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Executive summary

Background
Th�� ���l�����ry �� ������c������ a�� appr�pr��a��� car�� ��r �l���r 
p���pl�� l������g ��� r������������al car�� ��������g� ���p�����, ��� 
par�, �� �h�� qual���y �� car�� ��cu�����a����� a�a��labl�� 
to nurses, care workers and other members of 
�h�� �ul�������c��pl���ary ���a�. Th�� ��cu�����a����� �� 
a����������� �a�a, car�� pla�� a�� pr�gr���� r��c�r����g� ar�� 
al�� u���� ��� ����� c�u��r����� ��� qual���y au���� pr�c������� 
a�� �� �al���a��� cla���� ��r �u�����g. Pr����������al 
l��a���r�h��p ��� ���� ag��� car�� ��������g� r����� larg��ly 
with nurses and the problem-solving approach to 
documentation, well established in nursing for some 
y��ar�, ��� �r��qu����ly �h�� ba���� �� ��cu�����a����� �y������ 
in aged care homes. The benefits to the residents 
�� ag��� car�� h����� �� ������c������ a�� appr�pr��a��� 
��cu�����a����� c�ul� p��������ally b�� ���ga���� ��� �h��y 
ar�� ��cu���� l���� �� ���������g �h�� ������� �� r����������� 
a�� ��r�� �� ���������g r��qu��r�������� ��r qual���y au����, 
for funding or for compliance with the tenets of an 
�r�h���x appr�ach �� ��cu�����a�����, �uch a� �ha� �� 
problem-solving.
Th�� ������ ��r ������c������ a�� appr�pr��a��� ��cu�����a����� 
in aged care settings is identified in policy 
statements in most jurisdictions. In most advanced 
��c��������� ������������� ��� ������l�p���g a pl���h�ra �� 
��cu�����a����� ������g�� a�� �y������, ��� b��h pap��r 
a�� ��l��c�r����c ��r�a��, ��� ����������. Th�� ���gr���� �� 

which this investment contributes to the quality 
�� car�� ��r r����������� a�� �h�� ���l�����ry �� car�� by 
direct care staff are not yet well established. No 
previous systematic review concentrating on 
�ur����g ��cu�����a����� a�� qual���y car�� �u�c����� 
specific to aged care have been identified however 
two systematic reviews focused on nursing 
��cu�����a����� g�����rally ha��� b����� r��p�r����. O��� 
systematic review 1 c��clu���� �ha� �h��r�� app��ar� �� 
be a conflict between documentation to meet the 
car�� ������� �� r����������� a�� ��cu�����a����� �� ������ 
�h�� ������� �� �a�ag������� a�� a���������ra�����. Th�� 
reviewers also concluded that nurses in practice 
now need to be ready to share information systems 
and information with their patients and with their 
������cal h��al�h c�ll��agu���. Th�� ���c��� �y�����a���c 
review focused on acute care, with the reviewers 
concluding that there was no measurable evidence 
�� ����������y �h�� ������c� �� ��cu�����a����� �� h��al�h 
�u�c����� �r car�� qual���y ��� acu��� car�� ��������g�. 2

G������ �h��� lack �� clar���y �urr�u�����g �h�� r��la������h��p 
between documentation, resident outcomes and 
�h�� qual���y �� car��; a�� �h�� c������u��� ������������� ��� 
both developing new documentation systems and in 
nursing/care staff time to document care, a systematic 
review of the available international evidence was 
c��������r��� �� b�� ���p�r�a�� ��� c������p�rary ag��� 
car��.

Objectives
T� ����������y �h�� b���� a�a��labl�� ���������c�� �� �h�� ������c�� 
�� ��cu�����a����� �� �h�� qual���y �� car�� ��� ag��� car�� 
�ac��l��������.
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Inclusion criteria
Types of participants
The review considered studies that included residential 
aged care settings that care for older residents (60 
years and older) including high dependency and low 
���p�������cy �ac��l��������.

Types of intervention(s)/phenomena of 
interest
The interventions of interest to this review were 
�y������ �� �ur����g ��cu�����a����� �ha� �ay ha��� 
a� ���pac� �� �h�� qual���y �� car��. Th�� ������r���������� 
included were:
* D�cu�����a����� ��� ca��� ������
* �l��c�r����c ��cu�����a����� �y������
* Fac��l���y ��cu�����a�����

Types of studies
Ra���������� c���r�ll��� �r��al�, ����cr��p������ ��u������ a�� 
qual���a������ ��u������ c��c��r����g �h�� ��cu�����a����� 
within an aged care environment were all included in 
the scope of this review.

Types of outcomes
Th�� �u�c����� ���a�ur��� �� ������r���� ���clu���� ��a�� 
�a�����ac����� a�� a�����u���� �� ��cu�����a����� a�� ��a�� 
������. Fr�� �h�� r����������’� p��r�p��c������, ���c������c�� �� 
�all�, �u�r������� ��a�u�, c���������� �� r���������� �k��� a�� 
resident satisfaction and quality of life measures were 
identified as indicators of the quality of care suitable 
��r ���clu�����.

Search strategy
The search commenced with a data base search of 
�h�� C�chra��� l��brary, M�DLIN�, CINAHL, Curr���� 
C��������, P�ych�����, �xpa����� Aca������c I����x, 
Cancerlit, Sociofile, Austrom and Health sites. 
Hand searching and web searching included HISA 
c�����r���c�� pr�c��������g� a�� c����r��� �� ���������c�� 
ba���� prac���c�� ���clu����g �h�� J�a��a Br��gg� I������u���.

Methodological quality
Quantitative Papers
Papers selected for retrieval were assessed by two 
independent reviewers for methodological quality 
prior to inclusion in the review using the standardised 
cr�����cal appra���al �����ru������ �r�� �h�� J�a��a Br��gg� 
Institute System for the Unified Management, 
Assessment and Review of Information package 

(SUMARI). Any disagreements that arose between the 
reviewers was resolved through discussion with a third 
reviewer.

Qualitative Papers
Papers selected for retrieval were assessed by two 
independent reviewers for
����h���l�g��cal �al������y pr���r �� ���clu����� ��� �h�� 
review using the standardised critical appraisal 
�����ru������ �r�� �h�� J�a��a Br��gg� I������u��� Sy����� 
for the Unified Management, Assessment and Review 
of Information package (SUMARI). Any disagreements 
that arose between the reviewers was resolved 
through discussion with a third reviewer.

Data Collection
Statistical pooling was not possible in this review. 
However, metasynthesis of qualitative findings was 
conducted. Qualitative data was extracted from 
papers included in the review using the standardised 
�a�a ��x�rac����� ���l �r�� �h�� J�a��a Br��gg� I������u��� 
System for the Unified Management, Assessment and 
Review of Information package.

Data Synthesis
Where meta-synthesis was possible, qualitative 
research findings were pooled using the Qualitative 
Assessment and Review Instrument (QARI). This 
involved the aggregation of findings to generate a 
single comprehensive set of synthesised findings. 
Where textual pooling was not possible the findings 
were presented in narrative form.

