurate, congruent, and complete

Information completeness, accuracy, effectiveness,
and efficiency

Quality aspects of nursing documen tation: overall
quality, legibility, and guantity of decumentation;
number of nursing diagnoses, (vital) signs,
interventions, and activities documented; time
needed for documentation, ime spent on logging
and validation activities, time needed for shift
change, time needed for the reviewing and writing
of medical and nurses' notes

Three dimensions of nursing documentation:

Format and structure: quantity of records;

Quality criteria concerning the nursing process
Mot defined

A central element of the nursing process is how
nurses derive a nursing diagnosis based on clinical
assessments, interviews, and observations

Evidence of clinical reasoning must be documented

Not defined

Mot defined

Mot defined

Content of nursing documentation should comespond

with the five steps of the nursing process:

o legibility; r s i use

of abbreviations.

Process: signature; designation; date; timeliness;
regularity of documentation; accuracy of
documentation content in relation to reality

Content:

- comprehensiveness of data such as nursing history,
status, baseline data, discharge summary, care needs
and steps in nursing process

- appropriateness in relation to particular care issue,
connected to clinical policies or guidelines,

{PES format) and steps in nursing process

Diagnosis, Goal, Intervention, Evaluation

Quality criteria concerning
nursing terminologies and
unambiguous language
Mot defined

Clear diagnostic language is
recommended, for example, by
using the NANDA classification

Use of formats such as the PES
structure is recommended

Use of standardized nursing care
plans is mentioned

SBAR is mentioned as the most
frequently cited mnemonic

Use of SBAR is mentioned

ICIS is mentioned

Use of standardized nursing

terminalogy is recommended, for

example, ICNP, NANDA, NIC,
NOC

Etc. (see Table 3 in Wang et al.,
2011)

Standardized nursing language is
mentioned as an essential

requirement for aggregating data

from electronic documentation
systems

Motes. PES: problem-actiology-symptoms; SOAP/SOAPIE: subjective data, objective data, assessment, plan, intervention, evaluation and revision; HOAP: history, observation, assessment and plan; SBAR: Sit-
uation, Background, Assessment and Recommendation; ICNP: intemational classification of nursing practice; NANDA: North American Mursing Diagnosis Association; NIC: Mursing Intervention Classifica-

tion; NOC: Nursing Outcome Classification

TABLE 3 Extraction table giving instruments for measuring the quality of nursing documentation

Study ID and methodological quality

Blair and Smith (2012) Low quality

Flemming and Hiibner (2013) Average quality
Jefferies et al. (2010) Average quality

Kelley et al. (2011) Low quality
Matic et al. (2010) Low quality

Not defined

Not defined
Not defined

Development of minimum datasets is recommended

Not defined

Meissner and Schnepp (2014) Average quality
Paans et al. (2011) Average quality

Riesenberg et al. (2010) Average quality
Staggers and Blaz (2013) Average quality
Urquhart et al. (2009) High quality
Wang et al. (2011) Low quality

Several available instruments are described:

Instruments used for measurement of the quality of nursing documentation

Structured checklists, mnemonics, or minimum data sets derived from SBAR are recommended

D-Catch instrument; the QOD; the Scale for Degrees of Accuracy; and the Q-DIO

Mnemonics are identified, based on SBAR
Not defined
Not defined

Four most commonly used instruments: Ehnfors and Smedby's comprehensiveness-in-recording
instrument; the Cat-ch-Ing instrument; Q-DIO instrument; and an audit protocol for
documentation of the assessment, treatment, and prevention of pressure ulcers

Notes. SBAR: Situation, Background, Assessment and Recommendation; QOD: quality of nursing diagnoses; Q-DIO; quality of nursing diagnoses inter-

ventions and outcomes.
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TABLE 4 Extraction table giving requirements for electronic nursing documentation

Study 1D and

methodologica guality  Reguirements for electronic nursing documentation

Blair and Smith (2012 User-friendly clinical systems and tools

Loww quality Easy access; easy to use, locate, and retrieve information; quidk
and effident, not time consumingditte worldoad, supporting
problem-zolving lencouraging the identification of patient
problems and to link those problems to functional heatth
pattems); can be used by many health disdplinesiprofessionals
[Mote: not spedfically concerning electronic dooumenta tion]

Flemming and Hiibrer Blectronic patient record systems play an important role in
(2013) Average quality  documenting up to date patient information in a structured
way (mostly retrospective facts), but lack important pleces of
information (prospective and subjective) to support
communicating “the full story® of the patient
Both qualitative (holistic, subjective) information and numbers
(facts) are nesded for “the full story® of a patient
There is some evidence for the superiority of electronic
handover systems compared to paper-hased approaches: 10
out of 16 *pure evaluation studies” (pre-post-design) supported
this superiority. With an overall ranking: 1. computerized and
discussed, 2. in-person handovers, 3. technology only

Jefferies et al (2010) Mot defined
Average quality
Kelley et al (2011) Low Mot defined
quality
Matic et al. Efficacy of electronic tooks is dependent on the guality of the
12010) Low quality programme and its design
This review showed some potential advantages of electronic
tools

