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    ABSTRACT

    Objective: to analyze the quality of the nurses' records performed in a pediatric inpatient unit. Method: a descriptive and cross-sectional study, of the documentary analysis type. An audit was carried out between July and October 2019, extracting data referring to the assistance through the quality of the nurses' records. The data were analyzed by means of absolute and relative frequency, in addition to calculation of the Positivity Index. Results: a total of 1,129 records made by the nurses in the medical records of 67 children and adolescents were analyzed. The records varied in their classification between adequate, safe, borderline, and deficient. In the general context, the records reflected deficient care, since they were not classified as of quality. Conclusion: the nurse's record evidenced gaps in the care provided to the pediatric population, evidencing the need to expose the magnitude of the theme to the directly involved professionals, aiming at improving care quality.

    Descriptors: Quality Management; Quality Improvement; Quality of Health Care; Nursing Records; Pediatrics.

     

     

    INTRODUCTION

    The quality of the health services has become an ongoing concern in Nursing research, and many professionals have been concentrating on showing the reality of health care and how it is weakened with regard to the quality of care provided to the patients(1).

    Nursing plays the main role with regard to health care quality, being its main work instrument. One of the fundamental ways of providing quality and care continuity is by transferring diverse information about the care provided, which can be used to program, analyze and anticipate the health care measures(2). 

    When well documented, the information acquired by the nurses can offer valuable content for improving decision-making and for the health actions to be performed, in addition to being fundamental in planning safe and quality service(2). 

    They allow for care integration, thus benefiting the patient, the professional, and the health service, in addition to facilitating communication, structuring the development of Nursing care, promoting patient safety, enabling data that promote the evidence-based practice, supplying data for the conception of indicators in health, assuring and backing the professional commitment, and serving as material for research studies and legal documents(3).

    A number of studies show that Nursing documentation is often unsatisfactory regarding the reality of the care provided, and has been seen as a plentiful of data lacking information, which are omitted and not appreciated by other health professionals, for being low-quality documents, eventually for not presenting scientificity(4). 

    To be considered as of good quality and as structured and effective communication among the professionals, the documentation needs to be clear, concise, and complete, as well as promote planning, monitoring, and evaluation of health care. Inefficient communication can cause uncertainties in care and, consequently, compromise its safety, especially when it comes to the pediatric population, due to its peculiarities(5).

    The care provided to children and adolescents must be circumspect, as they are a fragile population and demand greater caution since care errors result in extremely severe consequences. In addition, this is a population that has difficulties to express their symptoms clearly or, depending on the age group, does not have an adequate cognition level for verbal communication(6). 

    Given these pieces of evidence about the importance of Nursing documentation to improve care, especially because it is the front line of care continuity and also presents glimpses of lack of commitment and responsibility, added to the fact that the pediatric population is intensely vulnerable, this study was developed with the objective of analyzing the quality of the nurses' records made in a pediatric inpatient unit. 

     

    METHOD

    A descriptive and cross-sectional study, of documentary analysis and with a quantitative approach. The study was conducted in a pediatric inpatient service of a public university hospital located in the South of Brazil, which cares for children and adolescents younger than 14 years old. 

    An audit was carried out between July and October 2019 on the physical records. It is important to emphasize that the data were collected during the hospitalization period, with the purpose of following the hospitalization process of the pediatric population. Therefore, the records were analyzed daily, but on the day after being made. 

    The pediatric inpatient unit studied had 15 beds, which were distributed in five wards with three beds each. However, in order to meet the size of the Nursing staff, only 12 beds were occupied in ideal conditions. The gateways to the aforementioned pediatric sector were via Outpatient, Emergency Service, Pediatric ICU, Neonatal ICU, and Obstetric Clinic.

    The medical record system in the hospital under study was in transition, with the medical team having their records in electronic format, whereas the Nursing team used paper support to fill out the information referring to the patients. The electronic record was not yet completely present in the hospital unit due to lack of physical-material resources.

    The population corresponded to the medical charts of children and adolescents hospitalized in the pediatric sector, totaling to 67 charts, on which all records were made by the nurses. Only records made by nurses were selected because the great majority of the information collected in the study must be inserted exclusively by such professional category, as proposed by the Federal Nursing Council(7). 