Results
Metasynthesis of the qualitative findings from the 
thirteen included studies gave rise to two synthesised 
findings:
1. �l��c�r����c ��cu�����a����� �y������ r���uc�� �h�� 
������ ��������� �� ��cu����� a�� ���pr���� �h�� qual���y �� 
content (Level 3)
2. I� ��cu�����a����� ��� ������g���� �� ���r��� purp����� ��h��r 
�ha� �h�� pla�����g, ���l�����ry a�� ���alua����� �� car��, �h�� 
quality of care will be compromised (Level 3)

Conclusions
This systematic review concurs with two earlier 
systematic reviews concerning documentation 
in general nursing which noted that there was a 
lack of a causal link between documentation and 
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client outcomes and that the relationship between 
�����r�a����� �y������ a�� prac���c�� ��� p��rly u����r����� 
by prac����������r�. Th����� r���ul�� h��ghl��gh� c��c��r�� 
a� �� �h�� �ur���’� u����r��a�����g �� �h�� r��l���a�c�� �� 
documentation in a professional framework and 
a� a ���l ��r qual���y car�� a�����������. Th�� ���������c�� 
�ugg����� �ha�:
1. There is no causal link between documentation and 
client outcomes (Level E4)
2. The relationship between documentation and direct 
car�� ���l�����ry ��� p��rly u����r����� by prac����������r� 
(Level E4)
3. �����c������ ��cu�����a����� ���c�rp�ra���� r��c�r����g� 
r��la���� �� a�����������, car�� pla�����g, pr�gr���� a�� 
evaluation. (Level E4)
4. Computer aided software applications for data 
a�aly���� a�� car�� pla�����g r���uc�� �h�� ������ ��������� 
for documentation. (Level E3)
5. ��uca����� ��� �ur����g ��cu�����a����� ���pr����� �h�� 
quality of data recording (Level E4)

Keywords: Ra������z��� c���r�ll��� �r��al�, qual���a������ 
research, quality and care, nursing homes and (records 
or data or statistics), aged or elderly, residential or 
h����� ��r �h�� ag���, qual���y �� h��al�h car��, �u�c���� 
a�� pr�c���� ���a�ur�������, r��c�r�� a�� �ur����g, 
��cu�����a����� a�� �ur����g

Introduction

Background
Th�� ������c������ u��� �� �����r�a����� ��� p�����al �� �h�� 
���l�����ry �� c������p�rary �ur����g car��. 3 Dur���g �h�� 
1970’s there was an increasing recognition by nurses 
a� �� �h�� ������ ��r c���u���ca���� �����r�a����� �hr�ugh 
�h�� ������c������ ��cu�����a����� �� cl������ a�����������, car�� 
pla�����g a�� �h�� ���alua����� �� ������r���������� ��� ���r�� 
�� cl������ �u�c�����. Nur����’ u����r��a�����g �� �h�� 
r��l���a�c�� �� �a�a ga�h��r���g a�� �u�c���� ���alua����� 
ha� ��� b����� �ully ����������ga����.1, 4 Th�� l�����ra�ur�� 
�ugg����� �ha� ��cu�����a����� pr�c������� �r��qu����ly �a��l 
�� accura���ly r��c�r� �a�a a�� �� cap�ur�� �a�a r��l���a�� 
to those who deliver care. The reluctance of the aged 
car�� ���c��r �� ����r��uc�� ��l��c�r����c c���u���ca�����, 
�����r�a����� a�� �a�a �y������ ��� �a��� �� ha��� ���p������ 
qual���y ���pr��������� a�� �� ha��� �a��l��� �� ��xp���� 
�h�� ��x����� a�� ������c� �� �ur����g a�� all����� h��al�h 
������r���������� ��� ag��� car��. N� pr������u� �y�����a���c 

review concentrating on nursing documentation and 
���� r��la������h��p �� car�� ���l�����ry �r �� qual���y �� car�� 
outcomes specific to aged care has been
identified. A Cochrane Collaboration review of nursing 
��cu�����a�����1 c��clu���� �ha� �h��r�� app��ar� �� 
be a conflict between documentation to meet the 
car�� ������� �� r����������� a�� ��cu�����a����� �� ������ 
�h�� ������� �� �a�ag������� a�� a���������ra�����. Th�� 
reviewers also concluded that nurses in practice now 
������ �� b�� r��a�y �� �har�� �����r�a����� �y������ a�� 
information with their patients and with their medical 
health colleagues. Another systematic review focused 
on acute care, with the reviewers concluding that 
there was no measurable evidence to identify the 
������c� �� ��cu�����a����� �� h��al�h �u�c����� �r car�� 
qual���y ��� acu��� car�� ��������g�.2

