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Abstract 

 Nursing documentation is a fundamental clinical routine that improves safety of care. It is 

utilized for communication within healthcare team members and other disciplines, credentialing, 

legal matters, and to measure performance outcomes. In the healthcare profession, it is crucial to 

provide quality nursing documentation. There is an increase in non-adherence and 

documentation errors amongst nurses. A quality improvement project was developed with the 

goal to improve nurse’s knowledge on quality nursing documentation and improve nurses’ 

attitude and adherence to documentation. The project was obtained in an inpatient behavioral 

unit located in an urban South Florida hospital. Participants included nurses who work on the 

inpatient behavioral units.  

A comprehensive literature review was conducted using research data bases such as CINAHL 

and MEDLINE to identify studies relevant to quality nursing documentation. The quality 

improvement project utilized a pretest entailing the general self -efficacy scale and posttest. A 

total of thirty nurses contributed to the quality improvement project. Results of the pre-test 

indicated nurses in the inpatient behavioral unit have a perceived positive self-efficacy, thus 

likely to adhere to improving documentation requirements. Overall, fifty- nine percent agreed 

that their attitude changed about documentation.  In addition, results displayed a 17% increase to 

nurses’ knowledge about quality documentation after engaging in the educational in-service.   

Keywords: Nursing documentation, Adherence, Attitude towards documentation, Nurses’ 

knowledge.  
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I. Introduction 

Background  

 Documentation is a written or electronically generated record that describes the health 

history, health status, and delivery of care to patients (McCarty et. al, 2018).  It is an impetrative 

function within the healthcare profession and is critical to ensure high quality, effective, and 

most of all, safe nursing care (Mykkanen et al., 2016). Documentation also serves as a 

communication exchange tool for stored information between nurses and other healthcare 

disciplines.  As one of the largest groups of healthcare personnel, nurses have the responsibility 

to provide professional, legal, and ethical care to patients, and therefore are required to record 

quality documentation (Rooddehghan et.al., 2018).  

 Quality nursing documentation is based on the nursing process model which includes 

assessing, planning, implementing, and evaluation. Quality nursing documentation consists of 

accessibility, accuracy, auditability, clarity, and being organized and concise (Selvi, 2017). High 

quality nursing documentation is essential in every area of care and in every healthcare setting 

(Wilson et al, 2012).  However, the quality of nursing documentation is known for failing to 

meet recommended standards (Okasiu et al, 2015). 

Scope of the Problem 

There has been an increase in lack of documentation and errors amongst nurses. Twenty-

three percent of documenting errors were reported with inaccurate description of an individual 

medical history (Bell et. al, 2020).  In fact, out of every 8000 patients discharged from an 

inpatient psychiatric unit, one out of five patients encountered a medical error such as a 

documentation error (Vermeulen, 2018).  In addition, Matholoadakis et al. (2016), discovered 
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that sub-standard documentation can be linked to prolonged hospital stays and increase in patient 

morality (Matholoadakis, 2016).  

In the case of Memorial Regional Hospital inpatient behavioral health unit, audits of patient 

records display that nurses are missing pertinent documentation, especially in the area of 

substance abuse and tobacco screening, tobacco treatment plan upon discharge, and verifying 

patients who are being discharged with multiple antipsychotics medication. Under the Hospital – 

Based Inpatient Psychiatric Services (HBIPS), there are five core measures that are critical and 

affect the course of an individual’s hospitalization from admission through discharge (Joint 

Commission National Quality Measures, 2021).  Substance abuse and tobacco screening along 

with multiple antipsychotic medication justification are within the five core measures.  

Substance abuse can be described as excessive use of psychoactive, painkillers and illegal 

drugs that results in social, emotional, or physical harm (Davis, 2021).  Tobacco is one the most 

widely abused substance. Tobacco dependence occurs when an individual relies on tobacco and 

cannot stop using it.   Knowing about a patient’s substance or tobacco abuse is vital to 

understanding and providing quality care for their overall health.  Efforts to integrate and 

document substance abuse and tobacco screening is still a major concern within this unit, thus, 

indicating an intervention for change. 

Significance to Nursing  

Documentation is an integral part of nurse’s daily work (Selvi, 2017).  Nursing 

documentation is important for communication with healthcare teams and other disciplines, 

credentialing, and legal matters. With communication of healthcare professionals, documentation 

can facilitate continuity of care by displaying a clearer view of current plans and treatments 

(Brooks, 2021).  In regard to legal affairs, one out of every four negligence cases in patient care 
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are attributed to nursing documentation mistakes (Mountain et. al., 2015). Documentation that is 

incomplete, inaccessible, false or misleading can lead to serious consequences such as 

jeopardizing legal rights and putting healthcare organization at risk for liability (Perry & Potter, 

2014). Subsequently, documentation can be utilized for research aspects.  It can be used to screen 

subjects for research studies and collect documented data for analyzation and evaluation for 

evidence-based practice (Selvi, 2017).   

