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ABSTRACT:
Introduction: The clinical history is a record for monitoring the assistance provided by health
professionals, which has legal and professional implications and is considered the cornerstone of the
hospital information system. This must meet a series of characteristics or requirements in terms of
content, order, documentary standardization and legibility which, in nursing practice, allow scientific
knowledge as well as clinical practice to be related.
Objective: To measure the quality of the nursing records of the Neonatal Intensive Care Unit of a public
institution in the City of Buenos Aires, Argentina.
Method: An Observational, analytical, and cross-sectional study. 396 nursing records, selected by
random sampling, were analyzed. A comparison grid was used to identify compliance with the quality
requirements of the registry determined according to legal and institutional requirements.
Results: A general compliance with the quality criteria of 71.95% average (minimum compliance) was
found, with the priority intervention areas being the recording of nursing diagnoses and the response to
nursing care. The shift and the training level showed a relationship with better general indexes in the
different dimensions.
Conclusions: It is expected that the results of this study can contribute to the identification of areas of
intervention to improve the recording of care and activities performed by nursing professionals, while
seeking to increase resources to address the issue.
Keywords: Nursing Records; Quality Management; Nursing Process.
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RESUMEN:
Introducción: La historia clínica es un registro para el seguimiento de la asistencia brindada por los
profesionales de la salud, el cual tiene implicaciones legales y profesionales y es considerado la piedra
angular del sistema de información hospitalario. Este ha de reunir una serie de características o
requerimientos en cuanto a contenido, orden, normalización documental y legibilidad, los cuales en la
práctica de la enfermería permiten relacionar los conocimientos científicos y la práctica clínica.
Objetivo: Medir la calidad de los registros de enfermería de la Unidad de Terapia Intensiva – Neonatal
de una institución pública de la Ciudad de Buenos Aires, Argentina.
Método: Estudio observacional, analítico y transversal. Se analizaron 396 clínicos de enfermería,
seleccionados por medio de muestreo aleatorio. Se utilizó una grilla de cotejo para identificar el
cumplimiento de los requisitos de calidad del registro determinados según los requisitos legales e
institucionales.
Resultados: Se halló un cumplimiento general de los criterios de calidad del 71.95% promedio
(cumplimiento mínimo), siendo las áreas de prioritaria intervención el registro de los diagnósticos de
enfermería y la respuesta ante los cuidados enfermeros. El turno y el nivel formativo mostró relación
con mejores índices generales en las distintas dimensiones.
Conclusiones: Se espera que los resultados del presente estudio puedan aportar a la identificación de
áreas de intervención para mejorar el registro de los cuidados y actividades realizadas por los
profesionales enfermeros, a la vez, que se busca aumentar los recursos para el abordaje de la
temática.
Palabras Clave: Registros de enfermería; Gestión de la calidad; Proceso de enfermería.

