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Introduction




History

» Florence Nightingale is the founder of medical documentation and record
keeping

» A patient chart similar to modern medical records was not used consistently
worldwide until the early 1900s

» Technology expanded in the 1970s, first Electronic Health Records (EHR)

» 2009, the US Congress passed Health Information Technology for Economic
and Clinical Health Act (HITECH Act)




The effect of EHR integration on staff has
not been well studied

Average increase of 12% of documentation
time when switching from a paper charting
system to an EHR

“Inefficient”, “redundant”, “difficult to
use” and “irrelevant to daily work
requirements

This is essential as poor-quality
documentation was found to be a
contributing factor in clinically
deteriorating patients




Initial

Recommendations
from Literature

Proposed solution is to use “essential
data sets” as a way to standardize
minimum documentation

The purpose of this data is to reach a
consensus on medical language to be
used and standards for documentation
and process across all healthcare
systems



» Investigate how optimization of nursing
admission history effects the burden of
documentation on nurses

Purpose Goals

A] mS » Aim is to ultimately reduce nursing
burden to allow more time for direct
patient care by nurses.







Literature Search
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Karp, E. L.,
Freeman, R.,
Simpson, K.
N., & Simpson,
A.N. (2019).
Changes in
efficiency and
quality of
nursing
electronic
health record
documentation
after
implementation
of an admission
patient history
essential data
set. CIN:
Computers,

Informatics,
Nursing, 37(5),
260-265.

No conceptual
framework
identified

Determine
whether EHR
system timers
and event logs
can measure
the efficiency
and quality of a
clinical process
in an EHR.

Quality
improvement

study

pre and post
nonrandomized
prospective cohort
after
implementation of
essential data set

Data from 600 bed

academic medical
center for one
month

All histories
completed in one
setting were

analyzed
Pretest n=904

Posttest n=805

73%
reduction in
required
admission
history data
elements and
the resulting

changes in
documentati
on for nurses

Amount of

time spent
on history

Number of
clicks

Quality of
documentati
on

Descriptive
statistics
and
significanc
e via
independen
t sample t-
test

The average
active time
spent
documenting
the
admission
patient
history
decreased by
72% from
the
preinterventi
on measure
(mean = 9.30
minutes) to
the

postintervent
ion measure

(mean = 2.55
minutes).

Strength:

e Large sample
size

e Use of EHR
tools showed
decrease in

documentatio
n burden

¢ Essential data
sets reduce
time spend
documenting

Weaknesses:

e Results for

only one
EHR




Critical Appraisal

» Studies were reviewed using rating scales and guidelines such as the Johns
Hopkins Nursing Evidence-Based Practice (JHNEBP) to determine strength

» Level of evidence ranged from Il-llI

» Quality of evidence ranged from A-B




» 1. Evaluate necessity of required
documentation to decrease
documentation workload for nurses
(Strong recommendation)

Recommendations

» 2. Implementation of an essential
clinical data set for admission histories
to reduce nursing documentation
burden (Recommended)




Setting and Population

» 44-bed medical unit of a hospital located in East Tennessee.

» The hospital uses an electronic health record system. The 40 nurses on this
unit typically have 4-6 patients each day

» Registered nurses with > 1 year of EHR use




Optimization of Admission History

» Deletion of over 120 entry elements
» Reduction of individual pages visited during history documentation

» Adoption of standardized outside records




Evaluation Tool




Data collected using Qualtrics online survey
tool. The pre-survey and post-survey
compared and analyzed for any statistically
significant changes.

These included averages and percentages of
responses chosen. In addition to Qualtrics
software, the data will be analyzed using
Statistical Package for the Social Sciences
(SSPS) application.

Given that the two samples were
independent a Mann-Whitney U test was
used to determine whether there was a
statistically significant change in answers
between the two surveys. the level of
significance was set at p < 0.05




Results

The responses were as follows: 1-
strongly disagree, 2- disagree, 3-
neutral, 4- agree, and 5- strongly
agree.