 Documentation is especially important to measure performance outcomes from standards, 

healthcare team members, and from individual nurses (American Nurses Association, 2021).  

Performance outcomes are evaluated from using quality improvement tools called audits. Audits 

focus on keeping accurate, complete and up-to-date documentation. There is quote notable in the 

nursing profession that states “If it is not documented, then it is presumably not done”. This 

rationalizes the importance of documentation and displays that without documentation, there is 

no proof of an assessment, intervention or evaluation.        

II. Summary of Literature 

Search Strategy 

In order to find the effectiveness of nurses’ adherence to documentation, evidence-based 

research is imperative. Through FIU library access the data bases of Cumulative Index to 

Nursing and Allied Health Literature (CINAHL), MEDLINE, PubMed and Science Direct were 

obtained. Key words included quality nursing documentation, evidence-based practice and 

nurse’s attitudes towards documentation. The PICO question of “Will administering an 

educational in-service for nursing staff within a psychiatric health unit, improve adherence and 

nurses perceived attitudes towards documentation?” was the foundation of the search. Inclusion 

criteria were particular to studies on nursing documentation. The search was limited to research 



 8 

studies pertaining to quality nursing documentation, published articles in the English language, 

and publication dates from 2014-2021.   

Originally, 384 articles were retrieved from CINAHL. With the full inclusion applied, only 

three articles were left.  While using MEDLINE, forty studies were available and filtered down 

to two articles that met the full criteria.  Within the PubMed database over 943 studies were 

founded, however after full inclusion criteria, only were three utilized.  The studies included 

randomized trials, qualitative, descriptive and systematic reviews. Each study was ranked based 

on the evidence-based hierarchy system. Studies were analyzed by methodology, study design, 

and results.  

Barriers to documentation 

Nursing care documentation is one of the major nursing requirements that is commonly left 

undone (Kebede et. al., 2016). Research displays that there are various barriers such as shortage 

of time, heavy patient loads, and lack of proper training that prevent quality documentation 

(Kebede et. al., 2016). In regard to shortage of time, a study discovered that nursing staff in a 

psychiatric setting spend more time managing the ward environment and staff matters leaving 

documentation to be incomplete (Joubert & Bhagwan, 2018). On the other hand, patient ratio is 

significantly associated with nursing care documentation.  One descriptive review study 

discovered that nurses with fewer patients were 95% more likely to have good documentation 

compared to those with a heavy patient load (Jones et.al, 2015).  Another descriptive study 

indicates nurses with lower patient demands are less stressful and have less chaotic situations 

that will make them less likely to be interrupted from patients, hence leading to adequate 

documentation (Ofi & Sowunmi, 2012).  
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Moreover, lack of training is a major barrier to documentation. Low rates of screening for 

substance abuse are linked to inadequate healthcare personnel education (Brereton, 2017).  

According to Ofi & Sowumini (2012), inadequate knowledge of nursing process can progress to 

issues with nursing documentation. Whereas nurses who obtain good knowledge of nursing care 

documentation are twice as more as likely to practice good nursing documentation (Kebede 

et.al., 2016). Henceforth, indicating that an educational session will be helpful in improving 

documentation.  

Additionally, a healthy work environment is vital to documentation.  The definition of a 

healthy workplace entails safety, empowerment, and satisfaction (Wei et al., 2018).  Nurses are 

more favorable to work in an environment that upholds staff morale and improves their mood.  A 

healthy work environment can promote effective communication, enhance nursing staff 

perceived self- efficacy and confidence, which ultimately improves adherence.  

Nurses attitude towards documentation 

 Attitude, which is an evaluation of a concept or idea, has the power to influence a behavior 

and can help individuals to attract information. Dissatisfaction attitude among nurses may result 

in lower documentation quality (Winatal & Hariyati, 2021).  Nonetheless, failure to properly 

document nursing care can majorly affect the treatment of severe clinical conditions in mental 

health (Stewart et. al., 2017). One cross- sectional study displayed that nurses often do not 

perceive the importance and powerfulness of documentation (Kebede et. al., 2016). Furthermore, 

nurses perceived that spending time on documentation is an irrelevant requirement and is an 

addition to the already demanding workload. On the other hand, having a positive attitude 

promotes good nursing documentation.  