INTRODUCTION
Evidence-Based Nursing (EBN) has been considered in healthcare practice as a
relevant tool for improving the quality of care by promoting timely and efficient care,
improving care management, and reducing the possibility of errors in daily practice (1).
However, this process deserves the generation of reliable information about our
actions, considering the patient record as the document within the hospital practice in
which our actions are reflected upon, also known as the nursing clinical record, for
what it becomes imperative the analysis of the registration processes as a first
instance for the assessment of evidence-based practice.
The registration process is regulated by statutes that seek to ensure patient safety. In
Argentina, Chapter IV of Law 26 529 of 2009, Law on Patient Rights, Medical History,
and Informed Consent, establish aspects related to the structure of the Medical History
(MH) registry, including the data to be recorded and other legal aspects such as
integrity, uniqueness, inviolability, legitimacy, access, and the penalties applicable to
those who fail to comply with the obligations of the legislation (2).
In terms of structure, the Argentine legislation mentions that the MH should include the
date on which the record was initiated, the identifying data of the patient and his or her
family nucleus, data of the intervening professional, relevant history (genetic,
physiological and pathological), all medical acts performed (medication supplies,
practices, main and complementary studies, diagnosis, prognosis, evolution, among
others) and that they should be clear, accurate, complete and legible (2). It is important
to recognize that nursing professionals, together with other healthcare professionals,
oversee patient care, and are responsible for the entries in the registry and for the
information that is omitted, and in the event of non-compliance, as mentioned in the
legislation, sanctions are entailed as they constitute a risk in the quality assurance of
healthcare.
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An accurate medical record not only improves effective communication through
continuity of care, but also positively impacts on the quality of patient care by
protecting patients from potential health care-related harm (1).
From the nursing discipline, it has been referred that the documentation should be
succinct, systematic, and chronological, following the phases of the Nursing Process
(NP), since it allows the possibility of systematically assessing the health problems,
both real and potential, negative and positive, of the person and his/her family, with the
ultimate purpose of satisfying the health needs that are detected (3). The NP emerged
in the mid-twentieth century and allowed the adoption of a logical scheme of action for
nursing professionals, oriented towards the provision of client-centered care (4). It is
composed of five sequential steps: Assessment, Diagnosis, Planning, Implementation
and Evaluation, which represent the logical and sequential form for the subsequent
documentation of care. The nursing professional should record what is observed,
measured, interpreted, and experienced by the patient, the resulting nursing diagnosis,
the interventions performed (both autonomously and in collaboration), and the
evaluation of the results after the identification and intervention of a problem.
There is a growing interest in improving the quality of health care, which has relevant
implications in the health service, so nursing records must be accurate and
acceptable. As mentioned by several authors, the records filled out by the nursing staff
have been written in a repetitive manner, showing the lack of significant data on the
patient's health status and evolution, and consequently showing crucial inaccuracies of
legal relevance (5,6). It is therefore essential for the quality assurance of health care to
be committed to patient safety, with nursing clinical records being a relevant issue as
evidence for quality control (7).
Currently, health institutions adhere to the practice of monitoring and reviewing
records, since they serve as a reflection of the organization and quality of health care
(8). Due to their legal nature, nursing records represent a support to the work of the
professionals of the discipline; however, due to their variability, complexity, and lack of
unification in the criteria, in many opportunities, these records do not show in writing
the care provided (9). Some authors highlight the need to follow up on the quality
compliance of the records and to develop a continuous improvement plan (10). Studies
related to the follow-up of nursing records specifically serve to assess the quality of
care provided by this group of professionals (3).
A study conducted by Rojas & Pastor described, by means of self-reporting, that
78.5% of the nursing professionals in Intensive Care Units applied the NP (11).
Regarding the phases, they described that 95.4% performed the activities of
assessment (95.4%), intervention (87.7%), planning (75.4%), diagnosis (61.5%) and
evaluation (60.0%); However, in studies that have measured the application of the NP
and the recording of the activities, it has been described that the aforementioned
activities were not fully integrated, were omitted or there was no concordance between
them (12-14). In addition, other studies have described that nursing professionals who
work in stressful environments are 81% less likely to implement the EP, while those
with good management and knowledge of the NP are 8.38 times more likely to
implement it (15).
Considering that records and their components have undergone variations over the
years, and differ in their characteristics between professions, specialties and adapt to
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the regulations of each country, it is necessary to design tools that allow the
identification of the necessary components of the clinical record, this aspect as the first
challenge in the evaluation of the quality of the records.
Therefore, the present study was designed with the objective of measuring the quality
of the nursing records of the Neonatal Intensive Care Unit of a public health institution
in Buenos Aires, Argentina, based on the dimensions of the record: Structure and
Nursing Process.