Question D1 (“Thinking about a
shift when you are caring for a
full patient load what percentage
of your time would you estimate
is spent completing
paperwork/charting?”) is asked on
a 10-point scale, with each point
increasing by 10% with a
maximum of 100%. For example:
1- 10%, 2 -20%, 3- 30%, etc.



“ o
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N/A N/A




Small sample size

Differences in sample sizes

Covid-19

//



Implications for

Practice




» Submission to Journal of Health

Dissemi nation Organization and Management
Plan

» Present to project stakeholders




S
Questions’




References

> Akhu-Zaheya, L., Al-Maaitah, R., & Bany Hani, S. (2018). Quality of nursing documentation: Paper-based health records versus
electronic-based health records. Journal of clinical nursing, 27(3-4), €578-e589.

> Aravind, M., & Chung, K. C. (2010). Evidence-based medicine and hospital reform: tracing origins back to Florence Nightingale. Plastic and
reconstructive surgery, 125(1), 403.

> Ashton, M. (2018). Getting rid of stupid stuff. N Engl J Med, 379(19), 1789-1791

> Bates, D. W., Leape, L. L., Cullen, D. J., Laird, N., Petersen, L. A., Teich, J. M., ... & Seger, D. L. (1998). Effect of computerized physician
order entry and a team intervention on prevention of serious medication errors. Jama, 280(15), 1311-1316.

> Baumann, L. A., Baker, J., & Elshaug, A. G. (2018). The impact of electronic health record systems on clinical documentation times: A systematic review.
Health Policy, 122(8), 827-836.

> Bosman, R. J. (2009). Impact of computerized information systems on workload in operating room and intensive care unit. Best Practice & Research Clinical
Anaesthesiology, 23(1), 15-26.

> Brown, M. C., Brown, J. D., & Bayer, M. M. (1987). Changing nursing practice through continuing education in physical assessment: Perceived barriers to
implementation.
> Carrington, J. M., & Effken, J. A. (2011). Strengths and limitations of the electronic health record for documenting clinical events. CIN: Computers,

Informatics, Nursing, 29(6), 360-367.

> Cheevakasemsook, A., Chapman, Y., Francis, K., & Davies, C. (2006). The study of nursing documentation complexities. International journal of nursing
practice, 12(6), 366-374.)

> Collins, S., Couture, B., Kang, M. J., Dykes, P., Schnock, K., Knaplund, C., ... & Cato, K. (2018). Quantifying and visualizing nursing flowsheet
documentation burden in acute and critical care. In AMIA Annual Symposium Proceedings (Vol. 2018, p. 348). American Medical Informatics Association



Congress, U. S. (2009). Health information technology for economic and clinical health act. US Department of Health and Human Services.)

Cooper, A. L., Brown, J. A., Eccles, S. P., Cooper, N., & Albrecht, M. A. (2021). Is Nursing and Midwifery Clinical Documentation a Burden?
An Empirical Study of Perception versus Reality. Journal of Clinical Nursing.

Dean, S., Lewis, J., & Ferguson, C. (2017). Is technology responsible for nurses losing touch?. Journal of clinical nursing.

Downing, N. L., Bates, D. W., & Longhurst, C. A. (2018). Physician burnout in the electronic health record era: are we ignoring the real
cause?.

Doyle-Lindrud, S. (2015). The evolution of the electronic health record. Clinical journal of oncology nursing, 19(2), 153.
Evans, R. S. (2016). Electronic health records: then, now, and in the future. Yearbook of medical informatics, (Suppl 1), 548.

Gesner, E., Gazarian, P., & Dykes, P. (2019). The burden and burnout in documenting patient care: an integrative literature review. Studies
in health technology and informatics, 264, 1194-1198

Holder, V. L. (2004). From handmaiden to right hand—The infancy of nursing. AORN journal, 79(2), 374-390.)

Karp, E. L., Freeman, R., Simpson, K. N., & Simpson, A. N. (2019). Changes in efficiency and quality of nursing electronic health record
documentation after implementation of an admission patient history essential data set. CIN: Computers, Informatics, Nursing, 37(5), 260-
265.