Education needed  
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 Education plays a vital role in adherence to documentation. According to Ausserhofer et al 

(2014), the cross-sectional study showed that nurses who takes part in an in-service training were 

2.59 times more likely to have good nursing care documentation compared to those who did not 

take part in the training (Ausserhofer et al, 2014). Furthermore, it is imperative to promote 

nurse’s knowledge and skills through effective teaching methods (Ebrahimpor & Pelarak, 2016).  

 According to Ghazanfri et al study, out of 226 nurses working in a hospital setting, only 

46.5% have a medium knowledge about documentation principles (Ebrahimpor & Pelarak, 

2016). The study also displayed a positive relationship with participating in educational course 

and higher reported knowledge (Ebrahimpor & Pelarak, 2016). Hence, having an educational in 

service can improve documentation adherence.  

Furthermore, finding the right teaching method is essential. In today society, the nursing 

education is constantly changing to accommodate the ever-changing needs of the nursing 

profession (Wege et al., 2020). In order for teaching to be effective, participants must be 

engaged, motivated, and interested. Participants are usually engaged and motived to learn when 

education is consistent with their learning style (Hallin, 2014).   

Recommendation for future studies  

Although various studies have been obtained emphasizing documentation, further research 

are needed. According to Tajabadi, et al. (2019) future research is needed to understand 

perceptive of nursing documentation from other healthcare personnel and solutions to 

improvement. Additionally, it is recommended that authentic management and leadership is 

essential for training quality nursing documentation (Albsoul et al.  2019). Currently there are 

only few studies focusing on documentation in behavioral healthcare setting, therefore research 

of improving documentation in an inpatient behavioral health hospital is critical.   
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III. AIM/ Purpose/ PICO Question 

The aim of this project is to successfully implement an educational in-service to nurses on an 

inpatient behavioral health unit, in order to increase positive attitudes and adherence to 

documentation. This will also improve hospital-based audits and inpatient behavioral health 

safety measures. The purpose of the project is as follows, assess nurse’s knowledge of quality 

nursing documentation, evaluating nurses’ adherence to substance abuse and tobacco screening 

documentation after an educational in-service, improving nurse’s attitudes towards 

documentation after a pre/posttest and to improve nurses’ adherence to documentation after a 

pre/posttest.  

PICO Clinical Question   

The clinical question was “Will administering an educational in-service session for nursing 

staff in a behavioral health unit, improve adherence and nurses’ attitudes towards 

documentation?  The breakdown of the PICO includes Population= Nursing staff at Memorial 

Hospital Behavior Health Unit, Intervention= educational in-service session, Compare= normal 

teaching methods and Outcome= improve attitude and adherence towards documentation.  

 

IV. Definition of Terms 

Advance Practice Registered Nurses: registered nurses with specialized, advanced education and 

clinical practice competency to provide quality healthcare for diverse populations in acute, 

primary and long-term care settings (American Association of Nurse Practitioner, 2021).  

Nursing Documentation:  is the record of nursing care that is designed and delivered to 

individual patients by qualified nurses (Tasew et al, 2019).  
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Nursing Audit: A review of the patient record designed to identify, examine, or verify the 

performance of a specific aspect of nursing care (Ramukumba & Amouri, 2019).  

Substance Abuse:  A pattern of overindulgence in or dependent of an additive substance such as 

drugs and alcohol (Johns Hopkins, 2021).   

V.  Theoretical Framework 

This quality improvement project is based on self – efficacy. Self-efficacy can be described 

as the level of an individual confidence in their ability to effectively perform a behavior. 

(LaMorte,2019). It is part of a self- system encompassed of an individual’s attitude, cognitive 

skills, and abilities (Cherry, 2020).  Individuals with a strong positive self-efficacy view 

challenging problems as a job to be mastered, recover quickly from disappointments or setbacks, 

and can result to less perceived barriers to a specific behavior (Cherry, 2020).  A person with a 

weak self- efficacy believe that difficult tasks and situations are beyond their capabilities, lose 

confidence in personal abilities and avoid hardship.   

 The self-efficacy scale can be used in the healthcare setting. Utilizing the self- efficacy to 

healthcare workers can enhance patient outcomes and provide great satisfaction (Petripin, 2020). 

For instance, nurses who has positive perceived self-efficacy in the nursing process can display 

proper documentation. Hence, this framework model can be applied to educate and counsel 

nursing staff on adherence to documentation.  

