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Abstract
Nursing as a discipline has been concerned with patient data since the early days of Nightingale. Nursing data 
as a fi rst source is the most effective way to obtain a true picture of the nursing services the patient obtained 
while visiting a healthcare facility. The objective of this paper is to provide real examples from the operational 
level in how nurses are handling the daily challenges in collecting data on paper forms and electronic medium, 
such as computational solutions. An investigation / audit of nursing forms was conducted to gain insight into 
the type of data elements nurses collect in medical, surgical and aged care units for admission and discharge 
using a progressive method of auditing documentation done by nurses. Results: nurses were familiar with 
the discord between collecting real patient data/information, the data required for reporting purposes for 
administration and / or to meet external requirements. A key fi nding suggested the quality and richness of data 
elements that describe patient’s condition are usually kept as informal documentation. Another complexity 
has been the use of “shell forms” which are an offi cial template for specifi c documentation such as care plans.  
The lack of patient data and extensive misuse of these documents is an issue and adds to the existing clinical 
complexity. The effectiveness in documentation by reduction in duplication and increasing the quality of data 
is often overlooked in a grand scale.  In the information era in health, the transformation from paper to 
electronic is demanding and the cultural reengineering is not to be underestimated. The challenge is to reduce 
the risk to patient, staff and organisation in the process and from the cumbersome paper format develop an 
information model ready for a computerised space.
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Introduction:
Nursing as a discipline has been concerned with patient data since the early days of its practice. Nursing data is 
viewed as crucial for planning and managing resources within a healthcare facility. A clinical benefi t that nursing 
documentation provides is the accurate picture of patient condition, and at the same time, the fl ow of services 
received by the patient while visiting a particular facility.  

The identifi cation of nursing data elements during admission and discharge processes provides the opportunity 
to achieve good quality documentation for patient care. Hence, patient information needs to be contemporary, 
confi dential and collaborative with the whole health team. Important factors for nursing documentation are: 
clarity, conciseness, completeness, correctness, comprehensiveness, and being patient centred. This approach 
supports professional practice for documentation in healthcare services, such as medical / legal requirements. 
Quality documentation can enhance 1) communication and dissemination of patient information between 
and across healthcare services; 2) provide an accurate account of clinical assessment, nursing care planning, 
treatment delivery and evaluation; 3) goal settings and evaluation of expected outcomes; and 4) detection of 
patient’s health problems and provide an insight of their condition and service status [1,2,3]
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Research Inquiry:
Are nursing forms used in a medical, surgical and aged care services providing the appropriate information for 
admission and discharge requirements? 

Research context:
The research was conducted in a large metropolitan healthcare facility, with nearly one thousand beds in 
Victoria, Australia. The health care service provides healthcare treatment to more than ninety thousand 
inpatients annually and to more than 150.000 outpatients annually. 
Some of the specialist care services in this healthcare facility include: heart conditions; spinal and head injuries; 
rehabilitation services; cancer services; neurology; particularly epilepsy and stroke; liver and bone marrow 
transplant; aged care; thoracic disease including asbestosis and mesothelioma; stress disorders; vascular and 
orthopaedic surgery; urology and mental health. 

Research aim:
To investigate and audit nursing forms in order to gain insight into the type of data elements nurses collect in 
medical, surgical and aged care units during admission and discharge.   

Justifi cation of Research:
This research originated from the long-term interest by nursing informatics services within the organization 
and the governing committees interested in guiding nurses toward improved documentation related to 
patient care.  The reasons this investigation was sponsored by several nursing groups within the facility 
(representing nearly fi ve thousand practicing healthcare professionals) were: 1) nursing documentation is the 
basis for effective communication processes among the health team; 2) nursing documentation is crucial for 
recording the activities given to patients while receiving care; 3) nursing documentation impacts directly on 
services resource allocation and quality improvement programs; 4) nursing documentation makes accountable 
all healthcare professionals; 5) nursing documentation is a reliable and accurate source of information for 
assessing patient’s condition and 6) nursing documentation makes nurses visible when organizing and planning 
resources allocation [4].

Method:
This investigation used a mixed methodology to collect quantitative data (as numeral and textual data elements 
within the nursing forms) and also qualitative data by a consultative process amongst participants of the 
nursing profession within the healthcare facility. Two types of participants were involved in this comprehensive 
investigation, at the senior level:  nurses directly involved with the Governance committees of the healthcare 
facilities, including: 1) Nursing Documentation Committee, more than 12 nurses; 2) Nursing Informatics Users 
Group compromising of up to seven nurses; 3) Nursing Advisory Council consisting of up to 15 executives 
and senior nurses. The other participants were bedside nurses that perform the actual documentation in the 
nursing forms at the site where surgical, medical and aged care services are provided to patients. 