     The inclusion criteria were charts of children and adolescents admitted to the pediatric unit in clinical treatment for at least 72 hours, in order to get the records of each work shift. 

    The data collection instrument derived from an adaptation to the local reality, with evaluative questions referring to the pediatric sector, due to its peculiarities regarding the care of hospitalized children and adolescents. Although the instrument has not been validated, it is clarified that it was based on a study by Haddad and Évora (2009)(8), in which the authors adopted the assessment criteria proposed by Saupe and Horr (1982)(9), and by Cianciarullo, Fugulin and Andreoni (1998)(10). 

    The form was divided into two parts, the first referring to the characterization of the patients, and the second referring to the guide for auditing the records, which had two sections.

    In the second part, the first section refers to quality of care, from which data regarding identification, admission processes, the Nursing process, and the discharge/transfer/death process were extracted. For the classification of quality care, the “yes”, “no” and “not applicable” answer options were used, in addition to the possibility of including notes.

    The second section, also in the second part of the data collection instrument, refers to the quality of the Nursing records, from which data on the prescription and on Nursing evolution and the discharge/transfer/death process were extracted. For the classification of quality of care, the “not applicable”, “completely filled out”, “incomplete”, “incorrect” and “not filled out” answer options were used, as well as the possibility of adding notes. 

    In order to clarify the scores attributed, it is important to note that the following was considered: “not applicable” when the records were made by Nursing students or did not corresponded to the clinical reality of the patient; “complete” when all records of the day analyzed were described according to the pre-established filling out criteria; “incomplete” when one or more (except all) records of the day analyzed were inaccurate, not described in the chart or did not correspond to the analysis criteria; “not filled out” when all records of the day analyzed were not written down in the chart; and “incorrect” when one or more records of the day analyzed were wrong, inadequate or did not correspond to the patient’s clinical and diagnosis reality.

    All the filling out criteria contained in this guide were relevant and individualized according to each item in question evaluated in the audit instrument. For this, it is emphasized that an instrument with the criteria specific for each aspect analyzed was elaborated, which were based on Horta's Theory of Basic Human Needs (1979)(11). 

    To perform the audit, the institution's standardized nurse's record sheet was used, which is intended to be filled out with data referring to the patient’s identification, Nursing prescription, Nursing evolution, and control chart, which included vital signs, feeding, water intake, elimination and debits of drains and catheters.

    There was no sample calculation because all the records that met the inclusion criteria in the proposed collection time were included in the sample. Thus, the end of the fieldwork occurred when the patients with admission date on October 31st, 2019, were discharged from the hospital, so it was completed in November 2019. 

    The data collected were organized in Microsoft Office Excel® 2016 worksheets. The data collection instrument was filled out by using a specific guide which was elaborated for this purpose. 

    For the first section of the second part of the collection instrument, the Positivity Index (PI) was calculated, by the relative and percentage frequency of the positive answers. For the classification of quality of care, the criteria by Saupe and Horr (1982)(8) were adopted: desirable (PI of 100%), adequate (PI between 90% and 99%), safe (PI between 80% and 89%), borderline (between 71% and 79%), and deficient (PI < 70%). 

    As for the second section of the second part of the collection instrument, the absolute and relative percentage frequencies were calculated. For the quality classification of the nurses' records, those that presented complete filling out >80%, incomplete<15%, not filled out < 5%, and incorrect=0% were considered as of good quality, according to the parameters established by Cianciarullo, Fugulin, and Andreoni (1998)(10).

    It is relevant to note that the “not applicable” answers were disregarded for analysis of the results. Thus, it is emphasized that it was not possible to obtain the same absolute number with different percentages in the analyzed items, because each item contained a different number of “not applicable” answers, due to the particularities and needs of each patient.

    The ethical precepts related to research with human beings were respected, in accordance with resolutions No. 466/2012 and No. 510/2016, of the National Health Council. The study was approved by the Permanent Committee of Ethics in Research with Human Beings, CAAE: 10381019.8.0000.0104. All the legal guardians of the children and adolescents participating in the study were clarified with regard to the study and signed the Free and Inform Consent Form.