VI. Methodology 

The methodology used as a guide to implement this project will be the Plan, Do, Study, and 

Act (PDSA) cycle. The PDSA cycle is considered the building block of healthcare improvement 

(Leis & Shojania, 2017).  The goal of the plan stage is to identify a problem, brainstorm ideas, 

and discover an aim statement. The “Do” phase, involves implementing the project and gathering 
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data to analyze. The “study” phase of the cycle encompasses a complete observation of data 

analysis, flow charts or graphs to help visualize changes and determines if the project was 

effective.  The last phase of the PSDA cycle, the “act” stage evaluates the project. This stage 

focuses on reflection of what modification can be made to the project. 

Plan phase  

The plan phase described the problem of documentation and the importance of why it should 

be evaluated. This phase involved a detailed review of literature of documentation, its barriers 

and knowledge gaps. Through research, it was discovered that documentation amongst nurses 

were not meeting standards of the hospital’s policy.  The literature review was helpful in 

displaying external data that supported the need for evaluating ways to improve adherence and 

nurses’ attitudes towards documentation.   

Planning for the project involved discussing with colleagues and mentors within the 

workforce place. Discussion amongst the colleagues was vital in order to discover an additional 

gap in the unit.  In order to successful implement a quality improvement project, a thorough 

investigation of the current state of the unit was imperative.   

Study Design  

The design will include a pre-test questionnaire consisting of twenty items, focusing 

nurse’s perceived self-efficacy scale in regard to documentation. The intervention consists of an 

educational in-service session of evidence-based power-point presentation and interactive 

discussion encompassing quality nursing documentation. The posttest questionnaire will consist 

of eleven questions, including a rating scale, where nurses can express their viewpoint of how 

confident and how likely they will adhere to documentation standards after engaging in the 

educational session.  
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Setting and Participants  

The study setting was Memorial Regional Hospital, a stand-alone public hospital located 

in Hollywood, FL. The focus was the behavioral health unit, which emphases on providing a safe 

and therapeutic environment and offers services to help improve and assist with mental health 

disorders. This setting has currently fifty -one beds, divided into four inpatient units, including 

adolescents ages sixteen and older. Participants of the study included nursing staff, both female 

and male, who works in the inpatient behavioral unit. Total sample size was thirty nurses.  

Recruitment   

 A flyer was created and posted on the door of the nursing staff break room and in the 

clinical educator office, two weeks prior to bring awareness to the DNP Project. The flyer entails 

dates, times, and summary of the project. The start date was September 20th and extended 

through September 23rd. The recruitment of participants was on a voluntary basis and 

participants were made aware that they could withdraw from the intervention at any time.  

Project Approach  

 After obtaining Intuitional Review Board (IRB) approval, recruitment of the nursing staff 

was obtained. Informed consent forms were administered and accepted by participants. The pre-

test survey includes participants demographics questionnaire, nurses perceived self- efficacy 

scale and nurses’ attitudes towards documentation. The survey was anonymous, which allows 

participant to express their feelings freely.  Total time allotted to accomplish the pre-test was 

fifteen minutes.  The educational in-service will be power point based, including photos and 

interactive discussions on quality nursing documentation. The educational service lasted no 

longer than thirty minutes.  Participants will be educated on the evidence-based practice of 

quality nursing documentation. After the educational presentation, participants will be able to ask 
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any questions or address any concerns. In addition, participants will take a posttest survey lasting 

no more than fifteen minutes.  The goal of the DNP project to increase participants adherence 

and attitude towards nursing documentation.  

Protection of Human Subjects 

 This project qualified as a Quality Improvement (QI) project. IRB approval was obtained 

from Memorial Regional Hospital and from Florida International University (FIU). (See 

Appendix) Data was collected anonymously using the Qualtrics programming system. The 

Qualtrics system uses an untraceable link to collect and analyze responses. Results of the study 

was stored on a password protection computer equipped with anti-virus software to ensure safety 

of data.   

Data Management and Analysis  

 Responses to the pre- and -posttest survey was the main source of the data processing. 

Participants information was de-identified. The pre-test, educational in-service and posttest was 

accessible via electronic devices such as an apple I-pad, laptop, cell phones, computers and 

tablets by accessing a link created by Qualtrics.  The analysis of the data was displayed in the 

form of ranges, percentages and graphs. Within the Qualtrics software system, reported data can 

be analyzed for inferential analysis.  

Instruments 

 The General Self- Efficacy Scale (GSE) was used to conduct a pre intervention survey to 

measure participants perceived self- efficacy. This tool can be used to access one’s belief in their 

ability to respond to a specific behavior or demand. This scale is self- administered and can be 

accomplished in less than ten minutes. The reliability of GSE, is between 0.76 and 0.90. 

