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Abstract
Registered nurses (RNs) play a crucial role in the clinical judgment (CJ) and documentation of the health conditions and the

healthcare of patients diagnosed with chronic obstructive pulmonary disease (COPD). Using a multiple case study approach,

the aim of the present study was to explore and describe RNs’ CJ in homecare visits for older patients with COPD as they

appeared in the electronic patient records (EPRs) and how well the content corresponded to what the RNs explained verbally

was important to report. Data were collected through observations of 16 homecare visits, interviews with RNs, and retrospect-

ive reviews of EPRs. The study is reported in accordance with COREQ. Quantitative and qualitative content analysis revealed

that the RNs’ CJs in homecare visits were represented only to a small extent in the documentation in the EPRs. The documen-

tation was mainly about procedures and tasks performed and did not correspond to what the RNs explained verbally was

important to report. This knowledge contributes to improvements to ensure patient safety in this research field.
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Background
Most patients diagnosed with chronic obstructive pulmonary
disease (COPD) are home-living and older; they are also
often diagnosed with multiple diseases and need homecare ser-
vices on a regular basis.1,2 The health status of these patients is
often associated with a risk of acute changes due to upper
respiratory tract infections that may cause an acute life-
threatening state where immediate action is required and
admission to a hospital is needed.2–5 Registered nurses (RNs)
working in homecare services therefore play a central role in
clinical judgments (CJs) and in the documentation of patients’
health status and functioning, in order to provide proper treat-
ment and to prevent exacerbations.

In nursing research, terms such as critical thinking, decision-
making, and clinical reasoning are used synonymously with
CJ. In this study, CJ is defined as ‘an interpretation or conclu-
sion about a patient’s needs, concerns, or health problems, and/
or the decision to take action (or not), use or modify standard
approaches, or improvise new ones as deemed appropriate by
the patient’s response’.6–8

Documentation of CJs is important for detecting changes in
patients’ health conditions in order to ensure continuity of care
and patient safety, as well as fulfilling professional and legal
demands.9,10 Accurate documentation makes nursing actions
visible11 and is crucial to the transfer of information between
health professionals.12

Several studies claim that the documentation of patient
records in healthcare is inaccurate and inadequate, despite the
relevant legal requirements.13–17 A qualitative study investigat-
ing factors that influence the quality of vital signs documented
in electronic patient records (EPRs) in a district hospital in
Sweden identified poor documentation of vital signs due to
inadequate routines and poor facilities.18 Furthermore,
Facchinetti et al.19 concluded that improvements are needed
in RNs’ documentations of hospital discharges of patients
with chronic diseases. Studies carried out in municipal health
services show that RNs struggle with attitudes and barriers
regarding documentation in EPR.20,21 A qualitative study
investigating the characteristics of nurses’ information practice
in municipal healthcare claims that the complexity of the
nurses’ information practice affects their documentation in
EPR.22 Previous studies also call for research that provides
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deeper insights into RNs’ documentation practices with regard
to patient safety.13,15,17,21

Although the number of older patients diagnosed with
COPD receiving homecare is increasing,23 most research on
this patient group is related to hospital care.3–5 There is also
limited literature available regarding documentation of home-
care RNs of providing healthcare to older patients diagnosed
with COPD. To our knowledge, no research has followed the
whole process from CJs completed at patients’ homes to the
documentation in EPRs. The aim of this study was therefore
to explore and describe how RNs’ CJs in homecare visits for
older patients with COPD appear in EPRs and how the docu-
mentation corresponds to what the RNs explained verbally
was important to report. The following research questions
guided the study: 1) What proportion of CJ, represented via
VIPS keywords, can be identified during the RN’s homecare
visits and which is later stated as important to report and
finally documented in EPRs? and 2) What did the nurses’ CJ
in the homecare visit contain, what significance was given to
it, and how did this correspond to the content that was actually
documented?

Methods
A qualitative multiple case study24 was conducted using non-
participatory observations of homecare visits, individual semi-
structured interviews with RNs, and retrospective reviews of
nursing documentation in EPRs. The case study methodology
is relevant for studying a phenomenon in its natural context,
in order to explore depths and nuances using several sources
of information. A multiple case study was conducted to illustrate
the study issue using several bounded cases, as well as to
explore what is common and different within and between the
cases.24 The Consolidated Criteria for Reporting Qualitative
Research (COREQ)25 checklist was used for reporting (see
Appendix).

Setting and participants
In Norway, long-term care is provided as the responsibility of
local municipalities and includes nursing homes and homecare
services. As a result of political national strategies and an
increased number of older patients with chronic health condi-
tions, municipal healthcare services have assumed greater
responsibility for patients being frailer and presenting with
more serious, complex, and treatment-demanding issues.26,27

This study was conducted from October 2017 to October
2018 and took place in homecare services in four municipalities,
both urban and rural, in mid-Norway. Written information about
the study was sent to the management of homecare services in
each municipality, and nursing leaders assisted with dissemin-
ation and contact with potential RNs. The inclusion criteria
were that participants should be RNs employed in homecare ser-
vices for at least six months. A total of 15 RNs consented to par-
ticipate; ultimately, 12 participants (11 women; mean age = 41
years) were included in this study.