     

    RESULTS

    There was a total of 1,129 records made by the nurses in the medical records of 67 children and adolescents. Of these, 561 corresponded to the prescriptions and 568 to the Nursing evolutions. The admission profile was predominantly composed of male children, 40 (59.7%); white-skinned, 47 (70.1%), and under one year old, 29 (43.3%). Regarding the clinical profile, it could be observed that the patients were mostly admitted at night, 30 (44.8%); came from the Emergency Service, 38 (56.7%), due to surgical-type hospitalization, 49 (73.1%); accompanied by the mother, 55 (82.1%), with a hospitalization time between 7 and 10 days, 29 (43.3%), and were discharged from hospital, 65 (97%). 

    Diseases related to the respiratory tract, 21 (31.3%); endocrine-metabolic system, 13 (19.4%); and gastrointestinal tract, 12 (17%), were the most frequent causes of hospitalization. The data from the first section of the guide, referring to the classification of quality of care in the Nursing records, are presented in Figure 1.

     

    Figure 1 – Classification of the nurses' records in the medical chart of children and adolescents admitted to the pediatric clinic. Maringá, Paraná, Brazil, 2019
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    The results allowed observing that the records were made. Except for the identification data and the Nursing diagnoses, the records referring to the presence of admission report, Nursing prescription, Nursing evolution, and hospital discharge or internal/external transfer presented the safe, adequate, adequate and borderline care classifications, respectively.

    However, it was verified that the other items of each topic reflected deficient care (PI < 70%). Thus, it was found that, although the records were made, they did not have individuality, compromising quality of care and conditioning recording to the fulfillment of the professional assignment.

    The reports of the admission process, although frequent, presented flaws, such as late recording by nurses different from the ones who carried out the admission, in addition to incomplete records and with no professional identification, making the recognition of the responsible person impossible.

    The first Nursing prescription, ideally performed in the shift in which the patient was admitted, was classified as deficient, due to lack of records or even those that contained only the word routine. 

    The items referring to the general conditions of the patient (PI=61.2%) and to priority of care (PI=62.7%) showed to be a gap in the care provided by the nurse, since they concern the performance of physical examinations and the knowledge of the general condition and the individual needs of each patient, evidencing the generalization of care, in such a manner that it was not uncommon to find Nursing prescriptions with only hygiene measures, control of the basic functions and several prescription errors, such as care for the umbilical stump of a newborn that did not have a stump.

    Cases such as errors in diagnosis annotation, probably due to inattention to what was being written, such as “congenital chondropathy” instead of congenital heart disease were also observed. Numerous mistakes on postoperative days and descriptions, among others, were frequent in the records.

    Regarding the Nursing diagnoses, it was verified that only one professional performed them, so the positivity index on the presence of diagnosis corresponded to 5.8%. However, the implementation of care based on these diagnoses was classified as safe for the patient assisted, presenting a PI of 80.6%. 

    Regarding the discharge or transfer process, it was observed that the presence of records in medical charts was classified as borderline (PI=77.4%); however, the physical conditions of the child or adolescent and the possible complications showed flaws, reflecting deficient care (PI=39.6%). Regarding this, it was identified that many records did not have notes about hospital discharge and, those that described the discharge process, did not record the physical conditions.

    In order to contemplate all the subtopics of the items in the second section of the audit guide, Figure 2 was developed.

     

    Figure 2 - Assessment of the quality of nurses' records in medical charts of children and adolescents admitted to the pediatric clinic of the hospital under study. Maringá, Paraná, Brazil, 2019.
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    With regard to the Nursing prescription, it is highlighted that it was present in the hospital unit in a pre-molded manner, where several items related to the general basic needs, common to most of the patients, had the option to only sign and schedule the care actions to be carried out so as to optimize the nurse's work. 

    In relation to the Nursing prescription, on the presence of the professional identification, it was verified that no evaluation criteria presented adequacy regarding the parameters proposed by the literature. It was observed that many Nursing prescriptions had no professional identification, rubric, or stamp of the nurse. 

    Regarding the indication of the patient’s dependence, attention is drawn to the incorrect percentage (6.9%), cases in which the Nursing prescription indicated actions incompatible with the skill level involved in each age group, such as referring children younger than 2 years old to bathe, while the correct action would be to perform it, evidencing the distraction and misuse of the terminologies that are part of their routine. 

    As for the prescription of vital signs verification, diuresis control, and physiological eliminations, it was possible to observe that such items demonstrated conformity with the complete and incomplete evaluation criteria, presenting low disagreement with the reference in the other answer possibilities.