(Schwarzer, 2012).  The validity of the GSE scale is correlated to optimism, emotion, work and 
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satisfaction. Negative correlation of the scale is linked with anxiety, stress and burn-out. The 

GSE scoring includes one point for “not at all true”, two points for “hardly true”, three points for 

“moderately true” and lastly four points for exactly true. The total score is calculated from 

adding the total sum of all the items. Score ranges is between ten and forty, with the higher score 

indicating more self-efficacy.   

VII. Results 

Intervention Sample 

 In total, there was thirty nurses who participated in the pre-test questionnaire. 

Demographics were majority female (n= 23, 76.7 %), identified as white race (n= 13/30, 43.3%), 

and between the ages of 51-60 years old (12/30, 40%).  In addition, majority of the nurses have 

been nurses for over fifteen years (n= 21/30, 70%) and worked in the behavior health unit for 

over fifteen years (n=20/30, 66.7 %). Thirty participants completed the post-test, making the 

posttest demographics the same.   Figure one through three will describe nursing demographics. 

 

  

Figure 2:  
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Figure 3: 

 

 

Pre-test and Posttest Analysis  
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Participants also engaged in answering statements on how often they adhere to HBIPS 

measures such as documentation substance abuse screening within first 24 hours of admission, 

offer practical counseling, provide smoking cessation patch script upon discharge and fill out the 

behavioral health transit record and verify if patients are sent home with multiple antipsychotics.  

In total 73% of nurses reported always documenting substance abuse within first twenty-four 

hours of admission, 3% reported sometimes. 56% of participants reported always providing a 
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smoking cessation patch upon discharge, while 10% reported never adhering to it.   In regard to 

verifying on the if patients are being discharge on multiple antipsychotics 80% of nurses reported 

always, and 10% reported to never verifying.   

When asked general knowledge questions on HBIPS, 53% of participants (16/30) was 

unaware of what all is included in screening for substance abuse. A total of 100% of participants 

answered correctly that documentation is a fundamental clinical routine that improves safety of 

care. Only 41.4 % (n=12/30) participants knew the number of core measures within HBIPS.  

After partaking in the educational in-service, posttest resulted in 100% of participants knowing 

the number of core measures in HBIPS and steps in screening for substance abuse.  

 

 Furthermore, the pre-test asked statements pertaining to nurses’ attitude about 

documentation. Overall a total of 97% of participants strongly believe that documentation is an 

important role as a nurse, while 27% (n= 8/30) believe documentation to be a tedious process. 

46.7 % disagrees that documentation in the EPIC system is a difficult process, however 23.3% 

suggest that it is a difficult process. Additionally, 56.7 % of participants somewhat agree that 

fatigue and patient ratio’s affect their documentation.   A total of 86% of participants strongly 
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agree that there is a good outcome with having quality documentation.  Following the 

educational in-service, 86.2% of nurses strongly agreed to adhering to quality documentation, 

and 90% agreed to feeling more comfortable documenting according to the HBIPS requirements. 

An overall of 59% agreed that their attitude changed about documentation, while 23.3% of 

participants neither disagree or agreed, and 16% of nurses’ attitudes did not change about 

documentation. A sum of 96% believed that there is a good outcome from having good 

documentation. Figure displays the results of nurses’ attitudes about documentation.  
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Moreover, the pre-test included questions relating to knowledge about quality nursing 

documentation. 96% of participants identified what documentation can be utilized for, while 

83% participants understood the characteristics good and effective documentation is. Participants 

increased their knowledge by engaging in the educational in-service. 100% (n=30/30) understood 

the characteristics of good and effective documentation and utilization of documentation.  A 

table displaying the pre- and post-test results of quality nursing documentation questions is 

illustrated in figure.  

Documentation 
Questions 

Pre- Test  Posttest   % Change  

Documentation 
Utilization  

96% 100% 4% 

Characteristic of 
documentation 

83% 100% 17% 

 

VIII. Discussion 

The importance of documentation cannot be overemphasized enough due to how it enhances 

communication amongst healthcare teams, patient safety, clinical decision making and ultimately 

providing improved patient outcomes. Quality nursing documentation is encouraged by the 

American Nursing Association (ANA) in all aspects of nursing care from bedside to the 

administrative office, including nurses and advanced practice registered nurses. Poor quality 

nursing documentation has been attributed to negative attitudes and knowledge deficits entailing 

nursing documentation. Results from this QI project demonstrated that having an educational in-

service discussing the protocols and requirements for documentation can improve nurses’ 

attitudes and adherence to quality nursing documentation. Overall, 86% of nurses strongly 

agreed to adhering to quality documentation after engaging in the educational-in-service.  In 

addition, more than half of nurses’ attitudes changed in a positive way towards documentation.  
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  Furthermore, the QI project centered on the theoretical framework of self-efficacy. In 

general, self-efficacy refers to our perceived ability to succeed and achieve goals. It is vital for 

nurses and healthcare professionals to have a high sense of self-efficacy, in order to provide 

quality care.   Results displayed that nurses in Memorial Regional Hospital Behavior Health Unit 

had a high self – efficacy, thus indicating they are more likely to adhere to quality nursing 

documentation.  