D�cu�����a����� ��� �h�� ba���� �� ��x���r�al �u�����g a�� 
accr������a����� ���c������� �ak���g ��� ag��� car�� ��� ����� 
jurisdictions. In Australia, for example, calculation 
�� �u�����g ��r ag��� car�� �ac��l�������� ��� ba���� �� �h�� 
�������a����� �� �h�� r��la������ ���p�������c�� �� r����������� a�� 
�h��� ��� �al���a���� by ra����ly au�������g ��cu�����a�����; 
�hu� ���� ��cu�����a����� �y������ ar�� ������g���� �� 
b��h �a�����y �u����r� a�� �� �ac��l���a��� car��. 5 Cr�����c� �� 
this dual (and sometimes
conflicting) purposes of documentation argue that 
the use of a funding tool as a framework to direct 
��cu�����a����� l��a�� �� a lack �� ��cu� �� cl������ car�� . 
In 1994 the Government of Australia commissioned an 
����������ga����� �� ��xa������ �����l� �� ��cu�����a����� ��r 
�ur����g car�� ��� �h�� ag��� car�� ���c��r. A� ��xp��r� pa���l 
investigated the most suitable model(s) of nursing 
home documentation in line with the Government’s 
r��qu��r������� ��r acc�u��ab��l���y a�� pr����������al 
�ur����g prac���c��. Th�� pa���l �� ��xp��r�� r��p�r���� �ha� 
larg�� pr�p�r������ �� �ur����g h���� ��a�� lack��� �h�� 
���c����ary �k��ll� ��� ��cu�����a����� ��r pr����������al 
prac���c�� a�� �ha� �h�� �k��ll l�����l �� ��a�� par���cularly 
in Hostels (facilities providing care to residents with 
relatively low care needs) impacted on the level of 
��cu�����a�����. Th�� c����ral r�l�� �� �ur����g ��� l��g ���r� 
care settings and the dominance of medicine within 
the health system where nurses are educated impacts 
on the status given to information documented, with 
pr���r���y ������ a����g���� �� ������cally r��la���� ����r�����.6, 7 
Medical information is often well documented despite 
�h�� ���ab��l���y �� ������cal ���ag������ �� cap�ur��
�a�a �ha� ������r������� ����������ual �ur����g car��. 8 I� 
ha� b����� r��p�r���� �ha� �ur���� �����l ��h��r h��al�h 
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pr����������al� �� ��� c��������r �h����r ������ �� b�� 
�� c�����qu���c�� a�� �ha� �h��� l��a�� �� a cul�ur�� 
�ha� r��gar�� c��pr��h��������� ��cu�����a����� a� 
u����p�r�a��. 9 H�l�z�a� a�� ��h��r� 10 �ugg����� �ha� 
�ur����g ac������������ ar�� g�����rally l�ca���� ��� �h�� c�����x� 
�� a ������cal para���g� ��� ag��� car�� �ac��l�������� a�� �ha� 
�h��� �ay l��a� ��h��r h��al�h pr����������al�, a�� �ur���� 
�h������l����, �� a��u��� �ha� �ur����g ������ ha��� �� 
r��l���a�c�� �� �h���.
Fr�� a l��gal p��r�p��c������ �ur���� c��������r 
��cu�����a����� a� a� �����ru����� ������g���� �� pr����c� 
them from litigation and that their awareness of 
�h�� l��gal ����u��� c��c��r����g ��cu�����a����� gr��a�ly 
influences the style of their recording so that the 
��cu� ��� �� �h�� a�����a�c�� �� bla��� ra�h��r �ha� �� �h�� 
������� �� cl�������. 
The oral tradition of nursing is well documented and 
is best demonstrated in the use of oral “handovers” 
�r�� ���� �ur��� �� a���h��r a�� �h�� u��� �� �����r�al 
������. I� ha� b����� �ugg������� �ha� �ur���� �ay b�� 
silenced in their work because they remind people of 
�h����r �ul���rab��l���y, �ra��l�y a�� ��r�al���y. 11 A� a r���ul� 
of this, critical data concerning the human body (and 
�ur����’ a�� car��r�’ r�l�� ��� �a�ag���g �h�� �������a��� 
�a�ag������� �� b����ly �u�c������ �uch a� ������ca����� 
and showering) and is often omitted. Language 
u�ag��, r����ra���� �r�� ���barra������� �� �h�� �ur��� 
or the desire to comply with dignity issues of the 
cl������, ������ c��p�u����� by cul�ural c��c��r��, all 
impact on the nurse’s perception of what is accurate 
��cu�����a�����.3, 9, 12 Th�� p�ych�l�g��cal a�� ���������al 
distances that some nurses find necessary to establish 
to achieve what they perceive as a professional 
manner with the client extends to the written word 
r���ul����g ��� �h�� �p��r���ual a�� ���������al �alu��� �� 
�h�� cl������� b��c�����g ����������h��� �r ����r����yp��� ��� 
��cu�����a�����. 11 Mar����,12 ��� a ��u�y u����r�ak��� ��� 
Canada, estimates that between 12-20% of a nurse’s 
������ ��� �ak��� up by ��cu�����a����� ��� l��g ���r� car�� 
a�� r��p�r�� �ha� �a�y �� �h�� �ur���� ��� �h�� ��u�y 
resented this time away from direct client care and 
c��pl������ ��cu�����a����� ��� ����r������. 
Th�� u��� �� ��l��c�r����c ��cu�����a����� �y������ ��� �a��� 
�� ���cr��a��� accuracy a�� r���uc�� ������. Th�� l�����ra�ur�� 
�ugg����� �ha� ag��� car�� �ac��l�������� lag b��h���� �h����r acu��� 
���c��r p����r� ��� �h�� appl��ca����� �� c��pu���r a������ 
��cu�����a�����.
G������ �h��� lack �� clar���y �urr�u�����g �h�� r��la������h��p 
between documentation, resident outcomes and the 

qual���y �� car��; a�� �h�� c������u��� ������������� ��� b��h 
developing new documentation systems and in nursing/
care staff time to document care, a systematic review of 
the available international evidence was considered to 
b�� ���p�r�a�� ��� c������p�rary ag��� car��.

Inclusion criteria

Types of participants
The review considered studies that included residents 
in aged care settings that care for older residents (60 
years and older) including high dependency and low 
���p�������cy �ac��l��������

Types of intervention(s)/phenomena of 
interest
The interventions of interest to this review were 
�y������ �� �ur����g ��cu�����a����� �ha� ha��� a� 
���pac� �� �h�� qual���y �� car��, �h�� ������r���������� 
included were:
* D�cu�����a����� ��� ca��� ������
* �l��c�r����c ��cu�����a����� �y������
* Fac��l���y ��cu�����a�����

Types of studies
This review considered randomised controlled trials, 
c�h�r� ��u������, ������ ���r����� ��u������ a�� ��u������ �ha� 
��cu� �� qual���a������ �a�a ���clu����g, bu� ��� l��������� 
��, ������g�� �uch a� ph���������l�gy, gr�u�� �h���ry, 
���h��graphy, ac����� r�����arch a�� ����������� r�����arch. 
Descriptive studies of any design were included. 
Other text such as opinion papers and reports were 
c��������r��� ��� a �arra������ �u��ary.

Types of outcomes
Th�� �u�c����� ���a�ur��� ���clu���� ��a�� �a�����ac����� 
a�� a�����u��� �� ��cu�����a����� a�� ��a�� ������. 
Fr�� �h�� r����������’� p��r�p��c������, ���c������c�� �� �all�, 
�u�r�������al ��a�u�, c���������� �� r���������� �k��� a�� 
resident satisfaction and quality of life measures were 
identified as indicators of quality suitable for inclusion 
in the review.

Search strategy

Th�� ���arch ��ra���gy acc������� b��h publ���h��� a�� 
u�publ���h��� �a���r��al.
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A search of CINAHL and Medline identified the 
relevant key words contained in the title, abstract, and 
subject descriptors. The terms identified in this way 
were used by respective databases and were used in 
�h�� ��x���������� ���arch �� �h�� l�����ra�ur��. R�����r���c�� l����� 
a�� b��bl���graph����� �� �h�� ar���cl��� c�ll��c���� �r�� �h���� 
identified in the initial search were further explored. 
O�ly ar���cl��� publ���h��� ��� �h�� la�� 10 y��ar� ��� ��gl���h 
were used in this review.
The following databases were searched:
Curr���� c��������
C�chra��� L��brary
P�ych�����
Ag�� l�����
D������r�a����� a�� ab��rac�
Ca�c��rl���,
HISA c�����r���c�� pr�c��������g�
J�a��a Br��gg� I������u��� ��������c�� L��brar�����
Ba���l����r, K��ll�gg L��brary a�� ��������c�� ba���� �����al 
h��al�h ������r���� �������.

Method of the review

N� ra���������� c���r�ll��� �r��al�, c�h�r� ��u������, ������ 
���r����� ��u������ �u���abl�� ��r ���clu����� ��� a ��a�������cal 
meta-analysis were found in the search. Qualitative 
research papers selected for retrieval were assessed 
by two independent reviewers for methodological 
validity prior to inclusion in the review using 
��a��ar������� cr�����cal appra���al �����ru������ �r�� �h�� 
J�a��a Br��gg� I������u��� Qual���a������ A����������� a�� 
Review Instrument (Appendix V ). Any disagreements 
that arose between the reviewers were resolved 
through discussion with a third reviewer.

Data Collection

Data was extracted from papers included in the review 
u����g �h�� ��a��ar������� �a�a ��x�rac����� ���l �r�� �h�� 
J�a��a Br��gg� I������u��� Qual���a������ A����������� a�� 
Review Instrument (Appendix VI).

