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ABSTRACT

Purpose: to describe the quality of nursing documentation and nursing diagnoses in the nursing care clinic. 

Methods: The sample was nursing records before and after the training of NANDA-I nursing diagnoses and 
nursing documentation. Observational protocols were used to collect data. The D-Catch instrument was 
used for structural assessment of the quality of nursing documentation. Nursing diagnoses were analyzed 
qualitatively. The statistical package SPSS 26.0 program was used to analyze the nursing documentation 
evaluated with the D-Catch instrument, the Mann ̶ Whitney U test was used to evaluate the differences before 
and after the training.

Findings: Most nursing diagnoses were made in the areas of activity/rest and security/protection. The most 
frequent nursing diagnoses were the risk for falls and the risk for impaired skin integrity. Evaluating the 
quality of nursing records before and after NANDA-I nursing diagnoses training, it was revealed that there 
were most inadequacies in the formulation of nursing diagnoses before the training and in the formulation 
of results after the training. After the training, the formulation of nursing diagnoses and the documentation 
of nursing interventions improved significantly, but the documentation of results deteriorated somewhat.

Conclusions: The results of the research show the necessity of training in improving the documentation of 
nursing care.

Implications for Nursing Practice: This study gives insight into usage of nursing diagnoses in nursing care 
clinic and the necessity of highlighting the importance of health-promoting nursing diagnoses.
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Introduction
Nursing documentation is a document created in paper and/or 

electronic form that shows which patient-centered interventions the 
nurse has planned and performed. The documentation must reflect 
the decisions made in the nursing process and their necessity, inter-
ventions and assessment (Saranto, et al. [1-5]). Nursing documenta-
tion is an inevitable part of the treatment process and the purpose of 
the activity is to contribute to the treatment process. Documentation 
has legal significance for the protection of both healthcare profession-
als and patients. Therefore, correct documentation requires accuracy, 
making nursing care better and enabling confirmation of decisions 
made in patient treatment. Based on research, it can be argued that 

poor documentation is one of the factors that lead to undetected dete-
rioration of the patient’s condition. Documentation should provide an 
overview of changes in health status as well as changes in medication 
[6]. Quality nursing documentation strives to foster structured, con-
sistent, and effective communication among nurses and facilitate con-
tinuity and patient safety. It links nursing documentation directly to 
internationally recognized aspects of healthcare quality and patient 
safety [7]. The quality of nursing documentation meets seven criteria: 

1) Is patient-centered, 

2) Contains actual nursing work, 

3) Reflects nurses’ clinical judgments, 
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4) Is presented in a logical sequence, 

5) Is written in real time, 

6) Records changes in care, and 

7) Meets legal requirements [2]. 

The task of high-quality nursing documentation is to achieve a 
continuous, structured and effective exchange of information between 
healthcare professionals, which results in consistent patient-centered 
nursing interventions [3]. The use of the NNN taxonomy in the provi-
sion of nursing care also increases patients’ satisfaction with the nurs-
ing care provided to them [8]. To ensure this, it should be properly 
and authentically documented. Nursing activities and documentation 
must be consistently directed, controlled and evaluated by the nurs-
ing manager [9]. Legislation regarding patient documentation varies 
from country to country, but should contain accurate and high-qual-
ity information for assessing, planning and providing nursing care. 
A common national model for documenting patient care would im-
prove information flow, collaboration between multidisciplinary care 
teams, and patient safety [10]. Nurses spend about one-third of their 
working time documenting. Nurses’ weak knowledge of documenta-
tion methods can cause problems for both patients and nurses, and 
therefore a common basis for writing correct nursing diagnoses is 
needed for everyone [11]. A study conducted by the Estonian Health 
Insurance Fund revealed that nursing documentation in Estonia has 
improved over the years, but there are still shortcomings [12]. The 
main conditions in the nursing care clinic are dementia and stroke. 