 The American Health Information Management Association (AHIMA) suggest that 

education in-service or programs are one of the most effective ways to improve the 

documentation implementation (Vahedi et al, 2018). Subsequently, Tavakoli et al (2015) , 

published that one of the main reason for low quality of documentation was lack of education. 

Tinesly et al (2014), acknowledged that documentation can be improved by education and is 

more effective if re-enforced with feedback.  This QI study supports these studies by showcasing 

an improvement to nurses’ attitude and adherence to quality nursing documentation.   

IX. Implications for Advance Practice of Nursing 

Evidenced based practice interventions combined with advanced knowledge can lead to 

positive changes within the clinical practice. As vital stake holders, advance practice registered 

nurses (APRN) play a key role in improving quality of healthcare.  With regards to 

documentation, advanced practice registered nurses are required to maintain accurate and 

confidential records.  Along the with the line of duty of promoting healthcare, APRNs are 

educators for patients and peers.  Evidence is emerging that standard structured nursing 

documentation supports precise and complete information in practice and improves quality care 

(Jekins et al., 2019).   Thus, it is essential for APRNs’ to educate and provide a strong foundation 

in documentation to nurses who will progress into expert clinicians and administrators.  
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Limitations 

 Limitations of the study included the small sample size (n=30). Nursing workload played 

a role in the number of participants willing to participate. Interruptions were made if nurses had 

to attend to patient care, prolonging the time of the educational in-service and posttest. In 

addition, due to COVID-19 pandemic restrictions, large class size groups were not permitted. 

Therefore, educational-in-service had to be given to participants before shift, during their lunch 

break and after their scheduled shift.  

Dissemination 

With the everchanging healthcare, evidence-based research is needed to deliver quality care.  

Results from this QI study will be displayed and shared with members of the Memorial 

Behavioral Health Unit and at other facility units. It will also be submitted for a poster 

presentation at nursing conferences locally. This QI study will also be presented at the Doctor of 

Nursing Practice Symposium hosted by Florida International University. A manuscript of the 

Project will be submitted to the Journal of Healthcare Quality, with the goal to utilize knowledge 

gained from the QI project and share it with clinicians to help transform practice and improve 

quality nursing documentation.  

   

X. Conclusion 

 Nursing documentation is an important indicator for developing and providing quality care 

(Alkouri et al., 2016).  Current healthcare system requires nursing documentation to ensure 

continuity of care, provide legal proof of care provided, and is consistent within healthcare core 

measures and protocols. Educational training and programs have been proven to be effective 
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with quality documentation. This QI project highlighted deficiency in quality nursing 

documentation and the necessity to provide an education- in-service for documentation in an 

inpatient behavioral health unit.  Eighty-six percent of nurses strongly agreed to adhere to quality 

nursing documentation after the educational in-service and ninety percent agreed to feeling more 

comfortable documenting according to the HBIPS requirements. More than fifty percent of 

nurses’ attitude changed in a confident way about documentation.  Overall, the educational in-

service displayed a positive impact on nurses’ attitude and adherence to documentation.  Hence, 

this project can inspire new innovate approaches for improving quality nursing documentation. 
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Appendix C: Quality Improvement Pre-Test Questions  

ADULT CONSENT TO PARTICIPATE IN A RESEARCH STUDY: Nursing Documentation in 
a Hospital Inpatient Behavioral Health Unit: A Best Practice Implementation Project   
 
SUMMARY INFORMATION The research design is a Quality Improvement project to 
determine if an educational in-service in a behavioral psychiatric unit will improve nurses’ 
attitude and adherence to documentation and reduce documentation errors . The project manager 
will use surveys/questionnaires and (pre-test/post) to evaluate outcomes. Things you should 
know about this study: 
  
Purpose: The purpose of the study is to investigate the effect of educational in-service  in a 
behavioral psychiatric unit will improve nurses’ attitude and adherence to documentation and 
reduce documentation errors. It will also seek to assemble evidence-based research and 
interventions that will assist nurses with quality nursing documentation. 
  