    Concerning the Nursing evolution, with regard to the records of care actions according to the patient’s need and complications, it is highlighted that these had a positive percentage for the Not filled out (3%) and Incomplete (8.9%) evaluation criteria, respectively. However, both presented percentages of 9% and 4.8% for Incomplete, in the same order. 

    Regarding the record of complications in the Nursing evolution, it is pointed out that the Not filled out evaluation criterion presented 22.8%, above the recommended. Regarding the dressing and/or equipment records, it stands out that none of the evaluation criteria were met; with the percentage of 7.4% for the Incorrect records and 11.2% for the Not filled out records also standing out. 

    In this respect, it was observed that some medical charts presented records about complications with the use of central venous catheter by other professionals; however, the change was not reported by the responsible nurse. 

    It is worth noting that the established criteria for completion considered the performance of a complete physical examination. In this sense, it was verified that none of the evaluation criteria reached the percentage established by the authors. Only a small number of the Nursing evolutions had complete information about the patient's physical examination, and most of the evolutions partially described the conduction of the examination (52.8%).

    The high percentage of Not filled out records (30.6%) is also evidenced. The Incorrect percentage (5.8%) was more associated with vocabulary errors, as observed in a record that described cardiac auscultation with the presence of bilateral snoring and wheezing. Among the errors found, it was identified that Nursing evolution presented inaccuracy in some terminologies, such as confusion between the terms hypertension and hyperthermia.

    Finally, with regard to the nurse's records on the discharge or transfer process, it was found that the record of guidelines on home care and on follow-up in the counter-referral services presented a high rate of non-filling, corresponding, respectively, to 65.9% and 89%, above the established percentage.

     

    DISCUSSION

    The patient's medical chart is one of the main instruments used in care, mainly with regard to the professional nurse. Through the records, continuous communication between the professionals is established, in addition to being legal documents and support for the whole team(12). 

    The hospitalization period, mainly in the pediatric sectors, lasts a mean of 10 days, varying to more or less time, according to the child's diagnosis. Therefore, it is asserted that there is a long period of exposure to Nursing care and, consequently, to records made by professional nurses, a fact that reinforces the need for them to be made adequately, in order to favor inter-professional communication(13).

    Within the care routine of the nurse, in addition to assessing basic care actions related to hygiene, weight and device control, there is, on the other hand, the practical performance of the Nursing Process (NP), which is composed of the following stages: history, diagnosis, planning, implementation and evaluation of care. The NP constitutes a milestone in care, as it provides safe evidence for the clinical judgment and for decision-making in face of the patients' diagnoses, in addition to being the main indicator of abnormalities during their hospitalization(14).

    Care organization conducted with individuality, added to the scientific knowledge, praises professional nurses for their acknowledgment of the importance of such parameters, fundamental to care, as it foresees changes in them that allow for the identification of various diseases. In addition, controlling these parameters is essential to offer safe and quality care(15).

    Despite the importance of the NP and, consequently, of the records within the health services, it occurs that, in many situations, they end up not being carried out adequately, in addition to not receiving the importance needed to subsidize care in order to support the professionals that are not working directly in the care provided(16). 

    Lack of records, and even their inadequacy, results in delays in direct care and in decision-making regarding the patient's treatment(17). At the same time, this situation goes against the ethical code of the profession itself, when it states that it is the nurse's and the nursing team's responsibility to record diverse information related to their assistance procedures in the medical chart and in other documents proper to Nursing(17). 

    In addition to the lack of notes, the following also stand out as flaws or inadequacies of the registration process: absence of care time, identification of the responsible professional, deletions, handwriting difficulties, not allowing understanding what was written, and incompleteness in the Nursing records(18). 

    Regarding the reasons why the records are not made adequately, we find high demand for the services, work overload, insufficient number of professionals, deficit in permanent education, lack of motivation related to the terrible working conditions, low remuneration, complexity of the language, and inefficient communication of the team(18).

    It is emphasized that professional nurses have the primary responsibility of educating and preparing both the patient and their care plan while, at the same time, training their team to do so as well. When this information is not recorded, it is understood that it has not been performed(18-20).