Among somatic disorders, the most common are diseases of the 
circulatory system, diseases of the nervous system (mainly Parkin-
son’s disease) and diseases of the musculoskeletal system (mainly 
osteoarthritis) [13]. They also often have high blood pressure, diabe-
tes and cancer [14]. Related to this, patients in the nursing care clinic 
have a number of psychobiological needs such as body care, mobility, 
elimination, nutrition, circulatory support, neurological regulation, 
safety, and physical integrity. Psychosocial needs are also important 
and have the following indicators: communication, cognition, love, ac-
ceptance, self-actualization, emotional security and sociability [15]. 
Psychosocial aspects such as support network, description of emo-
tions related to the health and illness process, use of coping strategies, 
and patient and family knowledge of treatment, as well as aspects 
related to sexuality, hobbies, and leisure activities, have been found 
to be partially documented or undocumented [16]. The purpose of 
the research is to describe the quality of nursing documentation and 
nursing diagnoses in a nursing care clinic.

Material and Methods 
Sample

In October 2018, an applied research was started at West-Tallinn 
Central Hospital in Estonia, first NANDA-I nursing diagnoses training 
was conducted for all nurses of the nursing care clinic. The nursing 

clinic has 130 beds, and at the time of the study, 52 nurses worked in 
the clinic, 38 of whom completed a two-day training in NANDA-I nurs-
ing diagnoses. The nursing clinic has 6 departments and the nurses 
working there received 16 hours of training. The training was con-
ducted by three lecturers, with one of the trainers working at both the 
hospital and the university. The first eight hours dealt with the theo-
retical foundations of NANDA I, and the second eight-hour training 
included the analysis and joint discussion of the electronic nursing 
history prepared by each participant’s nurse. NANDA International II 
Taxonomy Nursing Diagnoses: Definitions and Classification 2015 – 
2017 [17] in Estonian was used in the training. Since earlier versions 
of the book were also in use in the clinic, nursing diagnoses based on 
earlier versions were also considered correct. The sample was nurs-
ing records before and after training in NANDA-I nursing diagnoses 
and nursing documentation. Nursing records had to meet the follow-
ing criteria: prepared for a patient who had been in the hospital for 
at least three days; the start and end dates of the patient’s case are 
between 3 months before and 3 months after the end of the training, 
and an individual nursing plan has been drawn up for the patient. 

The data were extracted from the LIISA electronic information 
system used in West-Tallinn Central Hospital. The data was compiled 
from the part of the nursing history, which consists of the nursing his-
tory, the nursing plan, and the nursing diary. The nursing records were 
printed out and delivered to the researchers at the agreed time in the 
conference hall of West-Tallinn Central Hospital, where the analysis of 
the nursing records also took place. Before the training, 292 disease 
cases were obtained during the 4 months before the training, of which 
276 met the criteria. Before the training, 54 nursing records were ran-
domly selected in the nursing care clinic. After the training, 3 months 
after the training, a total of 246 disease cases were obtained within 4 
months, of which 148 met the criteria and 47 nursing records. Were 
randomly selected. 

Data Collection
Observational protocols were used to collect data. There were dif-

ferent observation protocols. Protocols 1 - 2 were tables where the 
researchers entered data from the nursing records before and after 
the training. The tables contained information on the following as-
pects: treatment case number, department, nursing diagnoses, relat-
ed factors, defining characteristics, purpose, nursing interventions 
according to the nursing diagnosis, assessment, document reflecting 
the assessment. The third protocol contained the researchers’ in-
dividual assessments according to the D-Catch instrument, and the 
fourth protocol contained the consensus and sum scores based on 
the individual assessments. The D-Catch instrument contained six 
questions: record structure, admission documentation, nursing diag-
noses, interventions, progress and outcome evaluation and legibility. 
All questions were assessed on a 4-point Likert-type scale. Admission 
documentation, nursing diagnoses, interventions, and progress and 
outcome evaluation were measured as a total score of quality and 
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quantity criteria. The research question was given 1-4 points for qual-
ity and quantity, and the results were added together. The minimum 
result obtained by summing was 2 and the maximum was 8. Question 
structure and legibility were measured only based on the quality cri-
terion and there was no summing. The quality criterion points were 
as follows: 4 – very good; 3 – good; 2– incomplete; 1– absent [18]. The 
D-Catch instrument allows assessment of nursing diagnoses accord-
ing to the PES format, which includes P ̶ problem (nursing diagnosis 
name), E ̶ etiology (related factors), S ̶ signs and symptoms (defining 
characteristics) [19].