Procedures: If you choose to participate, you will be asked to complete a demographic 
questionnaire and complete a pre/posttest questionnaire including a self-efficacy scale. Also, you 
will attend a educational in-service on nursing documentation management presented with a 
PowerPoint presentation. 
 
Duration: The project will run for about 1 week. Participation in this study will consist of one, 
30-minute educational in-service, and 15 minutes to complete demographics, pre/posttest 
questionnaires.  
 
Risks: There are minimal risks involved with this project as would be expected in any type of 
educational intervention.  
 
Benefits: The main benefit to you from this research is to enhance your knowledge of quality 
nursing documentation. 
 
 Alternatives: There are no known alternatives available to you other than not taking part in this 
study.  
Participation: Taking part in this research project is VOLUNTARY. You are free to participate 
in the study or withdraw your consent at any time during the study. You will not lose any 
benefits if you decide not to participate or if you quit the study early. The investigator reserves 
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the right to remove you without your consent at such time that he/she feels it is in the best 
interest.  
 
Compensation & Costs: There are no costs to you for participating in this study. 
 
 Researcher Contact Information: If you have any questions about the purpose, procedures, or 
any other issues relating to this research study you may contact Nicole Francois by phone at 786-
382-1438 or via email at nfran041@fiu.edu.  
 
IRB Contact information: If you would like to talk with someone about your rights of being a 
subject in this research study or about ethical issues with this research study, you may contact the 
FIU Office of Research Integrity by phone at 305-348-2494 or by email at ori@fiu.edu. 

• I accept and consent to take part in this Quality Improvement Study 
• I do not accept, and do not consent to take part in this Quality Improvement Study 

 
 Q2: What's your ethnicity?  

• White 
• Black or African American 
• American Indian or Alaska Native 
• Asian 
• Native Hawaiian or Pacific Islander 
• Other 

  
Q3: What is your age?  

• 20 – 29 Years old 
• 30-40 Years old 
• 41- 50 Years old 
• 51-60 years old 
• > 60 years 
• Do not want to share my age 

 
Q4: What is your gender? 

• Male 
• Female 
• Non-binary / third gender 
• Prefer not to say 

 
Q5: How long have you been a registered nurse? 

• < 1 year 
• 1 – 2 years 
• 3 -5 years 
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• 6-9 years 
• 10 – 15 years 
• > 15 years 

 
Q6:  Do you have a current national certification? 

• Certified in Critical Care Nursing (CCRN) 
• Certified in Mental Health Nursing 
• Certified in Pediatric Nursing 
• Other 

  
Q7: How long have you worked in the psychiatric unit? 

• < 1 year 
• 1 – 2 years 
• 3 -5 years 
• 6-9 years 
• 10 – 15 years 
• > 15 years 

  
 Q8: What is your highest level of education? 

• ASN 
• BSN 
• MSN 
• Doctorate 
• Non-Nursing Bachelors 

 
Q9:  Are you currently enrolled in school? If yes, what is the level of education of the program? 

• BSN 
• MSN 
• Doctorate 
• PhD 
• Non- nursing Bachelor’s/ Masters 
• Currently not enrolled in school 

  
Q10: Overall, do you feel that you have been provided an adequate amount of documentation 
education for patients who present with mental health illnesses? 

• Extremely inadequate 
• Somewhat inadequate 
• Neither adequate nor inadequate 
• Somewhat adequate 
• Extremely adequate 
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 Q11: Instructions: This scale will be completed before joining the educational in-service. It is a 
series of statements regarding your perceived self-efficacy (belief). Check the box, in which best 
applies to you. There is no right or wrong answers. This scale is completely anonymous, and 
results will be collected as a group. 

 Not all true  Hardly true Moderately True Exactly True 

I can always manage to 
solve difficult problems if I 
try hard enough 

 

 

 
 

If someone opposes me, I 
can find the means and 
ways to get what I want 

 

  

 

It is easy for me to stay 
aims and accomplish my 
goals. 

 

 

 

 

I am confident that I could 
deal efficiently with 
unexpected events. 

 

 
 

 

Thanks to my 
resourcefulness, I know 
how to handle unforeseen 
situations. 

 

 

 

 

I can solve most problems if 
I invest the necessary effort. 

  

 
 

I can remain calm when 
facing difficulties because I 
can rely on my coping 
abilities. 

 

 

 

 

When I am confronted with 
a problem, I can usually 
find several solutions. 

 

 

  

If I am in trouble, I can 
usually think of a solution  

  
 

 

I can usually handle 
whatever comes my way. 
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  Q12: As nurses, how often do you....  