    A way of ensuring that the multi-professional team acts adequately in decision-making, aligns the conducts and, thus, qualifies care, offering grater safety for the hospitalized patients, is to adopt norms and protocols based on scientific evidence(19-20).

    This study portrays the relevance of spreading the magnitude that the records in medical charts have both in quality of care and in the legal environment among the health professionals. Health managers must pay greater attention to the result of the hospital product generated by the care conducted by the nurse, who is the protagonist of the care(15).

    As a limiting factor of the study, the portrait of a single research scenario stands out, since the results found may denote distancing from other institutions. 

     

    CONCLUSION

    One of the indicators of the quality of health care is the Nursing records, especially those made by nurses. In the general context, it was observed that the nurses' records reflected deficient care, since they were not classified as quality records. The importance of sensitizing the team is emphasized, in order to promote care based on the principles of quality management. 

    Another point to be considered is the inclusion of the topic in a pertinent manner even in the graduate course, so that nurses enter the labor market with sufficient knowledge to ensure that the care documentation is correctly elaborated when they provide care. 

     

    REFERENCES

    1.  Adereti CS, Olaogun AA. Use of electronic and paper-based standardized nursing care plans to improve nurses’ documentation quality in a nigerian teaching hospital. Int J Nurs Knowl [Internet]. 2019 [Cited 2019 jun 15];30(4):219–27. Available from: https://pubmed.ncbi.nlm.nih.gov/30525306/  	doi: 10.1111/2047-3095.12232

    2.  González-Samartino M, Delgado-Hito P, Adamuz-Tomás J, Cano MFV, Creus MC, Juvé-Udina M-E. Precisión y exhaustividad del registro de eventos adversos mediante una terminología de interfase. Rev da Esc Enferm da USP [Internet]. 2018 [Cited 2019 jun 15]; 52:1–7. Available from: https://www.scielo.br/scielo.php?script=sci_arttext&pid=S0080-62342018000100406  doi:10.1590/s1980-220x2017011203306 

    3.  Linch GFC, Lima AAA, Souza EN, Nauderer TM, Paz AA, Costa C. An educational intervention impact on the quality of nursing records. Rev Latino-Am Enfermagem [Internet]. 2017 [Cited 2019 jun 15]; 25:(e2938). Available from: https://www.scielo.br/pdf/rlae/v25/0104-1169-rlae-25-e2938.pdf 		Doi: 10.1590/1518-8345.1986.2938

    4.  Lindberg MH, Venkateswaran M, Khader KA, Awwad T, Ghanem B, Hijaz T, et al. ERegTime, efficiency of health information management using an electronic registry for maternal and child health: Protocol for a time-motion study in a cluster randomized trial. J Med Internet Res [Internet]. 2019 [Cited 2019 jun 15]; 21(8):1–15. Available from: https://www.researchprotocols.org/2019/8/e13653/  

    	doi: 10.2196/13653

    5.  Mihaljevic AL, Schmidt J, Mitzkat A, Probst P, Kenngott T, Mink J, et al. Heidelberger interprofessionelle ausbildungsstation (HIPSTA): a practice-and theory-guided approach to development and implementation of germany’s first interprofessional training ward. GMS J Med Educ [Internet]. 2018 aug [Cited 2019 jun 15]; 35(3):1–22. Available from: https://pubmed.ncbi.nlm.nih.gov/30186943/ 		doi: 10.3205/zma001179

    6.  Cabero MJ, Guerra JL, Gaite L, Prellezo S, Pulido P, Álvarez L. La experiencia de implantar la norma ISO 9001:2015 para certificar una unidad hospitalaria de urgencias pediátricas. J Healthc Qual Res [Internet]. 2018 [Cited 2019 jun 15];33(4):187-92.  DOI: 10.1016 / j.jhqr.2018.02.005

    7. Conselho Federal de Enfermagem. Guia de recomendações para registros de enfermagem no prontuário do paciente e outros documentos de enfermagem [e-book]. Brasília: COFEN; 2016. [cited 2020 nov 17]. Available from: http://www.cofen.gov.br/wp-content/uploads/2016/06/RESOLU%C3%87%C3%83O-COFEN-N%C2%BA-0514-2016-GUIA-DE-RECOMENDA%C3%87%C3%95ES-vers%C3%A3o-web.pdf 

