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Abstract Health documentation is a prerequisite for good and
sustainable health and social care. It is especially important for
patient involvement and their empowerment. A transition
from paper to e-documentation together with the electronic
patient record should be based on thorough knowledge of
the current state of documentation and its usages. The main
objective of this paper was to analyse which documents and
work methods of documenting processes within nursing are
being used within different environments. Furthermore, what
are the main reasons for their discrepancies from theoretical
approaches and best practices. The analysis is based on a
survey carried out on all three levels of healthcare. The survey
questionnaire consisted of 12 questions to which responded
286 nursing teams from community health centres, hospitals
and retirement homes in Slovenia. The results point to diver-
sity in documenting as well as lack of interoperability. This is
reflected in a great number of different documents. All phases
of the nursing process were being documented in only 31.8 %
of cases. The main reasons for this can be attributed to work

organisation, different definitions of data-set requirements and
inadequate knowledge by nurses. Survey results pointed out a
need for the renewal of nursing documentation towards a
more uniform system based on contemporary health
technologies.
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Introduction

The quality of nursing documentation is problematic all
over the world in all types of settings [1]. The status of
nursing documentation in Slovenia is not known and it
requires assessment in order to focus on its weaknesses
before it is renewed.

Our research group was entrusted to us by the Ministry of
Health of the Republic of Slovenia as a study regarding the
state of documenting in nursing. The purpose was to come up
with recommendations for designing a new documentation
that would contribute to improving the quality of nursing
and thus healthcare as a whole. The underlying hypothesis
was that nursing documentation in Slovenia is fragmented
and as such does not support the nursing process. A survey
regarding the uses and adequacies of existing documentation
was carried out. The objective of the survey was thus to es-
tablish both the actual conditions of the documentation and
the processes of documenting as well as to collate the percep-
tions (opinions, considerations) of existing problems and pos-
sible solutions on the part of those surveyed [2, 3].

Special focus was on nurses’ expectations about potential
documentation renewal. This meant gathering information
about the meaning of documentation, for example which ele-
ments of documenting should be given priority, where are the
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biggest discrepancies between the existing and desired docu-
mentation. A further aim was to assess the options for success-
ful implementations of new documentation that would be
based on the nursing process, use of classifications and be
supported by information technology [4, 5].

One of the key aims was to examine the possibilities for
introducing electronic nursing records integrated within inter-
national nursing standards for improving the proficiency and
accuracy of the nursing care plan in the clinical pathway pro-
cess [6, 7]. Consequently, this would lead to increased safety
of the patient and members of the healthcare teams [8, 9]. An
additional challenge presented itself in a more active patient
involvement during the treatment process [10–12].

Methods

The Republic of Slovenia has a population of approximately
twomillion. It became independent in 1991 and is a part of EU
since 2004. Its largest cities are Ljubljana and Maribor. Health
is a constitutional right and it is declared egalitarian. There are
52 health care centres, 99 retirement homes and 26 hospitals.
Together they employ approximately 14.000 nursing staff.

Sample

A judgment sample included the Community Health Centre
Ljubljana with five units, University Medical Centre
Ljubljana, University Medical Centre Maribor and three re-
tirement homes in Ljubljana. These organizations employ ap-
proximately 6.000 nursing staff. We have distributes two
questionnaires to each nursing team in the before mentioned
institutions. Around 70 % of participants were registered
nurses and 30 % were nursing assistants.

Procedure and measures

The questionnaire was developed by an expert panel and pilot
tested on 20 nurses. Following their remarks, corrections were
made. The questionnaire was distributed in paper form and
contained 12 closed and open type questions. The survey
was anonymous and lasted for 2 months. 386 questionnaires
were initially sent out and the response rate was 74.1 %.

The first two questions dealt with the kind of healthcare
service the participant was involved in and his/her formal
education. The purpose was to compare the influences of these
two characteristics on other answers provided.

Amongst the possible responses to the third question were
listed the possible purposes of documenting. The purpose of
documenting is a key for understanding the importance of
documentation and the structure of the documents in order
to address all the criteria required by a specific purpose.

The following questions dealt with documenting
during work:

& How much time do you spend daily filling out documen-
tation forms? From this data, it was later possible to as-
sume that some respondents do not use healthcare docu-
mentation at work at all.

& How much time elapses between the time the patient is
admitted and nursing care is planned? This is namely the
timewhen some key data can be overlooked. The end goal
was to plan nursing care right from the moment of admit-
tance. However, the admittance document itself is so ex-
tensive and time consuming that it presents a bottleneck in
the process.

With these two questions, the intention was to gather data
to measure time savings and to determine whether simplifica-
tion of documenting is a sensible decision.

