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Abstract. The aim of this literature review was to discover what the effects are of the standardized nursing
documentation. The material used for conducting was drawn from CINAHL, PubMed and Cochrane
databases. The search was confined to relevant electronically retrievable studies with links to full text and
published in the English language in 2007-2008. These criteria yielded 19 studies. The results indicate that
there are mainly positive effects when using nursing terminologies in documenting patient care.
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1. Introduction

The movement from paper-based to computer-based nursing documentation has been
going on for the last 15 years. Still, many researches have revealed insufficient and
scattered documentation in nursing care. [1, 2] It has also been pointed out that even if
nurses do have electronic systems in use, they do not have enough time for
documenting according to the nursing process. [3] Insufficient documentation
endangers patient safety, security, well-being as well as the continuity of care. [4, 5]
When using nursing diagnosis, patient’s individual needs are assessed and it is then
easier for nurses to decide on more specific nursing interventions. Using nursing
diagnosis as a tool to visualize patients’ needs help nurses to think reflectively and to
focus on nursing care planning. The usage of the nursing process also alleviates
interaction between nurses. [6]  According to a recent literature review [7] standardized
nursing documentation showed more positive than negative effects with respect to
quality, the nursing process and terminology use, knowledge level and acceptance of
computer use in nursing documentation.
The aim of this literature review was to discover what the effects are of the
standardized nursing documentation. In other words, the main focus of interest is the
effects of the use of nursing terminologies in documentation.

2. Materials and methods

Information retrieval for this study was conducted in August 2008 on the three main
databases of nursing literature: CINAHL, PubMed and Cochrane. The aim was to find
publications dealing with both nursing documentation and standardized documentation.
The major keywords used were nursing documentation, nursing care plan, nursing
records, standardized and terminology with or without Boolean operator AND, and
also with or without “ ”. [7]
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The searches on each database used the same inclusion criteria: the articles to be
included in the review were to have been published between 2007 and 2008, in the
English language and provide links to the full text. The titles and abstracts returned by
the search were read and assessed. Articles concerning nursing care or nursing
practices, interventions, information system implementation projects or development
programmes were excluded. When using different keyword combinations in the
CINAHL database the search returned 20 studies. The PubMed database returned 215
studies.  The search result from the Cochrane Library from all Cochrane products was
579 studies. All the titles and/or abstracts of these articles were manually screened to
assess their relevance. In some cases the entire article had to been skimmed. When
stating the limit “articles published in last two years” the PubMed database gave four
articles from the end of 2006. Once all articles or abstracts found from the databases
had been read and duplicates eliminated, there was 19 studies remaining for the
analysis.
After reading the articles they were assessed and classified according to their main
outcomes. The five categories used for classification are as follows: content of
documentation, nursing process, terminology cross-mapping, EBP (evidence based
practise), documentation of diseases and need of education.  They were further
classified according to their effects. The aim was to discover what kind of effects,
positive or negative, the standardized documentation has.

3. Results

The most often (n=14) used terminologies were NANDA-I (previously named the
North American Nursing Diagnosis Association, now NANDA International), NIC (the
Nursing Interventions Classification) and NOC (the Nursing Outcomes Classification),
abbreviated in some studies as NNN. ICF (the International Classification of
Functioning, Disability and Health), ICNP (the International Classification of Nursing
Practice), MDS (the Minimum Data Set), PNDS (the Perioperative Nursing Data Set)
as well as SNOMED-CT (the Systematized Nomenclature of Medicine Clinical Terms)
were each used in two studies.
Four of these studies were conducted by Müller-Staub et al. [8, 9, 10, 11] and on two
occasions they used Q-DIO (the Quality of Diagnoses, Interventions and Outcomes) for
auditing the nursing documentation. [9, 11] Killeen and Imogene [12] have presented
the King’s Conceptual System as a framework for nursing which helps nurses to
organize the elements of the nursing process.
Five studies [13, 8, 10, 11, 14] highlighted the positive effects of the content of nursing
documentation. In addition, there were also negative effects or inadequacies in
documentation.  In three studies [12, 15, 16] the nursing process was the focus of
interest. For instance, Burkhart & Sommer [16] found that standardized terminology
usage helps students to update and apply nursing concepts in nursing practice.
In three studies terminologies were cross-mapped between each other. SNOMED-CT
and NOC [17] cross-mapped over 90 %, and PNDS cross-mapped with SNOMED-CT
[18] 100 %. Also, NMDSN (the Nursing Minimum Data Set for the Netherlands), ICF
and ICNP [19] cross-mapped well between each other.
In four studies [20, 21, 22, 23] concerning documentation of different diseases and in
two studies concerning documentation according to EBP guidelines [24, 25] there were
only positive effects. Furthermore, five studies [16, 15, 9, 26, 14] stated the importance
of education. Studies of the review are summarized in Table 1.
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4. Discussion

