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Abstract: - The purpose of this study was to evaluate the nursing documentation through auditing with a view to 

prepare nursing documentation protocol.  

Objectives of the study were to audit nursing documentation of NICU patients’ bed side charts, to ascertain nursing 

documentation in relation to the variables like: duration of hospitalization, months of nursing documentation records and 

to prepare nursing documentation protocol.  

The present study was conducted to audit nursing documentation of NICU patients’ bed side charts. The area selected 

for the study was Medical Record Office of Shri Vinoba Bhave Civil hospital, Silvassa, DNH. Retrospective approach 

was used in the study. Sample were selected using random sampling technique, time spent to audit each NICU patients’ 

bed side charts was of 15-20 min. Structured nursing documentation audit tool was used to collect required data. 

Reliability of the tool was 0.79. Descriptive and inferential statistics were employed to analyse the data. Bar diagrams and 

pie charts were used to depict the findings. Findings revealed that nursing documentation of NICU patients’ bed side 

charts need improvement and protocol for nursing documentation need to be administered. 

Keywords- Nursing documentation, Audit, Discharge, NICU patients’ bed side charts, NICU patient, Protocol 

 

 

I.  INTRODUCTION  

Documentation is professional responsibility of all 

health care practitioners. It addresses the client’s 

needs, probabilities and limitations. It provides 

written evidence of the practitioner’s 

accountability to the client, the institution, the 

profession and society. Nurses need adequate 

documentation to provide direction and guidance 

for sound record keeping practices and appropriate 

charting pattern. Writing about care is a primary 

activity of the discipline of nursing and, as such, 

documenting the care provided and the client’s 

response is an important component of the nurse’s 

role. It provides written evidence of the nurse’s 

contribution to client care. Many legal decisions 

are still based on the percepts that “if it was not 

charted, it was not done.’’ 
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Research showed that shortcomings in maintenance 

of documents by nurses as errors including 

illegibility, incomplete entries, entry at 

inappropriate space and use of unstandardized 

abbreviations were found (Chattopadhyay S, 

2003 )7. No perfect chart with complete nursing 

and physician documentation existed (Bonace AL, 

2000)8. 

In Neonatal intensive Care Unit (NICU) of 

Shri Vinoba Bhave Civil Hospital, Silvassa, and the 

current method of nursing documentation has been in 

place for several years. There is lot of errors and lack of 

consistency recorded. It is possible to assume that 

where documentation is incomplete, this indicates that 

action have not been taken even though they may be 

mandatory. 

PURPOSE OF THE STUDY  

The purpose of this study was to evaluate the nursing 

documentation through auditing with a view to prepare 

nursing documentation protocol. 

OBJECTIVES OF THE STUDY 

 To audit nursing documentation of NICU patients’ 

bed side charts.  

 To ascertain nursing documentation in relation to 

the variables like: duration of hospitalization. 

 To prepare nursing documentation protocol. 

 

II.  METHODOLOGY 

RESEARCH APPROACH- In this study retrospective 

survey approach was used which was considered to be 

appropriate for the present study as it was aimed at audit 

nursing documentation of NICU patients’ bed side charts 

of SVBCH, Silvassa, Dadra and Nagar Haveli.  

RESEARCH DESIGN-True - For the present study, 

the non-experimental research design was utilized to 

audit nursing documentation of NICU patients. 

The independent variable: Nursing documentation  

The dependent variable: Nursing Audit 

RESEARCH SETTING-The study was 

conducted in Shri Vinoba Bhave Civil Hospital, 

Dadra & Nagar Haveli. 

POPULATION- The target population of the study 

was records of nursing documentation of discharged 

NICU patients of SVBCH, Silvassa, Dadra and Nagar 

Haveli. 

SAMPLE & SAMPLE SIZE- Sample size was 

100 discharged NICU patients’ bed side charts.  

SAMPLING TECHNIQUE- Random sampling 

technique (every 10th chart) was used to select 

sample. The serial numbers of the discharged 

NICU patients were collected from IHMS of last 4 

months kept in medical record room.  The serial 

number of discharged NICU patients was more 

than 1000. Every 10th chart was selected as a 

sample likewise 25 charts from each month were 

selected. Investigators wrote the selected unit 

numbers on paper. List of selected unit numbers 

had given to Medical Record Office to obtain 

NICU patients’ bed side charts.  Likewise, 25 

NICU patients’ bed side charts were selected from 

each 4 months. 

 

DESCRIPTION OF TOOL: 

 A structured nursing documentation audit tool 

was developed to audit nursing documentation of NICU 

patients. Maximum score of nursing documentation 

audit tool was 56 in final study. The tool was divided 

into 2 parts,  

Part – 1: Sample characteristics 
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This part consisted of duration of hospitalization, month 

of nursing documentation records 

Part- 2: Nursing documentation audit tool 

This part is a structured nursing documentation audit 

tool consists of 56 items on audit of nursing 

documentation of NICU patients’ bed side charts. 