The sixth question tackled the issues pertaining to the nurs-
ing process. Respondents gave answers regarding the phases
they use and which of those are supported by documentation.
If the documentation does not make it possible to note specific
phases, then the documentation alone presents an obstacle for
nursing process implementation. Moreover, if the nursing pro-
cess is not being used, this signifies that the benefits of carry-
ing out work in accordance with the sub-processes and phases
are not being recognised for their advantages.

Question number seven dealt with the minimum data sets
used in nursing. More specifically, these data sets should be
collected at work but not all during all services. How paper
documentation supports minimal data sets was of interest for
the research.

The eighth question was the most extensive. The aim was
to collect the number and the types of documents in use. For
each document, the respondents specified the following:

& Is the document obligatory? This way we could find out, if
the use of the documents is contingent on their
enforcement.

& How often the document is used and if it is not always,
why not? Patterns of most widely used documents this
way became apparent.

& Is documenting supported with information technology?
What is the extent of use of information technology in the
process of nursing care?

& Are classifications being used when filling out document
forms? If this is not the case, data were difficult to com-
pare amongst different institutions, while free text was
difficult to analyse. Are classifications at all in use and
which are they?

The focus of the ninth question was on sources, which the
members of the nursing team use to obtain the necessary data.
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The sources of subjective data are interviews with the patient
and the patient’s family, while the sources of objective data are
observations and measurements. Data from medical docu-
mentation and documentation from other institutions are data
that have already been recorded but most often need to be
copied manually.

Interlinked questions number 10 and 11 dealt with the dif-
ferences between the existing and desired documentation. In
other words, what would be the advantages of better formu-
lated and structured documentation in comparison with the
existing system.

The last question was an open type of question dedicated to
possible comments. Later it turned out that more than a half of
all the respondents replied to this question. However, it was
possible to aggregate their responses into several groups.

Data analyses

Statistical package IBM SPSS Statistics 20 was used to carry
out the statistical part of the analyses. Cross tabulations were
used to analyse contingency tables from multivariate frequen-
cy distributions of statistical variables. In order to analyse
responses to question eight regarding the type and number
of documents in use, a database was constructed in
Microsoft Access 2010. Codes were added to the database
and outputs were prepared for the experts who later classified
those documents into comprehensive groups in cooperation
with the participating institutions.

Results

The analyses of the results are presented in the same order as
the questions.

When answering the question regarding the purpose of
documentation and documenting, the respondents could
choose one or more responses. Table 1 shows these responses
ordered by their frequencies.

When applying cross tabulation to questions two and three,
several interesting findings were observed. In terms of con-
tent, more than half of nursing assistants (54.2 %) did not
perceive documentation as a work support tool, while more
than 2/3 of registered nurses held contrary opinions. The sig-
nificance it holds for the research and development in nursing
care was recognised by 85.7 % of registered nurses.
Importance for assuring patient safety was noted by more than
2/3 of respondents and for assuring safety for the members of
the nursing team over 80 %, respectively, regardless of the
level of education. Safety for the members of the nursing team
is understood as legal safety for nurses.

Cross tabulation of job/service groups and the third ques-
tion revealed the following. The purpose of documentation to
facilitating statistical analyses was recognised by 54.3 % of

respondents from hospitals and 80.6 % of respondents from
the primary level of health care (community health centres and
retirement homes). The purpose of documenting as work sup-
port in terms of content, education, research and development
of nursing, continuity of nursing and monitoring of workload
of the members of the nursing team was acknowledged by all
the respondents (nurses) from the retirement homes (100 %),
while the smallest share of respondents came from outpatient
clinics and dispensaries (36.0 % - 82.4 %). The role of
documenting in ensuring safety for the patient and members
of the nursing team was again recognised by all the respon-
dents from the retirement homes (100 %) while the smallest
share of those respondents who agree with this statement
comes from community health centres (70.9 % and 69.8 %
respectively).

The respondents claimed that during one work shift (8 h)
they on average spend 85.8 min of time for filling out nursing
documentation (standard deviation 71.5 min, median 60 min)
which accounts for 17.7 % of their working time. There are no
statistically significant differences between nursing assistants
and registered nurses (p = 0.090).

To the question as towhen after the patient’s admittance do
you plan his/her nursing care, 70.6 % of survey participants
responded that nursing was planned straight at the point of
admittance. A delay of more than 24 h was witnessed only
by 1.6 % of respondents.

The answers to the question regarding the use of nursing
process phases and support provided by the documentation
were divided into three groups (Fig. 1):

& No phases: no element of the nursing process was being
used,

& Some phases: at least one phase of the nursing process was
being used but not all the phases, and

& All phases: all phases of the nursing process work were
being used [7].

Users of all phases were the more often represented
(73.7 %) in intervals spending 31–120 min for documenting.