Data Analysis
For qualitative analysis, nursing diagnoses were divided into 

problem-focused and risk diagnoses. Diagnoses were categorized 
according to NANDA-I Taxonomy II domains. The SPSS 26.0 program 
of the statistical package for social sciences was used for statistical 
analysis. The chi-square (χ2) test was used to compare percentages 
before and after training. The Mann ̶ Whitney U test was used to as-
sess the difference in nursing records quality before and after training 
Mann ̶ Whitney U is a non-parametric test for comparing the arithme-
tic means of two groups. The test was chosen because the sample was 
not normally distributed. Differences where p<0.05 were considered 
statistically significant.

Ethical Considerations
Permission to conduct the research was obtained from the author 

of the D-Catch instrument, the hospital and the Tallinn Medical Re-
search Ethics Committee (decision no. 2742). In addition, confidenti-
ality agreements were signed between the researchers and West-Tal-
linn Central Hospital. The study was conducted in a room allocated for 
this purpose by the hospital. The patient’s name and personal iden-
tification number were deleted from the nursing records. All nursing 
records were coded and the data of the nurses who completed the 
nursing records were deleted. The study results were generalized and 
the personal data of the patients and the nurses who completed the 
nursing documentation were not disclosed.

Results
The related factors were partially present both before and after 

the training in almost half of the cases. There was a statistically signif-
icant difference in the presence of defining characteristics in the nurs-
ing anamnesis, where before training defining characteristics were 
present in less than a quarter of the nursing records and after the 
training in more than half of the nursing records (see Table 1). Prob-
lem-focused nursing diagnoses were established both before and af-
ter the training in a total of eight domains. Most nursing diagnoses 
were made in the field of activity/rest. The areas of self-perception, 
role relationships, sexuality and coping/stress tolerance were not 
addressed. Before the training, 28 different nursing diagnoses were 
formulated in different wording, which did not match the NANDA-I 
II taxonomy or were incorrectly worded. Some diagnoses were made 
several times, there were a total of 68 non-matching nursing diagno-
ses before the training. After the training, 7 different nursing diagno-
ses were made in different wording, a total of 9 different times, which 
did not match the taxonomy of NANDA-I II. Most often, different nurs-
ing diagnoses were combined into one or offered in the wording of 
the nursing diagnoses themselves (see Table 2). Risk diagnoses were 
established both before and after the training in a total of only five 
areas. Most risk diagnoses were established in the field of security/
protection. 

Table 1: Documentation of related factors and defining characteris-
tics in nursing records before (N=54) and after training (N=47).

Related factors 
(p=0.001)*

Defining characteristics 
(p=0.001)*

Before 
training n 

(%)

After 
training n 

(%)

Before 
training n 

(%)

After 
training n 

(%)

Missing 19 (35.2%) 14 (29.8%) 6 (11.1%) 1 (2.1%)

Partially 
available 26 (48.1%) 21 (44.7%) 37 (68.5%) 21 (44.7%)

Fully available 9 (16.7%) 12 (25.5% 11 (20.4%) 25 (53.2%

Note: *χ2-test
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Table 2: Problem-focused nursing diagnoses before (N=54) and after training (N=47).
Domain Nursing diagnoses before training Nursing diagnoses after training

1. Health promotion
Frail elderly syndrome (3) Frail elderly syndrome (34)

Adult failure to thrive (23) Adult failure to thrive (1)

2. Nutrition

- Impaired swallowing (2)

Fluid deficiency (1)* -

Insufficient nutrient intake (1)* -

Possible fluctuations in blood sugar (2)* -

Swallowing disorder (1)* -

Dehudration (1)*

3.Elimination and exchanges

Impaired gas exchange (1)

Impaired urinary elimination (2) -

Constipation (2) Constipation (2)

Tendency to constipation (1)* -

Lack of urination (1)* -

4.Activity/rest

Wandering (2) -

Disturbed sleep pattern (4) Disturbed sleep pattern (1)-

Bathing self-care deficit (4) -

- Impaired physical mobility (2)

- Impaired bedmobility (1)

- Insomnia (1)

Ineffective breathing pattern (3) Ineffective breathing pattern (1)

- Impaired physical activity in bed (1)*

Difficulty in falling asleep (1)* Difficulty in falling asleep (1)*

Elevated blood pressure (2)*, Increase in blood pressure 
(2)*, Possible fluctuations in blood pressure (1)*, Unstable 

blood pressure (1)*, Hypertension (1)*
-

Insufficient self-care when washing, eating, dressing and 
performing toilets (18)*