 

Areas of the tool were:                                       Items                   

 Clinical Graphic Record                                       16 

   (Temperature, pulse/heart rate and respiration)           

Vital signs chart                                  18 

Intake output record                                      11         

Treatment sheet                                     11 

  

Scoring for each item:  

With respect to the items assessed, investigator used the 

following scoring system: 

 If nurse recorded nursing documentation of NICU 

patient ≥ 80% among all days of hospitalization, 

then that item was considered in YES category in 

nursing documentation audit tool and score given 

to it was 1.   

 If nursing documentation of psychiatric patient 

was recorded < 80% among all days of 

hospitalization, then that item was considered in 

NO category and score given to it was 0. 

Criterion measure 

The criterion measure used in the study was as follows  

Maximum score = 56 

Minimum score = 0 

Nursing documentation audit tool 

Description               Score            (%) Percentage                   

Standards met               ≥ 45                     ≥80% 

Need improvement      < 45                       <80% 

III Result 

        The major findings of the study were based 

on 100 sample size of NICU patients’ bed side 

charts of Shri Vinoba Bhave Civil Hospital, 

Silvassa, DNH. 25% of NICU patients’ bed side 

charts fall in each month of December, January, 

February and March.  Among 100 NICU patients’ 

bed side charts 75% of the charts were having 

duration of hospitalization of 1-10 days whereas 

25% of the charts were having 11-20 days of 

hospitalization.  No charts were having >20 days 

of hospitalization. 

According to objective 1: To audit nursing 

documentation of NICU patients’ bed side charts 

 100% of charts were written ward, charted with 

blue/ black pen for charting were found on 100% of 

ward, document legible, number of post-operative 

days mentioned.  Other items as time, number of 

hospitalization days, time, and weight of the baby 

recorded 97%, 9o%, 88% respectively. In more 

than half of the TPR graphic charts i.e. 63% MRD 

NO, 54% documents were legible and clear 

marking of temperature on TPR graph was 

entered.51% of clear marking of heart rate and 

respiration on TPR graph.47% date with month and 

year. 45% of total intake of 24 hours recorded, 42 

% of number of stool output and 37% of urine 

output recorded.  

 Other items as MRD NO, legible documentation, 

clear marking of temperature on TPR graph, clear 

marking of heart rate and respiration, date with 

month and year, total intake of 24 hours, number of 

stool output and urine output record need 

improvements. 
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 In vital signs chart items such as respiration 

recorded at regular interval, date with month and 

year, incubator/ warmer number, date of admission, 

SpO2 recorded at regular interval, temperature 

recorded with unit, heart rate recorded with unit 

and respiration recorded with unit need 

improvement.  

 Half of the items of intake output record i.e. vomit 

and aspiration, type, amount, time of IV fluid, time 

of oral intake, type of oral intake, time of urine 

output met standards of nursing documentation. 

 Nursing documentation most of the items of intake 

output chart met standards of nursing 

documentation whereas the items such as total no 

of stool passed in 24 hours, amount of urine output 

in ml, total of intake in ml, total output of 24 hr. in 

ml of NICU patients’ need improvement. 

 Majority of items of treatment sheet met standards 

of nursing documentation. Whereas mentioning 

antibiotic day, signature of the staff, route of drug 

administration need more attention 

According to objective no. 2: To ascertain 

nursing documentation in relation to the 

variables like: duration of hospitalization, 

months of nursing documentation records. 

 Mean nursing documentation score was 

highest (42.56) in month December as 

compared to mean nursing documentation 

score (42.32) of month January, (41.6) of 

month March, and (39.48) of month 

February. The tabled F value for (3, 96) 

degree of freedom was 3.15 at 0.05 level and 

calculated value of F between and within the 

group was 3.435, which was more than the 

tabled value. Therefore, there was significant 

difference in audit score of nursing 

documentation in respect to months of 

nursing documentation  

 Mean audit score was higher (42.64) among 

duration of hospitalization of 11-20 days   

followed by duration of hospitalization 1-10 

days (41.1). The table Z value was 0.673 at 

0.05 level and calculated value of Z was 0.42, 

which was less than the tabled value. 

Therefore, there was no significant difference 

in audit score of nursing documentation in 

respect to duration of hospitalization.  

According to objective no. 3: To prepare 

nursing documentation protocol. 

 The nursing documentation deficit areas in 

NICU patients’ bed side charts. The 

nursing documentation of vital signs sheet 

had the lowest mean percentage of 68.33% 

(Rank I) among other NICU patients’ bed 

side charts as TPR graphic chart 69.75% 

(Rank II), intake output record 77.9% 

(Rank III). The highest nursing 

documentation mean percentage obtained 

was of treatment sheet 86% (Rank IV).  

 The most deficit area of nursing 

documentation was vital signs chart and 

least deficit area was treatment sheet. 

TABLE–1: Frequency and Percentage Distribution of Nursing Documentation Audit of NICU Patients’ Bed Side 

Charts According to Items of TPR Graphic Chart. 