Meissner and Schnepp  Easy access to charts and medical information; offering a fast

(2014) Average quality  overvew; easy to read; readily available; easy to chedk and
monitor information on care, activities, regulatory compliance
tssues, staff education needs; performance appraisal; easy to
enter data; providing automatic alerts to help check plausibility;
enabling a quick response to residents’ care needs; enabling
quicker and easier care dedisions; simplifying/facilitating daily
work saving time

This is a Nivel certified Post Print, more info at nivel.nl

Preconditions for electronic nursing documentation

Continuing education should be timely, readily available
and particulady fooused on disgnostic reasoning and
critical thinking

Infomation technology, electronic record keeping,
computer equipment, portable computers

Standardizing the language used

Managing the change from paper to eledtronic records

Computer experience (staff]

Support from staff

Documenting throughout the shift jrather than waiting
until the end)

Combine with effective fverbal) communication

Structured forms and data-sheet-based handovers must
not detract clinicians’ attention from critical care
zsues; the structured nature must not be a problem
for summarnizing the clinical case

Mot defined

Predetermined drop-down menus can be beneficial to
some nurses, but potential risks of the spructured
format andior dectronic documentation are:
= make it easy for nurses to not think about the nursing
CAre process;

= the copy-and-paste feature increases the risk of
pasting data that may no longer be applicable or
acourate;

= to limit the full description of the patients health

status. Having documentation standards based on the
jpatient information needed to gie safe high-guality
care could help in designing and optimizing the wse of
electronic nursing documentation systems

The less subjective the dinical handower is and the more
refiable and walid the information gwen, the greater the
likelihood of a robust hand over

There nesds to be greater attention to what the integral
elements of a nursing handover are from a
comprehensive and patient-centred approach. The
design of these tooks should be infomed by
communication theory, considering cultural and
linguistic factors

Helping staff to think about what to assess and to
identify problems

Teaching/guidance of staff

Equipment availability, software, technical functional ity

This review shows some evidence on promoting and
hindering factors for the implementation of electronic
mursin g do cumentation systems

{Continues)
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TABLE 4 (Continued]

Study |D and

methodological quality  Regquirements for electronic nursing dooumentati on
Paanz et al (2011) Mot defined

Average quality

Riesenberg et al (2010) Mot defined
Average quality

Stagpers and Blaz Mat defined
(2013) Average quality

Urquhart et al {200%) Mot defined
High quality Mo evidence of any measurable difference in the effects of a
computerzed nursing record system (vs. manual or paper-
based; neither effects on nursing practice nor patient
outcomes)
‘Wang et al. (2011) Low  Not defined
quality

Preconditions for electronic nurs ing d it

Influencing factors fin 4 domains and 18 subthemes): (1)
murse as diagnostician: 1.1 attitede, 1.2 diagnostic
experience and expertise 1.3 knowledge, 1.4
diagnostic reasoning skills; (2] educational or resources
related: 2.1 guided clinical reasoning, 2.2 educational
background in nursing process application, 2.3
prestructured record forms, 24 dassification systems,
25 computer-generated care plans and patient reconds;

13) complexity of a patien ts situation: 3.1 cultural
differences, 3.2 patients’ severe medical diagnosis in
spedalty areas, 3.3 patients’ way of expressing diagnoses;

(4] hospital policy and environment: 4.1 number of patients
pernurse, 4.2 nurses” workdoad level and time to spend on
diagnostic tasks, 4.3 use of a medical model, 4.4 number
of administrative tasks 4.5 physidans’ disposition towards
nursing diagnoses, 4.6 informati on structureused.

Other factors:

Mursing disgnostic language, support from hospital
management, policy on disgnostic tasks, guided clinical
reasoning, prestructured record fonms, computer-
generated stand ardized care plans and patient records

Use of standard formats is recommended. These formats
have to be adapted for each nursing area

Strategies for effective handof fs: communication skills,
standardization strategies technological sol utions,
environmental strategies, training and education, staff
involvement, leader ship

Use of structured, consistent fommats is recommended.

These formats should be tailored to individual units

Handaoffs should be supported and not replaced by

technology; a combination of written and werbal
reports (minimizing information decrements); using
standardized/structured formats or templates
fimproving information completensss, effidency—
decreased average time and costs—and information
recall ates); agreement on a spedfic format;
consistency and predictability of information transfer;
murses being amenable to technology-supported
handoffs; considening context, with specific content
and methods depending on contexts (g, patient
condition, nurse expertise, handoff method: unit noms,

expertations, and codes of behavowr), predse content

{to support nurses’ dexi sion-making, planning for care,

and for detecting critical information)

Mot defined

EHRs, education and organizational support for
documentation of the nursing process, the wse of
standardized nursing languages/dazsifications (NANDA,
NIC. and MOC), and nursing theories feg., Eriksson's
carning theory] could improve documentation

A proper process of data capture is expedted a5 it
enables documentation of valid and reliable information
about patients and care

EHRs=: electronic health records; MANDA: North American Nursing Diagnosis Association; MIC: Mursing Intervention Classification; NOC: Mursing Out-

come Classification.
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