Insufficient self-care during washing, 
dressing, eating and toileting (1)*

Insufficient self-care when washing, dressing, eating (4)* -

Insufficient self-care when washing, dressing, using the 
toilet, eating (6)* -

Insufficient self-care when washing, dressing, using the

toilet (2)*

Insufficient self-care when washing, 
dressing, eating, using the toilet (3)*

-

Insufficient self-care (1)* -

Self-care deficit (12)* -

Failure to administer medication at the scheduled time 
(p/o, s/c, i/m) due to memory impairment (1)* -

5. Perception/cognition Impaired verbal communication (1)

Chronic confusion (1)

Impaired memory (1)

9. Coping/stress tolerance Adult failure to thrive (23) Adult failure to thrive (1)

11. Safety/

protection

Impaired tissue integrity (3) Impaired tissue integrity (1)

Impaired skin integrity (2) Impaired skin integrity (3)

- Change in skin integrity (1)*

Surgical wound of penis (1 -
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12. Comfort

Chronic pain (2) Chronic pain (6)

Acute pain (8) Acute pain (6)

Ineffective airway clearance (1)

Pain (1)*, Possible pain (1)*, Pain due to the patient`s 
disease, VAS 4-5p (1)*, The patient has pain in the mouth 
area (1)*, Pain and stiffness in one or more joints (1)*, Pain 

in the left hip joint (1)*

Pain (1)*

Possible feeling unwell, weakness, headache, dizziness (1)*

Abdominal pain (1)*

Nausea, vomiting (1)*

- Nausea (1)
Note: * Nursing diagnoses that do not match the NANDA-I II taxonomy or are incorrectly worded.

Before the training, 22 different risk diagnoses were established 
in different wording, which did not match the NANDA-I II taxonomy 
or were incorrectly worded. Some risk diagnoses were established 
several times, in total there were 35 non-matching risk diagnoses be-
fore the training. After the training, 5 different risk diagnoses were 
established in different wording, which did not match the NANDA-I 
II taxonomy. Most often, when formulating risk diagnoses, the word 
“danger” was used instead of “risk” (see Table 3). Health promotion 
diagnoses were not found in any of the nursing records. Evaluat-
ing the quality of nursing records before and after the training and 
different parts of the nursing records in relation to their quality, it 
was revealed that before the training, the total score of nursing in-
terventions (7.11±0.904), the quality of the structure of the nursing 

record (3.87±0.339) and the quality of legibility (3.83±0.376)) were 
the highest. and the lowest was the sum score of nursing diagnoses 
(6.11±1.110) and the quantity of nursing diagnoses (3.04±0.643). 
After the training, the quality of legibility (3.91±0.282), the quanti-
ty of nursing interventions (3.87±0.397) and the sum score of nurs-
ing interventions (7.60±1.035) were the highest, and the sum score 
(6.04±0.756), the quantity (3.06±0.791) and quality (2.98±0.725) of 
progress and outcome evaluation were the lowest. After the training, 
the quantity (p<0.0001), quality (p=0.002) and sum score (p<0.0001) 
of nursing diagnoses and quantity (p=0.015), quality (p<0.0001) and 
sum score (p<0.0001) of nursing interventions improved statistically 
significantly. The quantity of the results was slightly worse (p=0.009) 
(see Table 4).

https://dx.doi.org/10.26717/BJSTR.2024.54.008553


Copyright@ :  Irma Nool | Biomed J Sci & Tech Res |   BJSTR.MS.ID.008553. 45914

Volume 54- Issue 3 DOI: 10.26717/BJSTR.2024.54.008553

Table 3: Risk diagnoses before (N=54) and after training (N=47).
Domain Nursing diagnoses before training Nursing diagnoses after training

1. Health promotion - Risk for frail elderly syndrome (1)

2. Nutrition

Risk for unstable blood glucose level (6) Risk for unstable blood glucose level (9)

- Risk for deficient fluid volume (2)