               N=100 

S.No. Items of TPR graphic chart   N  f  % 
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1. MRD NO. 100 63 63% 

2. Date with month and year 100 47  47% 

3. Time 100 90 *90% 

4. Ward 100 100 *100% 

5. Use blue pen for charting temperature and black pen for 

respiration graphic chart 

100 100 *100% 

6. Heart Rate charting with red ink 100 100 *100% 

7.  Document is legible  100 54 54% 

8.  Number of hospitalization days mentioned 100 97 *97% 

9.   Number of post operation days mentioned  100 100 *100% 

10.  TPR graph sheet shows clear markings of temperature 100 54 54% 

11.  TPR graph shows clear markings of heart rate 100 51 51% 

12.  TPR graph shows clear markings of respiration 100 51 51% 

13.  Total intake of 24 hrs. written in ml on TPR graphic chart 100 45 45% 

14.  Urine output of 24 hrs. written on TPR graphic chart 100 37 37% 

15.  Number of stool output of 24 hrs. written on TPR graphic chart 100 42 42% 

16.  weight of baby recorded with units on TPR graphic chart  100 88 *88% 

                                                                                                                                        * Standards met 

Table 2: Frequency and Percentage Distribution of Nursing Documentation Audit of NICU Patients’ Bed Side 

Charts According to Items of Vital Signs Chart. 

                          N=100 

S.No. Items of vital signs chart N F % 

17. Patient’s name recorded 100 99 *99 

18. Age of patient recorded 
100 98 *98 

19. Sex of patient recorded 
100 99 *99 

20.. Date with month and year recorded 
100 61 61 

21. Date of admission recorded 
100 53 53 

22. Time of charting recorded 
100 82 *82 

23. Ward mentioned 
100 99 *99 

24. MRD Number written 100 84 *84 

25. 

 

Incubator / Warmer Number 

 
100 58 58 
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26. Using blue/black pen for charting vital signs chart 
100 97      *97 

27. Temperature recorded  with units 
100 14 14 

28. Temperature recorded regular interval 
100 85 *85 

29. Heart rate recorded with units 
100 9 9 

30. 

 

Heart rate recorded at regular interval 

 
100 84 *84 

31. Respiration recorded with units 
   100        7 7 

32. 
Respiration recorded at regular Interval 

 
100 67 67 

33. 

 
SPO2 recorded 

100 86 *86 

34. SPO2 recorded at regular interval 
100 48 48 

*Standards met 

Table 3: Frequency and Percentage Distribution of Nursing Documentation Audit of NICU Patients’ Bed Side 

Charts According to Items of Intake Output Record. 

    N=100 

S.No.         Items of intake output record N F % 

35. Time of oral intake 100 90 *90% 

36. Type of oral intake 100 93 *93% 

37. Time of IV fluid administration 100 90 *90% 

38. Type of IV fluid administration        100 95 *95% 

39. Amount of IV fluid administration in ml 100 98 *98% 

40. Time of urine output 100 91 *91% 

41. Amount of urine output in ml           100 75 75% 

42. Vomit/aspirate/drain 100 100 *100% 

43. Total intake of 24 hrs. recorded in ml    100 33 33% 

44. Total output of 24 hrs. recorded in ml 100 30 30% 

45. Total no. of stool passed in 24 hrs. recorded 100 64 64% 

                                                                                                          * Standards met 

 

Table 3: Frequency and Percentage Distribution of Audit Nursing Documentation of NICU Patients’ Bed Side 

Charts According to Items of Treatment Sheet. 

    N=100 
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S.No. Items of treatment sheet   n   f        % 

46. Time of drug administration     100 93 *93% 

47. Types  of drug 100 96 *96% 

48. Name of the drug is clear and legible 100 98 *98% 

49. Name of the drug written correctly 100 99 *99% 

50. Name of the drug same as that of doctors order 100 100 *100% 

51. IV fluids and antibiotic injections charting with red ink 100 80 *80% 

52. Mention antibiotic day  100 78 78% 

53. Dosage  100 100 *100% 

54. Frequency 100 100 *100% 

55. Route 100 34 34% 

56. Signature of the staff 100 68 68% 

* Standards met 

 

 

Fig. 1 Mean percentage score of NICU patients’ bed side charts according to Nursing Audit 

 

 

IV. Interpretation and Conclusion  

 The findings of research have been discussed in 

accordance with objectives of the research. Mean 

nursing documentation score was highest (42.56) 
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in the month of December for documentation 

records as compared with mean nursing 

documentation score (42.32) of month January, 

(41.6) of month March, and (39.48) of month 

February. There was statistical significant 

difference in the mean score. On the basis of 

mean it can be said that nursing documentation 

had reduced as years advanced. 

 There was no significant difference in audit score 

of nursing documentation in respect to duration of 

hospitalization. Duration of hospitalization had no 

significant impact on nursing documentation.             

 The nursing documentation of vital signs sheet 

had the lowest mean percentage of 68.33% 

(Rank I) among other NICU patients’ bed side 

charts as TPR graphic chart 69.75% (Rank II), 

intake output record 77.9% (Rank III). The 

highest nursing documentation mean 

percentage obtained was of treatment sheet 

86% (Rank IV).  

 The most deficit area of nursing documentation 

was vital signs chart and least deficit area was 

treatment sheet. 

 Twenty six NICU patients’ bed side charts met 

standards of nursing documentation. 
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