  Always 
Most of the 

time 
About half 

the time Sometimes Never 

Document substance 
abuse screening within 
first day of admission 

  

 

 
 

Provide a smoking 
cessation patch upon 
discharge to patients 
who are smokers 

  

  
 

Offer practical 
counseling to patients 
with substance abuse 

     

Fill out the Behavioral 
Health Transition record. 

     

Verify on the Behavioral 
health Transition Record 
, if patients were 
discharged with two or 
more antipsychotic 
medications . 

 

 

  

 

 
Q13: This scale is will be completed before and after the educational in-service. It is a series of 
statements regarding your opinion towards documentation. There is no right or wrong answers.  

  
Strongly 
disagree 

Somewhat 
disagree 

Neither agree 
nor disagree 

Somewhat 
agree 

Strongly 
agree 

I believe that 
documentation is 
important part of my role 
as a nurse 

 
 

 

 

 

I consider 
documentation as a 
tedious process. 
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Strongly 
disagree 

Somewhat 
disagree 

Neither agree 
nor disagree 

Somewhat 
agree 

Strongly 
agree 

I feel that documentation 
in the EPIC system is 
difficult process. 

     

Fatigue and patient ratios 
affect my documentation 

     

I believe there is a good 
outcome from having 
good documentation. 

     

 
 
 
 
 Q14: How many core measures are within the Hospital- Based Inpatient Psychiatric Services 
(HBIPS)  

• Five 
• Seven 
• Nine 
• Ten 

   
Q15: Select all that apply: Screening for substance abuse should include... 

• Type of Drug 
• Amount 
• Frequency of use 
• Problems due to past usage 
• If taken alone or with group of individuals 

 
 Q16: Tobacco screening should be obtained between the 24 hours of admission  

• True 
• False 

  
 Q17: Documentation is a written or electronically generated record that describes the health 
history, health status, and delivery of care to patients. 

• True 
• False 

 
Q18: Documentation is considered a fundamental clinical routine that improves safety of care.   
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• True 
• False 

  
Q19: Documentation is utilized for 

• Communication with healthcare teams and other disciplines 
• Credentialing 
• Legal Matters 
• Research 
• All of the above 

   
Q:20 Select all that apply: Good and effective documentation is  

• Accurate 
• Factual 
• Complete 
• Timely 
• Organized 
• Compliant with health laws and facility standards 
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Appendix D: QI Post-Test Questions 
 Q1: What’s your ethnicity? 

• White 
• Black or African American 
• American Indian or Alaska Native 
• Asian 
• Native Hawaiian or Pacific Islander 
• Hispanic 
• Other 

 
Q2: What is  your age?  

• 20-29 
• 30-40 
• 41-50 
• 51-60 
• > 60 
• Do not wish to share my age 

 
Q3:What is your gender? 

• Male 
• Female 
• Non-binary / third gender 
• Prefer not to say 

 
Q4: How many core measures are within the Hospital- Based Inpatient Psychiatric Services 
(HBIPS) 

• Five 
• Seven 
• Nine 
• Ten 

  
Q5: Select all that apply: Screening for substance abuse includes... 

• Type of substance 
• Frequency of Use 
• Problems due to past usage 
• If taken with alone or with a group 

  
Q6: Tobacco screening should be obtained between the 24 hours of admission 

• True 
• False 

Q7: Documentation is utilized for 
• Credentialing 
• Legal Matters 



 41 

• Research aspects 
• Communication between healthcare team and other disciplines. 
• All of the above 

 
Q8: Documentation is a written or electronically generated record that describes the health 
history, health status, and delivery of care to patients. 

• True 
• False 

 
Q9: Documentation is considered a fundamental clinical routine that improves safety of care. 

• True 
• False 

 
Q10: Select all that apply: Good and effective documentation is 

• Accurate 
• Factual 
• Complete 
• Timely 
• Organized 
• Compliant with health laws and facility standards 

 
Q11: After attending the educational in-service ... do you feel  

  
Strongly 
disagree 

Somewhat 
disagree 

Neither agree 
nor disagree 

Somewhat 
agree 

Strongly 
agree 

That you will adhere to 
documenting as per 
protocol 

 
 

  

 

More comfortable 
documenting on HBIPS 
core measures such has 
screening for tobacco 
and substance abuse 

  
 

 

 

Your attitude changed 
about documentation 

 
    

That documentation is 
important part of my role 
as a nurse 
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Strongly 
disagree 

Somewhat 
disagree 

Neither agree 
nor disagree 

Somewhat 
agree 

Strongly 
agree 

That documentation is a 
tedious process 

  
   

I feel that documentation 
in the EPIC system is 
difficult process. 

 

 

  

 

There is a a good 
outcome from having 
good documentation. 
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