Klein, J., Grosse Frie, K., Blum, K., & von dem Knesebeck, O. (2010). Burnout and perceived quality of care among German clinicians in
surgery. International Journal for Quality in Health Care, 22(6), 525-530.

Kurtzman, E. T., O’Leary, D., Sheingold, B. H., Devers, K. J., Dawson, E. M., & Johnson, J. E. (2011). Performance-based payment
incentives increase burden and blame for hospital nurses. Health Affairs, 30(2), 211-218

Luettel, D., Beaumont, K., & Healey, F. (2007). Recognising and responding appropriately to early signs of deterioration in hospitalised
patients. National Patient Safety Agency, 21.



Moore, E. C., Tolley, C. L., Bates, D. W., & Slight, S. P. (2020). A systematic review of the impact of health information technology on
nurses’ time. Journal of the American Medical Informatics Association, 27(5), 798-807.

Moy, A. J., Schwartz, J. M., Chen, R., Sadri, S., Lucas, E., Cato, K. D., & Rossetti, S. C. (2021). Measurement of clinical documentation
burden among physicians and nurses using electronic health records: a scoping review. Journal of the American Medical Informatics
Association

Munyisia, E. N., Yu, P., & Hailey, D. (2012). The impact of an electronic nursing documentation system on efficiency of documentation by
caregivers in a residential aged care facility. Journal of clinical nursing, 21(19pt20), 2940-2948.

Office of the National Coordinator for Health Information Technology, (2015). Retrieved from: http://www.healthit.gov/providers-
professionals/benefits-electronic-health-records-ehrs.

Olivares Baggeskov, B., & Grimshaw-Aagaard, S. L. S. (2019). Essential task or meaningless burden? Nurses’ perceptions of the value of
documentation. Nordic Journal of Nursing Research, 39(1), 9-19

Ozbolt, J. G., & Saba, V. K. (2008). A brief history of nursing informatics in the United States of America. Nursing Outlook, 56(5), 199-205.

Penoyer, D. A., Cortelyou-Ward, K. H., Noblin, A. M., Bullard, T., Talbert, S., Wilson, J., ... & Briscoe, J. G. (2014). Use of electronic health
record documentation by healthcare workers in an acute care hospital system. Journal of healthcare management, 59(2), 130-144.

Poissant, L., Pereira, J., Tamblyn, R., & Kawasumi, Y. (2005). The impact of electronic health records on time efficiency of physicians and
nurses: a systematic review. Journal of the American Medical Informatics Association, 12(5), 505-516.

Sutton, D. E., Fogel, J. R., Giard, A. S., Gulker, L. A., Ivory, C. H., & Rosa, A. M. (2020). Defining an Essential Clinical Dataset for Admission
Patient History to Reduce Nursing Documentation Burden. Applied Clinical Informatics, 11(03), 464-473.

Walker, R. M., Burmeister, E., Jeffrey, C., Birgan, S., Garrahy, E., Andrews, J., ... & Aitken, L. M. (2020). The impact of an integrated
electronic health record on nurse time at the bedside: a pre-post continuous time and motion study. Collegian, 27(1), 63-74.

Werley, H. H., Devine, E., Zorn, C. R., Ryan, P., & Westra, B. L. (1991). The Nursing Minimum Data Set: abstraction tool for standardized,
comparable, essential data. American journal of public health, 81(4), 421-426.

Westra, B. L., Latimer, G. E., Matney, S. A., Park, J. |., Sensmeier, J., Simpson, R. L., ... & Delaney, C. W. (2015). A national action plan for
sharable and comparable nursing data to support practice and translational research for transforming health care. Journal of the American
Medical Informatics Association, 22(3), 600-607.

Yu, P., Song, L., Qian, S., Yao, X., Huang, J., Min, L., ... & Deng, N. (2019). Work pattern of neurology nurses in a Chinese hospital: A time
and motion study. Journal of nursing management, 27(2), 320-329.




	Effect of Implementing Admission History Optimization on Perceived Nurse Documentation Burden
	Recommended Citation

	tmp.1652135158.pdf.Ntv2n