Standardized nursing documentation has raised questions and discussion among health
care personnel. It is also an area that has not been studied from many different points of
view. For these purposes we searched three key databases to locate the latest researches
concerning standardized nursing documentation. However, in spite of an in-depth
search strategy, it is possible that some important publications have been overlooked.
According to this review the effects of terminology based nursing documentation are
mainly positive. In the NNN system, Clancy et al. [13] reported such positive effects
like easy of use, time saving, adequate number of choices for diagnoses and paper
savings. According to Keenan et al. [15] and Kumar [21] NNN can be used to
transform and standardize nursing practice. NNN also facilitates multidisciplinary
communication. [21] Also Thoroddsen and Ehnfors [14] found statistically significant
improvements in documentation. They discovered that the use of nursing assessment,
diagnosis and interventions, and documented signs, symptoms and etiologies increased.
The negative effect was missing patient outcomes.
In 2006 Müller-Staub et al. [8] found significant improvements in documentation, even
if signs, symptoms and aetiology were inaccurate. A year later they [9] concluded that
after educational interventions the implementation of NNN resulted in a higher quality
of nursing diagnosis, nursing interventions and patient outcomes. Later they tested an
audit instrument [11] to ensure the quality of documentation of nursing diagnoses,
interventions and outcomes. Also documentation of different groups of patients
improves when using standardized nursing documentation. [20, 21, 22, 23]
Additionally, standardized nursing languages can be used as a framework in
researching and developing EBP guidelines. [24, 25]
Even if the nursing process has been taught in nursing schools for decades, it has not
been used systematically, and has therefore been forgotten. Updating the care plan and
choosing the proper outcomes and interventions has been difficult. [13] The nursing
process highlights the care of patients. When assessing the nursing diagnosis, by
looking at the expected outcomes and planned interventions, implementing the plans
and evaluating the actual outcomes, we can make the nursing we do for and with the
patient visible. [12] To make this possible we need educational interventions,
supportive training programmes and lectures both for nurses and nursing students. [16,
15, 9, 26, 14]

5. Conclusion

Undoubtedly, standardized nursing documentation improves the quality of
documentation of patient care. Using standardized nursing documentation means
documenting using the nursing process alongside uniform nursing terminology.
Through these systems we make nursing visible. But we cannot do it without adequate
resources. Implementation of computerized nursing record systems needs
administrative support in terms of time, a sufficient quantity and quality of educators
and enough computers in every unit of an organisation.
In addition, more research of standardized nursing documentation is needed. To
improve patient care and the continuity of care we need, for example, health care
personnel’s assessments of standardized nursing documentation a few years after their
implementation. Also, the impact on standardized nursing documentation concerning
nursing practices, nursing intensity, patient guidance along with the quality of care are
internationally important research areas.
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documentation (N=19)
Study
outcomes

Referenc
e

Terminology     + - Comments

Content of
documen-
tation

[8] NNN x x High satisfaction, easy and effective. Doubts as
to whether it improves care-plan updating.
Choosing outcomes, interventions difficult

[18] NNN x x Interventions, outcomes more often
documented, signs and symptoms, aetiology,
nursing diagnoses inaccurate

[20] ICNP, ICF,
NANDA,
ZEFP1

x x NANDA is internationally the most often used
and researched terminology for nursing
diagnosis, only NANDA fulfilled all
classification criteria

[21] NNN, Q-DIO x Measures reliably the quality of documentation
[23] NANDA, NIC,

FHP2
x x Statistically significant improvements in

documentation, measurable patient outcomes
missed

[19] NNN, Q-DIO x Higher quality of documentation, useful audit
tool

Nursing
process

[13] nursing process x Describes the nature of nurse-patient
interactions which leads to treatment and goal
attainment

[12] NNN x  Can transform nursing practice
[7] NNN x Students develop critical thinking skills

Terminology
cross-
mapping

[9] NMDSN, ICF,
ICNP

x ISO standard facilitates cross-mapping, several
nursing diagnostic concepts can be mapped
when using NMDSN, ICF and/or ICNP

[17] SNOMED-CT,
NOC

x Terminologies cross-mapped over 90 %, after
improvements more robust referencing system

[25] PNDS,
SNOMED-CT

x x Terminologies cross-mapped 100 %,
differences in hierarchical levels

EBP [11] NNN x Can be used in research and development of
EBP guidelines

[14] NNN x Standardization of nursing activities and
reliable EBP nursing diagnosis can be created

Documen-
tation of
diseases

[10] MDS x Accurate documentation of epilepsy/seizure
disorders both in paper and computerized
versions of MDS

[15] NNN x Facilitates and supports communication
between nurses, assists in standardizing
knowledge for nursing practice e.g. of diabetics

[16] NIC, ICNP x Proper nursing languages for recording nursing
care of stroke patients

[24] PNDS x Optimal tool for perioperative nurses to
enhance the care of surgical patients

Need of
education

[7] NNN x Students develop critical thinking skills

[12] NNN  x Limited resources. Implementing terminologies
needs effort, education strategy, uniform usage

[19] NNN, Q-DIO x Education and evaluation support nurses
[22] NIC x  Revealed the most common nursing

interventions and areas in need of education
[23] NANDA, NIC,

FHP
x  Much educational effort and nurse managers’

support
1ZEFP, Nursing Diagnostic System of the Centre for Nursing Development and Research,
2FHP, Functional Health Patterns

Table 1.  Study outcomes and positive (+) and negative (-) effects of standardized
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