Data Synthesis

Where meta-synthesis was possible, qualitative 
research findings were pooled using the Qualitative 

Assessment and Review Instrument (QARI). This 
involved the aggregation or synthesis of findings 
�� g�����ra��� a ���� �� ��a��������� �ha� r��pr������� �ha� 
aggregation, through assembling the findings (Level 
1 findings) rates according to their quality, and 
categorising these findings on the basis of similarity 
in meaning (Level 2 findings). These categories 
were then subjected to a meta-synthesis in order to 
pr��uc�� a ����gl�� c��pr��h��������� ���� �� �y��h��������� 
findings (Level 3 findings) that can be used as a basis 
for evidence-based practice. Where textual pooling 
was not possible the findings were presented in 
�arra������ ��r�.

Results

Description of studies
Of the fifty seven studies found in the search, twenty 
one matched the inclusion criteria sufficiently to 
���r��� r���r�����al.

Number of studies found and retrieved
Nu�b��r �� ��u������ ��u�� Nu�b��r ���l��c���� ��r r���r�����al

57 23

Methodological quality
The twenty three retrieved papers were subjected to 
critical appraisal by two reviewers.
Number of studies included and excluded

QARI
Nu�b��r �� ��u������ ���clu���� Nu�b��r �� ��u������ ��xclu����

13 10

Thirteen papers were included in the review following 
critical appraisal. One of these papers was a systematic 
review of the relationship between nursing records and 
�ur����g prac���c�� 1 and three were reports of qualitative 
r�����arch ��u������ u����g ���h��graphy3; c������� 
analysis of interview data13; a�� �h���a���c a�aly���� �� 
observational and interview data. 14 Th�� r���a������g 
nine papers selected for inclusion were of mixed 
����h��� a�� ���clu���� b��h �u���r��cal a�� ���x�ual 
�a�a a�� ���� a�aly����. Th�� qua�����a������ c��p������� 
of these nine studies were not appraised and there 
were included on the basis of their qualitative findings 
�r c��clu������. A �u��ary �� �h�� �h��r������ ���clu���� 
��u������ ar�� �u��ar������ ��� App������x IX.
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Results of metasynthesis of 
qualitative research findings

Meta-synthesis of studies included in the review 
generated 2 Synthesised Finding(s). These Synthesised 

Findings were derived from 23 Study Finding(s) that 
were subsequently aggregated into a 6 Category/
Ca���g�r�����. Th�� S�u�y F�������g� ar�� l������� ��� App������x 
IX and the QARI View detailing the relationships 
between Study Findings, Categories and Synthesised 
F�������g� ��� ��� App������x IX.

Synthesised Findings
Synthesised finding Electronic documentation systems reduce time needed to document and improve the 
qual���y �� c�������

�l��c�r����c ��cu�����a�����
�y������ r���uc�� ������
��������� �� ��cu����� a��
���pr���� �h�� qual���y ��
c�������

T����� ��������� �� ��cu�����
Th�� ����a�� ��r ��cu�����a����� ����rac�� �r�� car�� 
givers ability to deliver care (C)
Expert systems reduce time needed to document (C)

C��pu���r������, ��xp��r� �y������ 
���pr���� ��cu�����a����� a�� 
�a��� ������

�xp��r� �y������ ha��� h��gh acc��p�ab��l���y ��� r��g������r��� 
nurses (C)
Expert systems improve content of documentation (C)

Comments: All four of the findings that gave rise to these synthesised findings were rated as unequivocal at the point of extraction.
Synthesised finding: If documentation is designed to serve purposes other than the planning, delivery and evaluation of care, quality of care is 
c��pr�������.

I� ��cu�����a����� ��� 
������g���� �� ���r��� 
purp����� ��h��r �ha� 
�h�� pla�����g, ���l�����ry 
a�� ���alua����� �� car��, 
qual���y ��� c��pr��������

D�cu�������� car��
a�� r���p������ ��
care do not reflect
ac�ual car�� a��
r���p������ �� ���

D�cu�����a����� ��cu���� �� ������cal ���ag������ a��
treatment and not on broader nursing or social needs (C)
Formal documents do not record actual care (C)

Th�� c������� ��
��cu�����a����� 
��� �r��qu����ly 
���c��pl�����

Under-reporting of aggressive episodes by staff (U)
Resident charts were incomplete in terms of mental health and history (C)
I� �p����� �� �ra������g, ��cu�����a����� �� �ur����g ���ag������ a�� ��
goals was poor (C)
Resident’s experiences not documented (C)
Documentation had no impact on resident (C)
Comprehensive Assessment not documented (C)
Formal documentation is often supplemented with “scraps”
(personal notes not open to scrutiny} (U)
Wr������� �ur����g r��c�r�� u�r��l��abl�� ��� accura���ly r��c�r����g
nutritional intake (U)
The mental condition of residents was often incomplete (U)

D�cu�����a����� ���
������ a� a �������c��
aga����� cr�����c����
ra�h��r �ha� a� a��� ��
qual���y

Formal documentation is perceived as “official” and for official
purposes only (C)
Formal documentation exposes practitioner to criticism (C)

Valuable
�����r�a����� ��� ������
��� cap�ur��� ���
��r�al ��cu������

I���r�al ��cu�����a����� play� a� ���p�r�a��, �h�ugh ���������bl��,
role in care giving (C)
What is written in the documentation does not always reflect
care given (C)
I���r�al a�� ���rbal c���u���ca����� ��� ���� �r��qu����
mechanism of effective communication regarding care (C)

Staff estimates of food intake conflict with actual intake (U)
O�h��r ����h���, �uch a� ph���graphy a�� ������p��������
�b���r�a����� a�� r��c�r����g, ar�� ��r�� accura��� �ha� curr����
documentation methods (U)
Curr���� appr�ach��� �� ��cu�����a����� ar�� ���appr�pr��a��� ��r
aged care (C)

Comments: All nineteen of the findings that gave rise to these synthesised findings were rated as credible or unequivocal at the point of extraction.
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Discussion

Staff Satisfaction
Few studies that investigated staff satisfaction in 
relation to documentation methods were found but 
expert opinion papers report concern with current 
����h��� �� ��cu�����a����� par���cularly ��� ���r�� �� 
�h�� ������ c���u����g �a�ur�� �� ��cu�����a�����, a�� 
�h�� ��lu��� �� ��cu�����a����� r��qu��r���.
O��� ��u�y cl��arly ��������ra���� �h�� u��� �� �����r�al ����� 
taking in the work place both as a method for planning 
short-term work objectives and as an aid memoir. This 
�����r�al ����� �ak���g ��� r��p�r���� �� �p��ra��� al��g������, 
bu� ������p��������ly ��, ��r�al r��c�r� �y������, a�� �h�� 
author suggested a need to examine how current 
��cu�����a����� �y������ �a��l �� acc�����a��� �h�� 
appar���� ������ ��r ag��� car�� ��a�� �� g�����ra��� a���������al 
��cu������ �� carry �u� �h����r r�l��.3