Potential risk of fluid deficiency (1)* -

- Impaired swallowing, risk of aspiration (1)*

Blood sugar. Danger of hyperglycaemia (1)* -

Danger for hyper- or hypoglycaemia (1)* -

3. Elimination/ exchange

Danger of constipation (2)* Danger of constipation (1)*

Danger for constipation (1)* -

Risk for dehydration (1)* -

4. Activity/rest

- Risk for impaired cardiovascular function (15)

Risk for decreased cardiac output (12) Risk for decreased cardiac output (1)

- Risk for ineffective cerebral tissue perfusion (1)

Danger for high blood pressure (1)*

11. Safety/protection

Risk for impaired skin integrity (19) Risk for impaired skin integrity (12)

Risk for pressure ulcer (2) Risk for pressure ulcer (1)

Risk for falls (32) Risk for falls (25)

Risk for aspiration (1) Risk for aspiration (2)

Risk for infection (5) Risk for infection (6)

Risk for imbalanced body temperature (3) Risk for imbalanced body temperature (1)

Danger for infection (11)* Danger for infection (1)*

Risk for inflammation and infection (3)* Risk for inflammation and infection (1)*

Risk for skin damage (1)* -

Potential skin damage (1)* -

Danger for bedsores (1)* -

Danger for tracheostomy occlusion, danger for 
displacement (1)* -

Danger for gastrostomy occlusion, danger for dis-
placement (1)* -

Danger for nasogastric tube obstruction, danger for 
displacement (2)* -

Danger for epicystoma occlusion, danger of displace-
ment (1)* -

Possible weakness, dizziness, imbalance, risk for 
falling (1)* -

Danger for possible physical injuries (1)* -

Urinary incontinence, risk for damage to skin integ-
rity (1)* -

Danger for urinary tract infection (1)* -

Risk for injury, danger for falling (1)* -

Danger for inflammation and infection (1)* -

Note: * Nursing diagnoses that do not match the NANDA-I II taxonomy or are incorrectly worded.
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Table 4: Quality of nursing documentation before (N=54) and after (N=47) training.

Items of the accuracy of nursing documentation
Before training After training

p-value
Mean ±SD Min-Max Median Mean ±SD Min-Max Median

Record structure (quality) 3.87±0.339 3-4 4.00 3.83±0.433 2-4 4.00 0.750

Admission documentation (quantity) 3.54±0.539 2-4 4.00 3.57±0.491 3-4 4.00 0.499

Admission documentation (quality) 3.35±0.677 2-4 3.00 3.66±0.479 3-4 4.00 0.021

Admission documentation (sum score) 6.85±1.035 5-8 7.00 7.30±0.907 6-8 8.00 0.027

diagnoses documentation (quantity) 3.04±0.643 2-4 3.00 3.53±0.584 2-4 4.00 <0.0001

diagnoses documentation (quality) 3.07±0.749 1-4 3.00 3.51±0.655 2-4 4.00 0.002

diagnoses documentation (sum score) 6.11±1.110 3-8 6.00 7.06±1.150 4-8 8.00 <0.0001

Intervention documentation (quantity) 3.69±0.469 3-4 4.00 3.87±0.397 2-4 4.00 0.015

Intervention documentation (quality) 3.43±0.570 2-4 3.00 3.81±0.449 2-4 4.00 <0.0001

Intervention documentation (sum score) 7.11±0.904 5-8 7.00 7.60±1.035 3-8 8.00 <0.0001

Progress and outcome evaluation (quantity) 3.46±0.605 2-4 4.00 3.06±0.791 1-4 3.00 0.009

Progress and outcome evaluation (quality) 3.24±0.725 1-4 3.00 2.98±0.725 1-4 3.00 0.339

Progress and outcome evaluation (sum score) 670±1.176 4-8 7.00 6.04±0.756 2-8 6.00 0.091