    8. Haddad MCL, Évora YDM. Qualidade da assistência de enfermagem: a opinião do paciente internado em hospital universitário público. Ciênc Cuid Saúde [Internet]. 2009 [Cited 2019 jun 15]; Suplem. 1:45-52. Available from: http://periodicos.uem.br/ojs/index.php/CiencCuidSaude/article/view/6559 	 doi: https://doi.org/10.4025/cienccuidsaude.v7i0.6559 

    9.   Saupe R, Horr L. Auditoria em enfermagem. Rev Ciênc Saúde. 1982;1(1):23.

    10. Cianciarullo Ti, Fugulin Fmt, Andreoni S. C & Q: teoria e prática em auditoria de cuidados. São Paulo: Ícone; 1998. 197p.

    11. Horta WA. Processo de enfermagem. São Paulo: EDUSP; 1979. 99 p.

    12. Carneiro SM, Dutra HS, Costa FM, Mendes SE, Arreguy-Sena C. Uso de abreviaturas nos registros de enfermagem em um hospital de ensino. Rev Rene [Internet]. 2016 [Cited 2019 jun 15];17(2):208-16. doi: 10.15253/2175-6783.2016000200008 

    13. Parente JSM, Silva FRA. Perfil clínico-epidemiológico dos pacientes internados na clínica pediátrica em um hospital universitário. Rev Med da UFC [Internet]. 2017 [Cited 2019 jun 15]; 57(1):10. Available from: http://periodicos.ufc.br/revistademedicinadaufc/article/view/19819 

    14. Souza VR, Queluci GC, Soares RS, Mendonca AR, Dias SFC. Checklist of Physical Examination: contributions to the teaching of the Fundamentals of Nursing. Rev Enferm Atual [Internet]. 2018 [cited 2019 Jan 18]; 86:1–8. Available from: https://revistaenfermagematual.com.br/index.php/revista/article/view/75/386 

    15. Teixeira CC, Boaventura RP, Souza ACS, Paranaguá TTB, Bezerra ALQ, Bachion MM, et al. Vital Signs Measurement: an Indicator of Safe Care Delivered To Elderly Patients. Texto Contexto Enferm [Internet]. 2015 [cited 2019 Jan 18];24(4):1071–8. Available from: https://www.scielo.br/scielo.php?script=sci_arttext&pid=S0104-07072015000401071  

    16. Silva TG, Santos RM, Crispim LMC, Almeida LMWS. Conteúdo dos registros de enfermagem em hospitais: contribuições para o desenvolvimento do processo de enfermagem. Enferm Foco [Internet]. 2016 [Cited 2019 jun 15];7(1):24-7. Available from: https://pesquisa.bvsalud.org/portal/resource/pt/biblio-1028236 

    17. Conselho Federal de Enfermagem. Resolução COFEN n. 311, de 8 de fevereiro de 2007. Aprova a reformulação do código de ética dos profissionais de enfermagem [Internet]. Diário Oficial da União, Brasília (DF); 2007 Nov 17 [cited 2020 nov 17]. Available from: http://www.cofen.gov.br/resoluo-cofen-3112007_4345.html  

    18. Ferreira LL, Chiavone FBT, Bezerril MS, Alves KYA, Salvador PTCO, Santos VEP. Análise dos registros de técnicos de enfermagem e enfermeiros em prontuários. Rev Bras Enferm [Internet]. 2020 [cited 2020 nov 17];73(2):e20180542. Available from: https://www.scielo.br/scielo.php?pid=S0034-71672020000200156&script=sci_arttext&tlng=pt 

    19. Mena LS, Silva RC, Porto AR, Zillmer JGV, Barcellos CRB. Peripherally inserted of central catheter of in neonatology: potentials and fragilities according to nurses’ perspective. Ciênc Cuid Saúde [Internet]. 2019 [cited 2020 nov 17];18(4):0–3. Available from: https://pesquisa.bvsalud.org/portal/resource/pt/biblio-1120020  

    20. Vieira GLC, Campos IML, Fernandes BS, Ladeira AG, Pimenta EF. Falls among children and teenagers in hospitals: an integrative literature review. RECOM. 2019; 9(e2709):1–9. doi: 10.19175

     

     

    Received: 10/09/2020

    Revised:11/11/2020

    Approved: 12/10/2020

     

     

  cover_image.jpg