I� a ��u�y ���alua����g �h�� u��� �� a� ��l��c�r����c 
��cu�����a����� �y����� ��� ag��� car�� h����� ��� Ca�a�a 
a�� Au��ral��a, K�ch15 reported that computer-assisted 
r��c�r�� ach�������� a h��gh l�����l �� acc��p�a�c�� ��� b��h 
�h�� cap�ur�� a�� a�aly���� �� �a�a ��� �h�� ��r�a����� �� 
nursing diagnosis. There was, however, a requirement 
��� �h��� ��u�y ��r ��a�� �� u��� �h�� N�r�h A���r��ca� 
Nursing Diagnosis Association (NANDA) taxonomy 
and it was noted that the greater the level of expertise 
�� �h�� �ur��� ������ca���� a gr��a���r p��������al ��r u���l���a����� 
�� �h�� ����h�� �� r��c�r����g. 
Pay��� 14 described how there were seldom, dedicated, 
pr���a��� �pac��� pr�������� ��r a� ����������ual �ur��� �� 
��cu����� ��� ag��� car�� h�����. Sh�� al�� argu��� �ha� 
�ur���� ��� ag��� car�� �r��qu����ly ���r������ l����l�� �a�����ac����� 
�r�� p��r���al au�h�r�h��p �� �h����r ����r����� a� curr���� 
��cu�����a����� �y������ a��u���� a g�����ral������, 
h���g������u� appr�ach �� �h�� car�� ���l�����ry a�� car�� 
��cu�����a����� pr�c����.

Documentation of Measures of Resident 
Outcome
Few studies exposed or effectively demonstrated 
���a�ur������� �� r���������� car�� �u�c����� �hr�ugh 
��cu�����a�����. 
Two studies found that nursing in the aged care domain 
was directed from a medicalised, illness perspective 
a�� �ha� �h�� ���a�ur������� �� �u�c����� r��la���� �� 
the daily lives of residents were therefore regarded as 
u����p�r�a��.8, 14 Documentation of mental status was 
investigated empirically in two studies. 16, 17 I� b��h 

�� �h����� ��u������, a����������� �hr�ugh �b���r�a������ 
u����g ������ �����al ������ �r ����cr��p��r� �� b��ha����ur 
were investigated. The findings suggest that nurses 
�b���r���� ���� ��� pr������� a���qua��� ��cu�����a����� 
�� �����al ��a�u� �� ���l�����r a���qua��� car�� �r �� ���abl�� 
��h��r h��al�h car�� pr����������al� �� �a�����ac��r��ly pla� 
�r ���alua��� appr�pr��a��� ������r����������. B��h au�h�r� 
c��clu���� �ha� ���pr��������� ��� c����������cy �� 
recordings is to be recommended, noting there was 
frequent inadequate or under-reporting of behavioural 
���c��������. 16, 17

Insufficient and unreliable documentation in relation 
to nutritional intake was found in two studies.18, 19 
Staff perceptions when recording written assessment 
of food intake was found to vary widely. Despite the 
costs incurred, photography was recommended as an 
a��� �� r��c�r� a��u��� c���u���� ah��a� �� ����h��� 
such as the time consuming weighing of the food 
a� a� accura��� a�����������. Ph���graphy �ay al�� 
demonstrate style of eating as well as amount taken 
a�� ���ga���� �h�� ������ ��r r��l��a�c�� by ��a�� �� �h����r 
�����ry.

Performance Measures 
O��� ��u�y ���pha������� �h�� u��� �� �rga�������g �a�a 
c�ll��c�����, �y��h������ a�� a�aly���� �hr�ugh c��pu���r 
aided software packages. Historically there has 
been misunderstanding that such packages would 
b�� pr���cr��p������ ��� appl��ca�����, a� �a�y �ur���� �ay 
��� ha��� b����� ��xp����� �� �h�� c��c��p� �� c��pu���r 
software packages as instrument for data extraction 
and collation of information in the workplace. The 
���l ����cr��b��� ���c�rp�ra���� �h�� p��������al ��r �ur�h��r 
���uca����� a�� ���alua����� ��� �h�� pla�����g �� car�� 
���r��c������� a��
a����������� �� �u�c����� �� �h���� ���r��c�������.20

Time Constraints
Th��r�� ��� ����� ���������c�� �� �upp�r� �h�� cla��� �ha� �h�� 
������ u���� ��� ��cu��������g �ur����g car�� ��ra���g����� 
��� ag��� car�� �ac��l�������� �ay ����rac� �r�� �h�� ab��l���y �� 
��a�� �� ���l�����r car��. O��� Ca�a���a� ��u�y ������ �ha� 
12% of nursing time in long term care facilities was 
�p���� ��cu��������g car��.12 Koch (1999) found that 
computer aided packages saved up to 14% of time 
��������� �� ��cu�����. 15 �xp��r� �p������� �ugg����� �ha� 
�ur���� r������� �h��
time spent on documentation as it takes them away 
�r�� ���r��c� car�� ���l�����ry.
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Conclusion

This systematic review found no high quality evidence 
�� �h�� ������c�� �� ��cu�����a����� �� ��a�� �a�����ac�����; 
��a�� a�����u���� �� ��cu�����a�����; �h�� ���c������c�� �� 
r���������� �all�; �h�� �u�r�������al ��a�u� �� r�����������; �h�� 
c���������� �� r���������� �k���; a�� r���������� �a�����ac����� 
a�� qual���y �� l����� ���a�ur���. N� h��gh qual���y ��u������ 
�ha� cap�ur��� �u���r��cal �a�a �� ����abl���h �h�� ������c� 
�� ��cu�����a����� �� �h����� �u�c����� �r �� ����������y 
relationships between
documentation and these outcomes were found in 
this systematic review.
Some qualitative evidence was found to support 
the view that the use of electronic documentation 
�y������ r���uc��� ��a�� ������ ��������� �� ��cu����� a�� 
���pr����� �h�� qual���y �� r��p�r����g. Th�� ����a�y��h������ 
of qualitative findings yielded two synthesised 
findings: 
*�l��c�r����c ��cu�����a����� �y������ r���uc�� �h�� ������ 
��������� �� ��cu����� a�� ���pr���� �h�� qual���y �� 
content (Level M1)
*I� ��cu�����a����� ��� ������g���� �� ���r��� purp����� ��h��r 
�ha� �h�� pla�����g, ���l�����ry a�� ���alua����� �� car��, �h�� 
quality of care will be compromised (Level M2)
��������c�� �r�� ����gl�� ��u������ �ugg����� �ha�:
*There is no causal link between documentation and 
client outcomes(Level E4)
*The relationship between documentation and direct 
car�� ���l�����ry ��� p��rly u����r����� by prac����������r� 
(Level E4)
*�����c������ ��cu�����a����� ���c�rp�ra���� r��c�r����g� 
r��la���� �� a�����������, car�� pla�����g, pr�gr���� a�� 
evaluation. (Level E4)
*��uca����� ��� �ur����g ��cu�����a����� ���pr����� �h�� 
quality of data recording (Level E4)