Legibility (quality) 3.83±0.376 3-4 4.00 3.91±0.282 3-4 4.00 0.224

Note: *Mann Whitney U test

Discussion 
Patients in the nursing care clinic have a number of psychobiolog-

ical needs such as body care, mobility, elimination, nutrition, circu-
latory support, neurological regulation, safety, and physical integrity. 
Psychosocial needs are also important and have the following indi-
cators: communication, cognition, love, acceptance, self-actualization, 
emotional security and sociability [15]. The present study revealed 
that the most frequent nursing diagnoses were risk for falls and risk 
for impaired skin integrity the nursing care clinic. Also, the adult 
failure to thrive was documented 23 times before and once after the 
training, which after the training, as the nurses’ knowledge of nursing 
diagnoses increased, was replaced by the frail elderly syndrome. In a 
study conducted in Turkey, the most frequent nursing diagnoses in 
the nursing care department were ineffective role performance and 
ineffective health maintenance, and similar to our study, the risk for 
falls [20], which was also more frequent in (Dias, et al. [21]) study 
along with the risk for impaired skin integrity. In addition, Dias, et 
al. [21] point out the risk for pressure ulcer, obesity, risk for consti-
pation and obesity, of which the risk for pressure ulcer and risk for 
constipation were documented to a small extent in the nursing re-

cords examined in this study. The frail elderly syndrome is also being 
talked about more and more and is one of the most frequent nursing 
diagnoses in nursing care clinic patients [21]. 

In their meta-analyses, (Zhang, et al. [22]) found evidence that the 
risk of mortality is higher among frail patients. In the nursing records 
reviewed in this study, frail elderly syndrome was one of the most fre-
quent nursing diagnoses. Although a significant number of patients 
in the nursing clinic are bedridden patients, due to which there are 
problems with weight and constipation due to lack of exercise, the 
given nursing diagnoses were very little mentioned. Before the train-
ing, there were many inaccuracies in the formulation of nursing diag-
noses, which improved significantly after the training. Apparently, the 
nurses were not used to using the NANDA-I nursing diagnoses book 
before the training or did not have the skills to use the book correct-
ly, and several diagnoses were formulated by the nurses themselves 
or used diagnoses that do not appear in the NANDA-I II taxonomy. 
In a study conducted by Kocacal (Güler, et al. [20]), it was found that 
the most nursing diagnoses were established in the field of activity/
rest and safety/protection, and the least in the field of sexuality and 
life principles. This is consistent with the results of the present study. 
For problem-focused nursing diagnoses, eight domains were covered, 
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and for risk diagnoses, only five domains were covered. Unfortunate-
ly, no health-promoting diagnosis was established. 

Evaluating the quality of nursing records before and after the 
NANDA-I nursing diagnosis training, it was revealed that there were 
most inadequacies in the formulation of nursing diagnoses before 
the training and in the formulation of results after the training. (Tui-
nman, et al. [23]) and (Moldskred, et al. [24]) also concluded in their 
study that there were most inadequacies in nursing documentation 
when formulating nursing diagnoses and presenting results. This 
may indicate that standardized nursing language is not being used. 
After the training, the formulation of nursing diagnoses and the doc-
umentation of nursing interventions improved significantly, but the 
documentation of outcomes deteriorated somewhat. Here, the reason 
may be that training focused more on formulating nursing diagnoses 
than outcomes. In a study conducted by (D`Agostino, et al. [25]), it 
was found that both liability and structure were rated very low. How-
ever, in the present study, both structural components were rated 
very highly. The fact that the nursing documentation is electronic cer-
tainly contributed to the liability of the documentation, and nothing 
remained unclear due to illegible handwriting. The structure of the 
nursing record was also clear.

Limitations
The nursing records were selected randomly before and after 

training and the nursing documentation of the same nurse has not 
been compared as researchers got anonymous nursing records with-
out personal data of the nurse and patient. Although the sample was 
small, the results of the research can be generalized within the frame-
work of one clinic, but not to all nursing care clinics in Estonia.

Conclusion
The results of the research show the necessity of training in im-

proving the documentation of nursing care. Most nursing diagnoses 
were made in the areas of activity/rest and security/protection. The 
most frequent nursing diagnoses were risk for falls and risk for im-
paired skin integrity in the nursing clinic. No health-promoting diag-
noses were established. After the training, the formulation of nursing 
diagnoses and the documentation of nursing interventions improved 
significantly. The study showed the importance of training in improv-
ing the quality of nursing documentation. Since nursing diagnoses are 
reviewed every two years, training is also necessary every two years 
to review changes in nursing diagnoses.

Recommendation for Nursing Practice and Education
The continuing education is needed to have training on NANDA-I 

nursing diagnoses in every two years. More attention must be paid to 
health-promoting nursing diagnoses. 
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