Figure 2 depicts to what extent certain categories of data
were being recorded by the respondents and how relevant they
were for their work.

The twomain reasons for not using nursing documentation
for all the patients were the insufficient number of nursing
staff (24.5 %) and insufficient knowledge about the nursing
process (24.1 %).

The average number of nursing documents the respondents
used at work was 5.33 (std. dev.: 4.84, median: 4).

In total, the respondents listed 1524 documents they used at
work. In 143 cases (9.3 %) were listed documents that
belonged to medical and other health documentation. 86.2 %
of all documents were obligatory. The abovementioned expert
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group aggregated the documents into 34 types. Among the
types of documents, the following were the most widely used:
Care plan (11.6 %), Discharge document (9.3 %), Nursing
summary (8.0 %), Admission document (6.8 %) and
Unwanted event report (6.5 %).

The use of standardised international classifications was
noted only by 3.1 % of respondents. Computers were being
used only for 12.8 % of the documents.

Documents that were often represented in both groups –
being used by the majority or when/where necessary were the
following:

& Medication administration record (always 63.0 %, when
necessary 34.8 %),

& Care plan (always 60.2 %, when necessary 28.3 %) and
& Discharge document (always 31.3 %, when necessary

68.7 %).

With the question regarding the data sources needed for
filling out the documents it became apparent that in more than
half of all cases the data were collected by talking to a patient
(67.9%), patient observation (67.6%) andwithmeasurements
(56.9 %). Almost half (48.2 %) of the respondents listed other

healthcare documentation as a data source that was always
used. The majority (55.8 %) stated that they often gathered
information about patients from their familymembers (Fig. 3).

With the tenth question, we enquired about what according
the respondents’ opinions does documentation have impact on
and with the eleventh what could be improved with documen-
tation re-engineering. The average values of responses1 are
stated in the parenthesis for the four more popular statements2:

1. Quality of healthcare (2.740; 2.838),
2. Uniform work doctrine (2.722; 2.839),
3. Lowering the possibility of mistakes occurring (2.714;

2.819), and
4. Place and role of nursing in the healthcare system (2.502;

2.720).

We could conclude that there are evidently both expecta-
tions and aspirations for nursing documentation re-
engineering.

In regard to question twelve »What would you change or
add regarding nursing documentation?« 174 (60.8%) respon-
dents provided answers, which could be summarised as fol-
lows: new documentation needs to be more transparent and
comprehensive in comparison to the existing one, concise and
structured (443 respondents); new documentation needs to be
uniformed (36 respondents); new documentation has to

1 The values of responses were transformed into numerical values with
the lowest value 1 meaning the respondents disagree with the statement
(answer »no«). The highest value 3 means the respondents agree with the
statement (answer »yes«). Middle value 2 corresponds to the answer »to
some extent«. That is how the average values were calculated.
2 The first value in the parenthesis is the average value of responses
calculated for the tenth question and the second one is the average value
of responses to the eleventh question.
3 25.3 % of those who provided answers to the question of the open type.

Table 1 Purpose of
documenting, answers ordered by
frequencies of responses

Total

(n = 286)

Per sectors

Purpose of documenting RH

(n = 12)

CHC

(n = 86)

HOS

(n = 188)

p

Continuity of nursing care 81.8 % 100.0 % 77.9 % 82.4 % 0.399

Safety for the members of the nursing team 81.1 % 100.0 % 69.8 % 85.1 % 0.005

Safety for the patient 78.3 % 100.0 % 70.9 % 80.3 % 0.038

Workload overview for the members of the nursing
team

73.4 % 100.0 % 65.1 % 75.5 % 0.056

Support of work in terms of content 65.0 % 100.0 % 65.1 % 62.8 % 0.032

Research and development of nursing care 63.3 % 100.0 % 60.5 % 62.2 % 0.025

Statistical analysis 63.3 % 91.7 % 79.1 % 54.3 % <0.001

Education 47.6 % 100.0 % 36.0 % 49.5 % 0.001

Financial reporting 38.1 % 75.0 % 58.1 % 26.6 % <0.001

RH retirement homes; CHC community health centres; HOS hospitals; bold p denotes Pearson Chi-Square’s
significance < 0.05

no phases 

16,1%

some phases 

52,1%

all phases 

31,8%

Fig. 1 Use of nursing process
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support easier data input, e.g. more ticking instead of entering
full text (27 respondents); use of computer supported docu-
mentation is needed (24 respondents); the data should be en-
tered only once without duplication (17 respondents).

Discussion

The presented study pointed out the fragmentation and vari-
ability of nursing documentation thus further implying the
incoherence and inconsistency of organisational models in
nursing. The majority of documents (86 %) are prescribed at
the level of the institution. The only exceptions are communi-
ty nursing and retirement homes. Documentation for commu-
nity nursing is prescribed and unified throughout the country,
while retirement homes have uniform computer-supported in-
formation systems. The benefits of retirement homes working
together to identify best practices were also reported in a
Canadian research, where they lack uniform policies and doc-
umentation [13].