METHOD
Type of study
Observational, cross-sectional study with a quantitative approach.
Population and sample
The population consisted of the clinical nursing records (nursing notes) of the Neonatal
Intensive Care Unit of a public health institution. The sample was calculated
considering the formula for calculating the sample for infinite populations and seeking
to achieve a 95% confidence level and a 5% margin of error. This resulted in the need
to carry out 377 observations, to which an estimated loss percentage of 20% was
added, according to similar studies, to prevent human errors in the application of the
collation grids. The final sample consisted of 396 observations from the different shifts
(day, night, and weekends), thus fulfilling the purpose of the work. The simple random
sampling was used.
The data were collected between May and December 2019.
Procedure
Initially, a search for studies related to the subject was carried out in different
databases (Scielo, BHL, Scholar Google and PubMed) in English and Spanish. The
areas referred to the quality of the records in the different studies were identified. This
review was complemented with the requirements outlined in current legislation and
with a detailed analysis of the nursing clinical record form of the institution.
Under the above standards, a preliminary version of the instrument was prepared,
developing a series of statements considered critical and assessed according to a
dichotomous scale (Complies=1 point, Does not comply=0 points). Next, the main
variables addressed by the instrument were determined: Structure of the record and
Nursing Process. The dimensions of the first case were Patient Identification and
Record Characteristics, while in the second case were Assessment, Diagnosis,
Planning, Implementation and Evaluation.
In order to achieve content validity, the instrument underwent validation by experts,
who were considered according to their knowledge and expertise and who made
group observations and individual revisions, which were implemented in the
instrument. These observations were mostly semantic corrections.
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The final version of the instrument consisted of 44 items valued at 40 points
corresponding to the Global Efficiency Index (GEI) of the nursing record, which is the
sum of the two dimensions: Global Efficacy Index of the structure (GEIS) of the
nursing record (18 items/18 points) and the Global Efficacy Index of the process
(GEIP) (25 items/22 points). A pilot test of 6 observations was carried out, obtaining
positive results.
The instrument included questions based on the sex and level of training of the
professional who filled out the registry, and also the shift in which it was filled out for
comparative analysis.
Data collection
The data were collected at the end of the shifts, so that there was no intervention in
the process of filling out the records or in the work dynamics of the professionals. A
check grid was also implemented.
Data analysis
The information collected was tabulated in a database in Microsoft Excel and analyzed
using InfoStat v/L software (version 29-09-2020). Descriptive statistical measures such
as absolute (n) and relative (%) frequency were calculated. Relationships between
variables were calculated using the Mann-Whitney U and Kruskal-Wallis tests. The
Chi2 test (X2) was used to identify independence between dichotomous categorical
variables. A significance level (SL) of p<0.05 was set.
Ethical Aspects
The study had the approval of the Research Ethics Committee (Res 21/2018) and
neither patient data nor personal data of the workers who filled out the registry were
collected in order to protect personal and/or sensitive information in accordance with
the current legislation.

RESULTS
Sample description
A total of 466 nursing records were included in the study, of which 396 were found to
be correctly filled in the check grid, corresponding to the final sample.
The records corresponded to 6-hour shifts, distributed in three groups: day and night
from Monday to Friday and 12 hours on weekends and holidays, in a total of 285
(72%) of the first two and 111 (28%) observations of the second. Regarding sex, 317
records (80%) were filled out by women and 79 (20%) by men; and regarding the level
of training, 270 (68%) were filled out by Nursing Technicians and 126 (32%) by
Registered Nurses.
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Structure of registry
When reviewing the structure of the nursing records, it was found that the indicators
with the highest compliance in the dimension of patient identification were the
placement of the first and last name (99.7%), gestational age at birth (99.5%), current
date (99.3%), number of days of life (99.2%) and date of birth of the child (99.0%);
while the date of admission, placement of the first and second bracelet were the least
compliant with 69.7%, 70.2% and 69.9% compliance, respectively (Table 1).
In the dimension Characteristics of the record, it was found that correct spelling and
grammar were the indicators with the highest compliance with percentages of 96.7%
and 96.7%, respectively. On the other hand, the time of recording and the registration
number of the professional caregiver were only complied with by 39.4% and 41.4%,
respectively (Table 1).
Table 1: Structure of the nursing records: patient identification dimensions and
characteristics of the record.
Dimension: Patient identification
Not
Complies
complies
Indicator
AF
RF
AF
RF
First and last name
395 99.7%
1
0.3%
MH number
370 93.4%
26
6.6%
Wristband number 1
278 70.2% 118 29.8%
Wristband number 2
277 69.9% 119 30.1%
Days of life
393 99.2%
3
0.8%
Gestational age at birth
394 99.5%
2
0.5%
Corrected gestational age
369 93.1%
27
6.9%
Date of birth
392 99.0%
4
1.0%
Date of entry
276 69.7% 120 30.3%
Current date
393 99.2%
3
0.8%
Birth weight
391 98.7%
5
1.3%
Medical diagnosis
388 97.9%
8
2.1%
Dimension: General characteristics of the record
Not
Complies
complies
Indicator
AF
RF
AF
RF
Objectivity
271 68.4% 125 31.6%
Correct grammar
374 94.4%
22
5.6%
Correct spelling
383 96.7%
13
3.3%
Correction of errors
208 52.5% 188 47.5%
Time of registration
156 39.4% 240 60.6%
Signature and clarification
334 84.3%
62
15.7%
Professional registration
number
164 41.4% 232 58.6%
Note: AF: Absolut Frequency, RF: Relative Frequency.
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Nursing Process
Regarding the registration of the Nursing Process, in the assessment dimension an
average compliance of 72.5% was found. Compliance with the recording of heart rate,
blood pressure, oxygen saturation and current weight of the newborn were greater
than 90.0%, while tolerance to feeding and the description of two or more organic
systems were recorded in 20.2% and 35.6%, respectively. In the diagnosis dimension
the compliance was 0.2%, with only one registry that included at least one nursing
diagnosis.
In the planning and execution of the nursing interventions, it was found that the volume
intake, parenteral hydration, and elimination were recorded at a level higher than
95.0%, while there was a relationship between the interventions performed by the
nursing professionals with the medical diagnoses in 26.3% of the records.
In relation to the interventions performed in collaboration with medical staff, the
recording of transfusions volume was recorded in 99.3% and the recording of the
blood draw volume was recorded in only 61.3% of occasions. Interventions in
collaboration with other professionals were poorly recorded, with compliance rates
ranging from 4.6% to 40.1%.
Finally, in the evaluation dimension, it was found that 39.6% described the user's
responses to nursing care manifested in vital signs and 35.8% described the patient's
response to nursing care, in at least two organ systems.
Inferential analysis
It was found that in the Global Efficacy Index of the structure (GEIS), the average
score of the sample was 14.97 out of 18 maximum points, representing 83.1%
compliance. Meanwhile, the Global Efficacy Index of the process (GEIP) was 13.81 on
average out of 22 maximum points, representing 62.77% compliance. Regarding the
Global Efficiency Index (GEI) of Nursing Records, the average score was 28.78 out of
40 total points, representing 71.95% compliance (Table 2).