Collection of data:
The data for this investigation were collected from the documentation that was part of the normal working 
day for nurses providing medical, surgical and aged care services during admission and discharge processes. The 
nursing forms that were part of the collection process were blank and allocated by the local staff members of 
these services. No assumption was made of the number or types of forms nurses should be using. Therefore, 
any documents that were identifi ed by nurses providing direct care to patients were included in the auditing 
processes of collected data.  
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Research Results:
Quantitative
The data elements found in the nursing forms under investigation, from nearly a total of three hundreds forms 
were 1) numerical, 2) textual and 3) checklist elements, which were combined within a form (see fi gure 1) 

Types of forms found in this investigation include, 1) formal forms, which include all forms that have a medical 
record department code 2) shell forms, which are forms created by nurses at the point of care, without 
a coded number allocated by the medical record department  and 3) informal forms, documents that are 
designed at ward level to meet the local needs of nursing staff and may not be found in any other settings 
within the healthcare facility.     

Results of data elements `
Data elements found within the nursing forms did not correlate necessarily with each other. The analysis of 
the forms indicated that data element mostly used in clinical practice for admission included: 1)Activities of 
Daily Living: (ADL’s); 2) Physical assessment by nurses; 3) Past health history; 4) Belongings: clothing; 5) X-ray 
recording; 6) Current medication of the patient; 7) Allergies recording; 8) Bowel management;10) Services in 
the community for the patient. 

 
Fi 1 D i f d l f d i i fFigure 1. Demonstration types of data elements found in one nursing form
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For the discharge process, the data elements used in clinical practice were harder to fi nd in the medical 
records. Since these were found mostly in the progress notes rather than the forms allocated for this purposes. 
The type of data elements most used for discharge included: 1) IVC removal;2) Patient orientated;3) Vital signs  
4) Discharge medication provided and 5) Pressure areas. 

Qualitative
The investigation found the current forms lacked consistency, structure and fl ow of nursing documentation, 
and duplication of data was common  (some data elements are collected up to seven times in the same 
process).  Many forms were partially completed and “informal’ forms were more dominant in some areas of 
clinical services such as medical healthcare delivery.  Informal forms, local forms developed without any formal 
approval process, are discarded on patient discharge, and contain useful patient information used for decision-
making.  Shell forms have a historical development within the health service, and provide a shell template title, 
a medical record number and no content.  The investigation found these were often inappropriately used and 
fi led according to the medical record number within the paper medical record, which could lead to missing 
information during an inquiry post incident.  Forms often contained a “tick box” list.  An absence of “formal 
“ discharge forms indicated that in fact the discharge process is not well defi ned. Most documentation was a 
sentence or two in the progress notes that commonly mentioned removal of the IVT.

Recommendations:
Based on the fi ndings of this investigation, recommendations were made to the governing committees, and 
nurses at the at operational level, to establish management of nursing data, information and knowledge, in 
order to prevent the continuation of using incomplete documentation and risk patient’s safety due to the 
lack of data for decision making. The framework to enforce these recommendations is still in progress as a 
change management strategy, given that it will impact directly on the reduction of risk, harm, chaos and confl ict 
which currently exists in nursing documentation as shown in this investigation. These recommendation were 
divided in three aspects, including; 1) People: Nursing Services to agree on a strategic approach to improve 
the management  of nursing data, information and knowledge. Education and standardisation will be a key 
factor.  All nursing staff to be aware of the critical role they play in collecting, storing and managing primary 
source data that impacts on the organisation’s performance and clinical services delivery. 2) Process: To 
defi ne admission and discharge processes, that provide clear articulated processes and limit the number of 
forms required for each process in order to avoid duplication. To create a mechanism in order to capture the 
process with structural interdependency within the whole organisation on paper or digitally. This requires 
compliance from all nurses conducting these processes in daily practice; 3) Technology: Admission and 
discharge documentation re-engineering, wherever possible, consolidate similar forms into a single form by, 
discouraging the use of ‘informal’ forms and improper use of ‘shell forms’. All nursing staff to use offi cial 
documents to articulate all clinical activities provided by them: medical records will refl ect the actual clinical 
process and fi nally, a review of all assessment tools in order to have consistency across the organisation with 
the aim to use validated and referenced tools.

Conclusion & Discussion:
This investigation has provided real evidence of the current status of nursing documentation used for 
admission and discharge. This confi rmed the premise that nursing documentation is complex and the breadth 
of capturing patient data is extensive. The diversity of data, information and knowledge is intricate and is 
challenging to describe it as a linear process.  Each data element found in the forms under investigation was 
in worse condition than fi rst thought. The implication of having data elements that do not follow an explicit 
order of a model of care creates chaos. 
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