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Abstract

This study was conducted to review the literature about nursing
documentation. We presented the importance and implementation of nursing
documentation. The importance of this topic has been realized here, in
Jordan, and the Ministry of Health has recently started application of
electronic documentation systems. Nursing documentation can be either
paper based or electronic based documentation. Paper based documentation
has been described not meet the required standards. We argued the standards
of nursing documentation that should be met including completeness,
clearing, and concision.

Keywords: Nursing documentation, paper based documentation, electronic
documentation

Introduction

Nursing documentation is considered as an important indicator to
develop nursing care. According to patient safety law, nurses have to
document nursing interventions (Ohlén, 2015). In Europe, it has been
pointed to the attempts to standardize nursing records (Thoroddsen et al.,
2009).

On the global level, the nature of nursing career involves that nurses
carry out similar duties including the documentation of patients’ care,
assessments and finding and outcome of care (Hearthfield, 1996). In their
study, Moody and Snyder (1995) showed that documentation took about 15-
20% of the nurses’ time.
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According to Irving et al (2006), nursing documentation can be
viewed as the record of care planned and or care provided to patients.
Nursing documentation was described by the College of Registered Nurses
of British Columbia (CRNBC, 2007) as a generated information, written or
electronic, that describes the care or service rendered to individual client or
group of client. In fact it is an accurate account of what has occurred and
when it occurred.

Two studies, Bakken (2007) and Hansebo et al (1999), expressed
their views regarding nursing documentation to involve a description of
nurses tasks, a method for problem solving and decision making as well as a
theoretical or philosophical model of thinking and describing the care
process.

The reasons for nursing documentation

It is thought that the importance of nursing documentation cannot be
overemphasized. Furthermore, nursing documentation is considered as a
way of communication, and presents as an indicator for quality of care
(Ammenwerth et al., 2003). Nursing documentation is considered a crucial
phase in the nature of nursing as a career with the purpose of determining the
factors that help nursing process and others that form the bases of nursing
decision-making (Karkkaninen and Eriksson, 2003).

It is worth to mention that the perception of nurses towards
documentation implies nursing documentation as a significant step in their
daily practice as well as emphasizing patients safety (Bjorvell et al., 2003).
Nursing documentation offers various options to enable nurses making
choices regarding decision making for optimal care ( Jefferies et al., 2010).

According to Cheevakasemsook et al (2006), nursing documentation
has the following important aspects which include offering a legal evidence
of the medical process and outcomes of care; providing an instrument or tool
to assess the quality, efficiency and effectiveness of patient care; giving
evidence for several issues such as research, financial and ethical quality-
assurance purposes; providing the database infrastructure supporting
development of nursing knowledge; and helping in creating benchmarks to
develop nursing education and standards of clinical practice. It has been
argued that optimal use of nursing documentation is likely to achieve if
documentation is accurate (Ellingsen and Munkvold, 2007).

Principles of documentation

Appropriate nursing documentation has various principles including
objectivity, specificity, clearing and consistency, comprehensive, respecting
confidentiality, and recording errors (Chelagat et al., 2013).
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Quiality of nursing documentation

Documentation is considered as a communication tool to exchange
the information stored in records between nurses and other caregivers
(Urqubart et al. 2009). It is believed that the quality of nursing
documentation plays very important roles in encouraging structured,
consistent and effective communication between caregivers and facilitates
continuity and individuality of care and safety of patients (Bjo™ rvell et al.
2000, Voutilainen et al.2004).

Nursing documentation has been defined as the record of nursing care
that is planned and given to individual patients and clients by qualified
nurses or by other caregivers under the direction of a qualified nurse
(Urquhart et al. 2009). Nursing documentation is an attempt to present the
issues that occurred in the nursing process and the information that leads to
decision-making including admission, nursing diagnoses, interventions, and
the evaluation of progress and outcome (Nilsson and Willman 2000,
Karkkainen and Eriksson 2003).

Nursing documentation has other uses such as quality assurance,
legal purposes, health planning, allocation of resources and nursing
development and research, and accordingly nursing documentation has to
have valid and reliable information and to be compatible with working
standards (ldvall and Ehrenberg 2002, Karkkainen and Eriksson 2003,
Urquhart et al. 2009).

The history of nursing documentation has started since the early days
of Nightingale (Gogler et al. 2008). It is worth to mention that nursing
documentation was improved with the introduction of the nursing process
into the clinical setting (Oroviogoicoechea et al. 2008). The nursing process
is regarded as a scientific approach in which critical thinking is used to solve
problems and this approach was introduced into nursing practice and
education Yura and Walsh in 1967 (Wang et al., 2011).

Nursing records are usually of low quality (Wan et al., 2011). Several
studies showed that nursing documentation records were insufficient
regarding the nursing care provided to a patient (Ehrenberg and Birgersson,
2003; Voutilainen et al., 2004; Irving et al., 2006; Mahler et al., 2007
Oroviogoicoechea, Elliott, and Watson, 2008). It was also indicated that data
was not concisely and clearly presented (Whyte, 2005).

It has been recognized that the traditional paper based documentation
does not cope with modern health requirements, and this may due to the
nature of manual documentation process in which documentation is often
repetitive and manipulation of data is not an easy process (Cheevakasemsook
et al., 2006; Yu et al., 2008). Other studies pointed to withdraw backs of
paper-based records in which documentation is illegible, lacking information
about individualized patient care, containing useless information and missing
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the signatures of care staff (Ammenwerth et al.,, 2001; Whyte, 2005;
Urquhart et al., 2009).

The use of information technology has witnessed wide use by health
care organizations to support care delivery because electronic documentation
systems help in data capturing through the use of structured date entry and
formalized nursing language (Ehrenberg and Ehnfors, 2001). Electronic
documentation systems have the advantages in offering health professionals
with increased access to more complete, clear, accurate, legible and up-to-
date patient information (Helleso and Ruland, 2001; Oroviogoicoechea,
Elliott, and Watson, 2008).

Conclusion

Nursing documentation is very crucial in health care settings and
reflects various aspects including the awareness level of nurses in their roles
in providing health services in a good quality. Nursing documentation have
two main forms: paper based documentation and electronic based
documentation. Paper based documentation has certain drawbacks such as
lacking the comprehensiveness and clarity. Accordingly, a strong trend to
shift paper based documentation towards electronic documentation has been
witnessed.
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