Fragmented documentation is a common problem and fur-
ther research on redesigning new nursing documentation must

focus on unification on the national level together with the use
of standardized nursing classification systems [14, 15].

Less than 13 % of documents were computer-supported.
Amongst the types of documents, the following were most
frequently listed: care plan, discharge document, nursing sum-
mary, admission document and unwanted event reports. This
nursing documentation is included in health care information
systems in surveyed organizations and they are a part of EHR.
According to two separate studies in Australia, registered
nurses spent 17.7 and 20.0 % of their working time
documenting patient care [16, 17]. Their results after the im-
plementation of HER are controversial, one research pointed
out that the computer-supported documentation decreased the
time nurses spend on documentation (16.2 %) while the other
showed increased time (28.5 %). We believe that the time
spent documenting is not the main benefit of electronic
documentation.

It can be concluded that those five most frequently used
documents should be unified firstly, by taking into account the
specificities of individual services. Given that with contem-
porary information technology, we can generally provide
effective support to documentation and increase the use
of computers [14].
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From the perspective of content, a nursing process as a
method of work was only used in 32 % of nursing documen-
tation. Over 52 % used only a fragmented process approach.
Our results are similar to those reported in Finland [15], in
which electronic documentation based on the nursing process
positively contributes to patient outcomes. It appears that
existing documentation in Slovenia is to a large extent at fault
for this, as the majority used only those elements that the
documentation enabled. It would therefore be sensible to re-
engineer the documentation in such a way that would enable
documenting of all the phases of the nursing process [18, 19].

Minimal data sets on patients were recorded by three quarters
of survey participants. One of the reasons that the percentage
was not higher was the inconvenience of the existing documen-
tation that does not take into account the prescribed minimal
data set [20, 21]. In Austria, implementation of nursing minimal
data set is already taking place. According to the research some
challenges must be addressed prior to implementing a nursing
minimal data set, such as improving the quality of nursing doc-
umentation, reducing its fragmentation and widening the use of
standardized nursing classification systems [14].

In the opinion of the surveyed nurses the purpose of docu-
mentation or documenting lies mainly in the continuity of
nursing, security for members of the nursing team and the
patient, and an account of the work of individual members
of the nursing team. The content thus supports the work, with
emphasis on the legal security of members of the nursing team
and the patient [22, 23].

Among reasons for the non-use of nursing documentation,
according to a quarter of nurses, understaffing and insufficient
knowledge of the nursing process, and among unspecified
reasons, the fact that existing documentation is unsuitable
was the most often noted. Insufficient knowledge and inap-
propriate work organisation were also the reasons for inade-
quate use of standardised international classifications.
Harmonisation with the international nursing standards at the
same time would increase further research opportunities [24].
Further training of nurses in documenting patient care accord-
ing to the nursing process is needed, as it was suggested also
in the study of Häyrinen et al. [15].

In order to make it easier for nurses to handle large
amounts of data and thus contribute to easier and improved
decision making, e.g. regarding nursing diagnoses, we also
propose the use of hierarchical decision models in documen-
tation, e.g. to evaluate the patient’s status according to the
basic living activities that we have already proposed in our
past research [25]. Thereby nursing outcomes would also be
easier to assess and the possibility of overlooking something
important in the nursing process would be lowered. An ac-
tive role by the patient as the consumer in the nursing pro-
cesses is indispensable in achieving this. That is why we
recommend documentation reengineering in the direction
of patient involvement in terms of content.

Conclusion

Based on the above presented results of the study regarding
the current status of documenting in nursing, it is possible to
conclude that a re-engineering and unification of documenta-
tion are absolutely needed. It should, however, be based on
adequate data with an option of adding specific data depend-
ing on the differences in clinical pathways and other specific
characteristics of some records. Furthermore, it should consis-
tently follow all phases of the nursing process and the use of
international standards, among them classifications. Although
paperless documentation requires some organisational chang-
es and the availability of information technology, even paper
documentation needs to be planned along the same guidelines
for e-documentation.

Further research should be focused on minimizing the pos-
sibility of adverse events and thus increasing patient safety
and safety of nursing team members through means of trans-
parency, selectivity, traceability, incorporating integral treat-
ment and enabling analyses. Modern trends indicate widening
of nurses’ competences and more active patients’ role in the
treatment process. Therefore, further research should adopt
these issues and focus on finding best use of contemporary
information technology. However, we must preserve and en-
courage the creativity of nurses at their work, which com-
puters can only support but cannot substitute.
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