ÍNDICE
GEIS
GEIP
GEI

Table 2: Global Efficiency of Nursing Records.
Media
SD
Median
Min
Max
14.97
1.54
15
10
18
13.81
2.52
14
4
20
28.78
3.52
29
17
37
Note: SD: Standard deviation.

When investigating the relationship between the dimensions of the instrument and the
work shift, it was found that the GEIS dimension had higher scores in the night shift
(p:<0.001). The GEIP and GEI of nursing record dimensions showed no relationship
with the work shift (Table 3).
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Table 3: Global Efficiency of Nursing Records and work shift.
GEIS
Night Shift
Day Shift
Weekend Shift

n
183
102
111

Media
15.34
14.52
14.74

SD
1.55
1.56
1.34

Median
16
15
15

p-Value

GEIP
Night Shift
Day Shift
Weekend Shift

n
183
102
111

Media
14.07
13.97
14.54

SD
2.14
3.02
2.82

Median
14
14
14

p-Value

GEI of nursing record
Night Shift
Day Shift
Weekend Shift

n
183
102
111

Media
29.44
28.56
29.28

SD
3.24
4.04
3.62

Median
30
29
29

p-Value

<0.001

0.175

0,240

Note: SD: Standard deviation.

When analyzing the quality of the nursing record and its relationship with the sex of the
professional who fills it out, no statistically significant differences were detected, so it
can be said that there is no relationship between these variables (Table 4).
Table 4: Global Efficiency of Nursing Records and sex of the professional.
GEIS
n
Media
SD
Median
p-Value
Male
79
14.92
1.51
15
Female
317
14.98
1.55
15
0.757
GEIP

Media
14.20
14.17

SD
2.71
2.56

Median
14
14

p-Value

Male
Female

n
79
317

GEI of nursing
record
Male
Female

n
79
317

Media
29.16
29.17

SD
3.82
3.82

Median
29
30

p-Value

0.719

0.819

Finally, a relationship was found between the level of education and the quality of the
nursing record, with higher GEI in those completed by Registered Nurses (χ2: 6.81,
p:0.009).