Implications for practice

�����c������ly ��cu��������g r�����������’ a������������, 
car�� pla�� a�� pr�gr���� ar�� g�����rally ������ a� a� 
���p�r�a�� ������ca��r �� g��� c���u���ca����� a�� 
a� a cr�����cal c��p������ �� pr����������al prac���c��. 
Mak���g a�� c���u���ca����g �h����� r��c�r����g� ar�� 
also time consuming and comprise a significant 
c��p������ �� �h�� �a��ly �u�c��������g �� ag��� car�� 
�ac��l��������. D�cu�����a����� ��� al�� u���� ��� ����� 
jurisdictions to capture information for management 

a�� a���������ra������ purp����� a�� a� a� ������ca��r �� 
qual���y �r �� �al���a��� cla���� ��r �u�����g.
Although this review did not find any high quality 
evidence and the findings should therefore be treated 
with caution, the best-available evidence suggests that 
������c������ a�� appr�pr��a��� ��cu�����a����� ��cu���� �� 
���������g �h�� ������� �� r�����������. Th�� l��������� ���������c�� 
available suggest that the relationship between 
��cu�����a����� a�� prac���c�� ��� p��rly u����r����� by 
prac����������r� a�� �ha� a ��������� ��x����� ��r �ur���� a�� 
care staff between meeting the needs of residents 
a�� �h�� ������� �� �a�ag������� a�� �u����r�. Th�� 
findings of this review suggest that the design and of 
��cu�����a����� �y������ �ccup����� a h��gh pr�p�r����� 
of direct care staff time (that could be otherwise 
used to deliver care) and that current documentation 
�y������ �r��qu����ly �a��l �� cap�ur�� �a�a accura���ly �r �� 
sufficient detail to assist staff in communicating care 
�������; �a����a������g c������u���y �� car��; a�� ���l�����r���g 
car��. Th�� rap��� ������l�p����� �� ��l��c�r����c car�� 
�����r�a����� �y������ a�� �h����r appl��ca����� ��� ag��� 
car�� prac���c�� app��ar� �� r���uc�� �h�� ������ ��������� �� 
document (thus, releasing time that could be used in 
direct care giving) and to improve accuracy.

Implications for research

I� ��� cl��ar �ha� �ur�h��r r�����arch ��� urg����ly r��qu��r��� 
in this area. The review has shown that there is, as 
y���, �� h��gh qual���y ���������c�� �� �h�� r��la������h��p 
between documentation and resident outcomes or 
on the relationship between information systems 
a�� prac���c��. Th��� pr�������� �u���r�u� �pp�r�u��������� 
�� ��luc���a��� gr��a���r u����r��a�����g� �� ag��� car�� 
�hr�ugh
r�����arch���g �h�� �����r�a����� u���� by �ur���� a�� car�� 
staff and the relationship between care giving how it 
is understood expressed in written form by and its 
understanding and written expression by nurses and 
car�� ��a��.
N� h��gh qual���y ��u������ �ha� cap�ur��� �u���r��cal �a�a 
�� ����abl���h �h�� ������c� ��
��cu�����a����� �� r���������� �u�c����� �r �� ����������y 
relationships between documentation and these 
outcomes were found in this systematic review and 
further large scale, multi-site studies are need to 
��xpl�r�� �h��� �ur�h��r.
Fur�h��r qual���a������ r�����arch c�ul� pr������� b������r 
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u����r��a�����g �� car�� g������g a�� �� �h�� r�l�� �� 
��cu�����a����� ��� pr��������g qual���y car��.
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Appendix I - Search Strategy
QARI
CINAHL ���arch ���r��
#7 #5 a�� #6
# 6 explode ?clinical trials?/all topical subheadings/all age 
�ubh��a����g� ��� D�
#5 #1 and #4
#4 #2 or #3
#3 (resident* and (aged or elderly)) in DE,TP
#2 (nursing home*) in DE,TP
#1 explode ?Documentation;?/all topical subheadings/all age 
�ubh��a����g� ��� D�
M�DLIN� �XPR�SS ���arch ���r��
#11 #9 a�� #10
#10 #2 and #4
#9 #8 and (py>1991)
# 8 (randomized controlled trials) in MESH,PS
# 7 (#6 and quality and care) in MESH,PS
#6 (nursing homes and (records or data or statist*)) in MESH,PS
#5 #1 and #2 and #3 and #4
#4 (aged or elderly) in MESH,PS
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Appendix VI - Data extraction instruments
QARI data extraction instrument

Appendix VII - Included Studies

S�u�y M���h��� Par���c��pa��� I����r��������� Ou�c����� N�����

B��ck CMR,
Baldwin B
16

R��c�r� au���� a��
���a�ur������� ��
aggr�������� u����g
�h�� Ry����
Aggr�������� Scal��

R����������� ��
�ur����g h���� 
who
����play aggr���������
b��ha����ur

N/A Th�� u��� ��
��a��ar�������
��r�� ��r r��p�r����g
c�ul� ���pr����
c����������cy.
Under-reporting of
aggr���������
���c�������� �ugg����
�ha� �ur����g
������r���������� ��
������rrup� pa����r��
�� aggr���������
behaviour were
c��pr��������.

N/A

Curr��ll R,
Wainwright P,
Urquhar� C1 

Sy�����a���c
Review

Acute Care -
�ur���� a��
pa��������

N/A Th�� au�h�r� �� �h��
review suggested
�ha� �h�� r��la������h��p
between information,
�����r�a����� �y������ a��
prac���c�� ��� p��rly
understood (Currell, et al,
2003). The studies
reviewed were
predominantly concerned with
a���������ra������
����u��� ra�h��r �ha�
�h�� ������� ��
cl�����cal prac���c��
(Currell, et al,
2002). The
au�h�r� ha���
r��c����������
�ur�h��r r�����arch ���
r��qu��r��� ��� �h���
ar��a, �ugg�������g
�h�� r�����arch ��cu�
�� r��la������h��p ��
r��c�r����g �y������
a�� cl�����cal
prac���c��

N/A
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�hr���b��rg A
�M 27

Pr�� a�� P��� 
������r���������
r���r��p��c������ au����
�� r��c�r��8 �r�� a
stratified
ra����������
�a�pl��

R��g������r��� �ur���� No significant
���pr��������� ���
�h�� qual���y ��
��cu�����a�����
was found

N/A

�hr���b��rg A�M  8 R���r��p��c������
au���� u����g a�
au���� �����ru�����

R��g������r��� �ur���� Car�� ���r��c����
larg��ly by ������cal
���ag������; ���ry
l����l�� �ur��� ���r��c����
car�� ��cu��������; r����������� ���� 
not benefit from documentation; 
a����������� �����ru������ ��� u����.

N/A

Har���y MP,
C�l���a� P3

Ethnography/
Gr�u����� Th���ry

R��g������r��� 
�ur����,
��u����� �ur����,
�ur����g aux��l��ar�����

N/A The use of “scraps” helps
��a�� �� cap�ur�� �a�a ��� a�a��labl�� 
��r publ��c �cru����y; �ur����g ��a�� 
were integral to
c���u���ca����� ��� �h�� car�� 
pr�c����

N/A

J����g SY,
McM��lla� M13

Interviews ��r�ll��� �ur���� 
a�� a������a��� ��� 
�ur����g

N/A Th�� ����a�� ��r
���cr��a����
��cu�����a�����
cau����
par���c��pa��� �� b��
“paper oriented”
ra�h��r �ha�
“human focused”
in their work

N/A

K�ch W15 D���cr��p������ 
– qual���a������ a�� 
qua�����a������

R��g������r��� �ur���� N/A Sy����� �ugg�������
��a�� �a�����ac�����
a�� ���pr�����
cap�ur�� �� �a�a.
N����� ��r ��xp��r������
��� u����g NANDA
�ax����y
appar����.