DISCUSSION
As the complexity of health care increases, it is necessary to have strategies to ensure
effective communication in which patient safety is the fundamental axis. The nursing
clinical record thus enables to monitor the continuity of care, while providing safe care
and allowing the review of decisions made for carrying out nursing interventions (7).
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The Nursing Process is conceived as the method that underlies the professional
nursing practice, so it is imperative not only to be known and applied in practice, but
also to leave written evidence of its implementation in the nursing records (8,16). The
results of the present study highlight shortcomings regarding the documentation of the
NP in its different steps, fact which highlights the relevance of conducting studies to
monitor the quality of the records and the implementation of continuous improvement
plans, as detailed in the literature consulted.
In our study, according to the record structure, we found a compliance of 82.5%, and
the priority intervention areas were identified as inadequate correction of errors,
signature without including the professional registration number, and the lack of
annotation of the time of completion of the registry. In addition, other variables specific
to the service, such as the recording of the neonatal bracelet (wristband) numbers,
were found to be deficient. The data of the present study do not coincide with the
findings of similar studies in which the level of compliance with the registry structure
was found to be high, and the areas that presented deficiencies were those related to
the documentation of water balance and vital signs, and also the use of unofficial
abbreviations (17).
When analyzing compliance with the recording of nursing diagnoses, low adherence to
the recording of these diagnoses was found, with a level of compliance of less than
one percent. When comparing these findings with the scientific evidence, it was found
that the studies refer to levels of compliance in this area ranging from 0% to
100%(12,18). The differences in the aforementioned studies are due to aspects such as
the use of records that incorporate specific and mandatory sections for the
incorporation of the nursing diagnosis, the measurement of compliance after staff
training, the use of institutional protocols and guidelines for filling out nursing notes
and the use of electronic medical records, which have proven to have a positive
impact on the implementation of the nursing diagnosis in professional practice and in
its reporting.
At a general level, we identified a level of compliance with the quality requirements of
the registry of 71.95%, which is lower when compared with similar studies. In this
regard, a study conducted in Mexico reported a level of compliance with the quality of
the nursing clinical record of 95.59% (18). This study analyzed quality by means of the
dimensions of identification, assessment, diagnosis, activities, evaluation, and
elaboration, and categorized the records as "excellent" when compliance was obtained
in the 91-100% range of the checklist. However, it is worth noting that the study
analyzed the level of adherence of the record to the legal regulations in Mexico but
had a small sample (n:54). Another study by Lopez-Cocotle et al. (19) in Mexico, which
included 105 nursing notes, it was found that the indicators with the greatest deficits
were identification, rating, evaluation, and elaboration, while in our study the
dimensions diagnosis, evaluation and planning were the worst evaluated.
On the other hand, Pokorski et al. (12) describe in their study that the physical
examination was recorded in 3% of the observations of records made, while the
patient's evolution reached 95% compliance. In our case, the assessment was
recorded in 72.5% and the evolution in less than 40% of the cases, depending on the
item analyzed.
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From the review conducted, the concern and relevance of the analysis of the quality of
the records is evident, and this is reiterated in studies such as those of Muinga et al.
(8), Melo et al. (14), Gaedke Nomura et al. (20), and Akhu-Zaheya et al. (21), which
highlight the need to implement educational interventions aimed at improving the
quality of record keeping, which also showed a significant impact on the mastery of
nursing diagnoses as a process and product, as well as nursing interventions and
outcomes. Other strategies reported to improve the quality of the records are the
integration of the Nursing Process to the electronic medical record (22). Based on this,
the present study constitutes a starting point for the design of strategies aimed at
improving the registry, beginning with the areas identified as priorities for intervention.
Finally, the literature agrees that the quality guidelines for registries differ between
regions, countries and even institutions, so that specific tools must be designed to
address the variability of aspects to be assessed, which supports the design and
validation of specific instruments for each environment.

CONCLUSIONS
In our study, we found overall compliance levels of 71.95%, being the incorporation of
nursing diagnoses and the evaluation of the patient's response to prescribed and
applied nursing care, the areas that deserve prioritization for intervention.
It was found that, in the night shift, there was a higher level of quality of the records
compared to other work shifts. The sex of the professional who filled out the registry
showed no relationship with the quality of the record. The level of training was related
to the quality of the record, with higher indexes being identified in those with
undergraduate training.
It is necessary to implement strategies aimed at the systematic follow-up of the writing
and training of nursing professionals for the correct filling out of clinical records, which
also involves reinforcing knowledge of the nursing process with emphasis on the
identification and recording of nursing diagnoses.
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