N/A

Mar���� A,
H����� C,
F��l��x M 12

Record Audit/
non-participant
�b���r�a�����

Car�� ��a�� 12% of nurses
������ �p���� ��
��cu�����a�����; ��cu������ ���� 
not reflect nursing care; informal 
verbal communication was the 
���� �r��qu���� ���cha����� ��r 
������c������ c���u���ca�����.

N/A

McD�ugall,G17 M��a�ur������� ��
c�g��������� �u�c�����
u����g
MMSE/Record
Au����

106 r����������� ���
���x �ur����g h�����

Nur����g
��cu�����a�����
���a���qua���.

N/A

Pay��� SHM,
C�l���a� P14

Ob���r�a�����,
interviews

r��g������r��� �ur����,
��u����� �ur����
a�� car��
a������a���

D�cu�����a�����
r��gar���� a� a
��r�al r�u������
r��qu��r������� a��
��� a� a ���a�� ��
������c������
c���u���ca�����.

N/A
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Pokrywka H,
Koffler, SKH 18

M��a�ur������� ��
���� a�� cal�r��c
fluids before and
a����r ���al; car��
��a�� �������a���� ��
���� c���u�p�����

r����������� ���
�ur����g
homes/nursing
h���� ��a��

I�accurac����� ���
��cu�����a�����
��u��; �ugg�����
�h��� ��� b��cau��� ��
�u�b��r �� ��a��
�����l���� ���
a����������� ��
����ak��; ������ lag
between
a����������� a��
��cu�����a�����.

N/A

S������� S,
R��ub��� D48

Nur����g r��c�r��
au����; �b���r�a�����;
ph���graph��c
r��c�r����g�

Nur����g ��a�� Nur����g r��c�r��
insufficient and
u�r��l��abl�� ���
r��c�r����g
�u�r�������al ����ak��.

N/A

Voutilainen P,
I��la A,  
Muur������ S22

Au���� u����g S������r
M������r �����ru�����

Nur����g h����
residents/staff

D�cu�����a�����
r��qu��r���
���pr���������.

N/A

Appendix VIII - Excluded Studies
QARI
Burgum M. A new pathway to documentation Reason for Exclusion 
A descriptive paper without a strong research basis54

F���zg��ral� RP, Sh�����r��ck BN, Z������r�a� D. Apply���g p��r��r�a�c�� 
���a�ur��� �� l��g ���r� car��.20 R��a��� ��r �xclu����� D���� ��� 
a��r���� �h�� ���clu����� cr�����r��a

Hansebo G, Kihlgren, M. Review of nursing documentation in 
nursing home wards changes after intervention for individualised 
car��.60 R��a��� ��r �xclu����� S�u�y ������g� ������������� g�����ral���ab��l���y 
of findings. No data to link documnented care with actual care.

H�l�z�a�, JDJ, M��y��r�, R. D�����l�p����� a�� ��������g �� a pr�c���� 
���a�ur�� �� �ur����g h���� qual���y �� car��.33 R��a��� ��r �xclu����� 
D���� ��� ��cu� �� ��cu�����a����� a� a� ������r�������g �ar��abl��

L�������� JM, T���l��, �.A Qual���y �r������a���� appr�ach �� pr����ur�� 
ulc��r �a�ag������� ��� a �ur����g �ac��l���y.38 R��a��� ��r �xclu����� 

Quality assurance project without a rigorous research design

Ma�����, R. S�������g up a c��pu���r��z��� pa������� r��c�r�? �xp��r�����c�� 
�alk�.40 Reason for Exclusion Insufficient data presented

Porell F, Caro, F. Facility-level outcome performance measures for 
�ur����g h�����. 56 Reason for Exclusion Insufficient data

Teno JMB, Mor KJ, Phillips CD, Hawes C, Morris Fries BE. Changes 
��� a��a�c��� car�� pla�����g ��� �ur����g h����� b����r�� a�� a����r 
�h�� pa������� ���l� ������r����a����� ac�: R��p�r� �� a 10 ��a��� �ur���y. 50 
Reason for Exclusion Does not address review question

Ulyatt J, Zelmer L. Health care focus documentation more efficient 
char����g. 51 Reason for Exclusion Insufficient data. Process of data 
a�aly���� ��� a���qua���ly ����cr��b���. 

Z���� JS, Aar������ W.Th�� u��� �� ��a��ar���z��� I����ca��r� a� 
Qual���y I�pr���������� T��l�: A� appl��ca����� ���

P�����yl�a���a Nur����g H����.53 R��a��� ��r �xclu����� 
Documentation was not observed or analysed.

Appendix IX - List of study findings / Conclusions
Improving documentation of aggressive behaviour in nursing home residents

F�������g 1 Under-reporting of aggressive episodes by staff

Illu��ra����� Observed aggressive episodes were not recorded by staff in patient documents

Nursing record systems: Effects on nursing practice and health care outcomes
Patient records in nursing homes.

F�������g 1 In spite of training, documentation of nursing diagnosis and of goals was poor 

Illu��ra����� No significant differences between trained groups and control groups in quality of documentation 
a����r �ra������g 
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Patient problems, needs and nursing diagnosis in Swedish nursing home records
F�������g 1 R����������’� ��xp��r�����c��� ��� ��cu��������

Illu��ra����� Pain was a recurring problem for residents but only one
record recorded a resident’s own description

F�������g 2 D�cu�����a����� ��cu���� �� ������cal ���ag������ a��
�r��a������ a�� ��� �� br�a���r �ur����g �r ��c��al �������

Illu��ra����� Nur����g �r��������� ���ag������ a�� �ur����g ��������a���� car�� ���
��cu��������

F�������g 3 D�cu�����a����� ha� �� ���pac� �� r����������

Illu��ra����� “Clients did not benefit in a quantifiable way from
��cu�����a�����, a� ��� h��ghl��gh���� by �h�� c��c��r� �� ��ly ����
client’s experience of pain was recorded”

Finding 4 C��pr��h��������� A����������� ��� ��cu��������

Illu��ra����� “The use of assessment instruments were not used...it may
be deduced that nurses did not value these tools...”

Scraps’ hidden in nursing information and its influence on the delivery of care
F�������g 1 Formal documentation is often supplemented with “scraps”

(personal notes not open to scrutiny}

Illu��ra����� Nurses and care staff wrote their own notes on scraps of
pap��r

F�������g 2 Formal documentation is perceived as “official” and for official
purp����� ��ly

Illu��ra����� Nurses considered their own “scraps” as more up-to-date,
c������������, acc������bl�� a�� a b������r ��urc�� �� �����r�a�����
�ha� ��r�al ��cu������

F�������g 3 F�r�al ��cu�����a����� ��xp����� prac����������r �� cr�����c����

Illu��ra����� Nurses saw “scraps” as a protection against criticism.

Finding 4 I���r�al ��cu�����a����� play� a� ���p�r�a��, �h�ugh ���������bl��,
r�l�� ��� car�� g������g

Illu��ra����� “Scraps” are ignored in evaluating care delivery because they
ar�� ��� par� �� �h�� ��ruc�ur��� ��cu�����a����� �y����� �r
�����r�a����� ��xcha�g��

Documentation leads to reform: reality or Myth
F�������g 1 What is written in the documentation does not always reflect

car�� g������

Illu��ra����� “..there is a gap between what is written in nursing care plans
and what is delivered to their residents”

F�������g 2 Th�� ����a�� ��r ��cu�����a����� ����rac�� �r�� car�� g�����r�
ab��l���y �� ���l�����r car��

Illu��ra����� “the demand for documentation caused them to be “paper
oriented rather than human focused” in their work”
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Development, validation and evaluation of an expert system to provide decision support 
for nursing diagnosis in aged care

F�������g 1 �xp��r� �y������ ha��� h��gh acc��p�ab��l���y ��� r��g������r��� �ur����

Illu��ra����� M��a� u���l���y �c�r�� �� .72 ������ca���� acc��p�ab��l���y �� ��xp��r�
�y����� by �ur���� ��� �a�pl��

F�������g 2 �xp��r� �y������ ���pr���� c������� �� ��cu�����a�����

Illu��ra����� S�a��ar� �� ��cu�����a����� ���pr�����

F�������g 3 �xp��r� �y������ r���uc�� ������ ��������� �� ��cu�����

Illu��ra����� A time saving of 14.4 minutes per care plan was reported

Documentation practices of nurses in long term care
Finding 1 Formal documents do not record actual care

Illustration “Nurses acknowledged that the care they provided was not
fully reflected in the care notes”

Finding 2 Informal and verbal communication is most frequent
mechanism of effective communication regarding care

Illustration “Formal documents were of less use in actual care planning,
care giving, and outcome evaluation than were informal
communication”

Memory awareness in nursing home residents
F�������g 1 Resident charts were incomplete in terms of mental health and history

Illu��ra����� Nur���� ���� ��� pr������� a���qua��� ��cu�����a����� ��r ��h��r
h��al�h pr����������al� a�� �h��� l��a� �� a� ���ab��l���y ��
�a�����ac��r��ly pla� �r ���alua���� car�� r��la���� �� �����al h��al�h

Interaction between nurses during handovers in elderly care
Accuracy of patient care staff in estimating and documenting meal intake of nursing 
homeresidents

F�������g 1 Staff estimates of food intake conflict with actual intake

Illu��ra����� “Discrepancies found between actual intake and documented estimates of intake” 

Nutritional intake monitoring for nursing home residents: a comparison of staff 
documentation, direct observation and photography methods.

F�������g 1 O�h��r ����h���, �uch a� ph���graphy a�� ������p�������� �b���r�a����� a�� r��c�r����g, ar�� ��r�� 
accura��� �ha� curr���� ��cu�����a����� ����h���

Illu��ra����� Photographic and independent observation recordings were
��r�� accura��� �ha� �h�� ��x�������g ��cu�����a�����

F�������g 2 Wr������� �ur����g r��c�r�� u�r��l��abl�� ��� accura���ly r��c�r����g
�u�r�������al ����ak��

Illu��ra����� Documentation failed to identify 53% of residents assessed
a� p��r.
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Nursing documentation in nursing homes – state of the art and implications for quality 
improvement

F�������g 1 The mental condition of residents was often incomplete

Illu��ra����� Data on mental ability was absent in 75% of documents
audited, even though 75% of the residents in the study had
�����ra��� ����������a

F�������g 2 Curr���� appr�ach��� �� ��cu�����a����� ar�� ���appr�pr��a��� ��r
ag��� car��

Illu��ra����� F�r�� u���� ���� ��� ������ �h�� r��qu��r�������� ��r
documenting care in long-term settings

�l��c�r����c ��cu�����a����� 
�y������ r���uc�� ������ 
��������� �� ��cu����� a�� 
���pr���� �h�� qual���y �� 
c�������

T����� ��������� �� ��cu����� Th�� ����a�� ��r �h�� ��cu�����a����� ����rac�� �r�� car�� g�����r� 
ab��l���y �� ���l�����r car��
�xp��r� �y������ r���uc�� ������ ��������� �� ��cu����� 

C��pu���r������, ��xp��r� �xp��r� �y������ ha��� h��gh acc��p�ab��l���y ��� r��g������r��� �ur����

�y������ ���pr���� 
��cu�����a����� a�� �a��� 
������

�xp��r� �y������ ���pr���� c������� �� ��cu�����a�����

D�cu�������� car��
a�� r���p������ ��
care do not reflect
ac�ual car�� a��
r���p������ �� ���

D�cu�����a����� ��cu���� �� ������cal ���ag������ a��
�r��a������ a�� ��� �� br�a���r �ur����g �r ��c��al �������
F�r�al ��cu������ �� ��� r��c�r� ac�ual car��

Th�� c������� ��
��cu�����a����� ���
�r��qu����ly
���c��pl�����

Under-reporting of aggressive episodes by staff
Resident charts were incomplete in terms of mental health
a�� h�����ry
I� �p����� �� �ra������g, ��cu�����a����� �� �ur����g ���ag������ a�� ��
goals was poor
R����������’� ��xp��r�����c��� ��� ��cu��������
D�cu�����a����� ha� �� ���pac� �� r����������
C��pr��h��������� A����������� ��� ��cu��������
Formal documentation is often supplemented with “scraps”
(personal notes not open to scrutiny}
Wr������� �ur����g r��c�r�� u�r��l��abl�� ��� accura���ly r��c�r����g
�u�r�������al ����ak��
The mental condition of residents was often incomplete

D�cu�����a����� ���
������ a� a �������c�� aga����� 
cr�����c���� ra�h��r �ha� a� a��� 
�� qual���y

Formal documentation is perceived as “official” and for official
purp����� ��ly
F�r�al ��cu�����a����� ��xp����� prac����������r �� cr�����c����

Valuable
�����r�a����� ��� ������
��� cap�ur��� ���

I���r�al ��cu�����a����� play� a� ���p�r�a��, �h�ugh ���������bl��,
r�l�� ��� car�� g������g
What is written in the documentation does not always reflect

��r�al ��cu������ car�� g������
I���r�al a�� ���rbal c���u���ca����� ��� ���� �r��qu����
���cha����� �� ������c������ c���u���ca����� r��gar����g car��
Staff estimates of food intake conflict with actual intake
O�h��r ����h���, �uch a� ph���graphy a�� ������p��������
�b���r�a����� a�� r��c�r����g, ar�� ��r�� accura��� �ha� curr���� 
��cu�����a����� ����h���
Curr���� appr�ach��� �� ��cu�����a����� ar�� ���appr�pr��a��� ��r 
ag��� car��
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