The participating RNs were asked to identify relevant patients
for whom they provided homecare services. The inclusion criteria
for patients were being diagnosed with COPD, aged 70 years or

older, living in their home (sheltering house or ordinary home),
and receiving homecare services daily. A total of 10 patients
(4 men, 6 women; mean age = 81 years) consented to participate.
Most patients lived alone in their own homes, while some lived in
sheltered housing. Some patients received homecare services
more than once a day for medication, hygiene, and nutrition
supervision. Characteristics of the RNs and patients are shown
in Figure 1.

Data collection
The first author collected the data through non-participatory
observations of RNs’ homecare visits to patients, individual
interviews with the RNs immediately after the visits, and retro-
spective reviews of the patients’ EPRs.

Observation
Observations were made in 16 homecare visits, of which three
RNs made homecare visits to two patients. The remaining RNs
visited one patient each. The RNs were encouraged to verbalize
their thoughts according to the think-aloud method during the
homecare visit.28,29 The think-aloud method was used to iden-
tify the RNs’ CJs. The think-aloud method is a qualitative tech-
nique used to collect verbal data; it is effective in identifying
problem-solving processes.29,30 The observations of the home-
care visits were audio-recorded and later transcribed verbatim.
Field notes were taken during the visit as supplements to the
recorded interactions.

Interviews
An interview with the RN immediately followed each home-
care visit. Following a semi-structured interview guide, the
interviews were conducted either in the RN’s company car or
at their office and lasted approximately 10–15 minutes. RNs
were asked about first impressions as they entered the patient’s
home, their focus during the visit, knowledge of the patient,
and what they thought was necessary to document or report
according to the patient. The interviews were audio-recorded
and later transcribed verbatim.

Patient record review
The EPR system used by the included municipalities was
Visma PROFIL, and the part for nursing documentation was
based on the VIPS structure. The first author accessed
de-identified patient record documentation from the relevant
homecare visits and patients. The same author received infor-
mation about the individual patient’s decision on help, e.g.,
help with daily morning care or evening care.

Analysis
The data were analyzed with quantitative31 and qualitative content
analysis.32 All authors participated in the entire analysis process.
The VIPS model for nursing documentation33,34 was used as an
overarching framework for identifying and sorting the content.
The VIPS model is a widely used problem-oriented approach to
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documenting nursing care in a structured way,16 and consists of a
systemof keywords on two levels. Thefirst-level keywords corres-
pond to the nursing process, while the second-level keywords refer
specifically to nursinghistory, nursing status, andnursing interven-
tion. In the analysis, only the keywords referring to nursing status
were used, including ‘communication’, ‘cognition/development’,
‘breathing/circulation’, ‘nutrition’, ‘elimination’, ‘skin/integument’,
‘activity’, ‘sleep’, ‘pain/perception’, ‘sexuality/reproduction’,
‘psychosocial’, ‘spiritual/cultural’, ‘well-being’, and ‘compos-
ite assessment’.

The multiple case study design allowed us to analyze within
and across all of the cases.24 The analysis was carried out using
both qualitative32 and quantitative content analysis.31

Transcripts of observations in home visits, field notes, and
interviews with the nurses were read through to get an
overall impression. The transcripts were then analyzed with
deductive content analysis32 to identify VIPS keywords that
could represent CJ. EPR transcripts were similarly reviewed
to detect CJ in terms of VIPS keywords. All keywords were
counted and sorted (quantitative content analysis) in the
various phases: identified in the home visit; stated as important
to report in the subsequent interview; and documented in the
EHRs. The quantitative results were compiled and left a
pattern, as shown in Figures 1 and 2. Furthermore, the tran-
scriptions of observations in home visits, interviews with the
nurses, and patient records were analyzed using qualitative
content analysis.31

Guided by research question 2, the approach was now
inductive. The text was reviewed to extract units of meaning
which were then condensed. The condensed content was
abstracted and sorted into codes based on similarity/

dissimilarity, which provided the starting point for formulating
three themes.

Ethical considerations
The study was approved by the Norwegian Centre for Research
Data (no. 54983). Initially, the study was presented to the
Regional Research Ethics Committee (REK, registration no.
2017/1090) and was found not to require registration or
further approval from REK. The permission to perform data
collection was obtained from the health administration in the
municipality. All participants received information about the
study’s purpose and procedures and gave written consent
before data collection began. The patients were informed that
the homecare visits would be audiotaped and that the study
aimed to explore RNs’ CJs and documentation, not directly
involving patients or their care. All participants were ensured
that their participation was voluntary and that they could with-
draw from the study at any time without any consequences.

Findings
The findings are organized into two parts corresponding to the
research questions.

Quantitative results
The quantitative content analysis of the data material as a whole
(i.e. observations at homecare visits, interviews with the RNs,
and documentation in EPRs) revealed that the RNs’ CJs were
represented by 12 of 14 VIPS keywords, as shown in Figure 2.

Figure 1. Overview of patients, allocated services, nurses and clinical judgments identified in 16 cases.
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CJs related to ‘spiritual/cultural’ or ‘sexuality/reproduction’
were not found in the data material. CJs related to ‘breathing/cir-
culation’ and ‘activity’ were the most common occurring in all
16 cases. On the other hand, CJs related to ‘communication’
and ‘well-being’ occurred in two cases.

When counting the total number of CJs in conformity with
VIPS keywords for each of the three data sources, the most CJs
were identified at homecare visits, totaling 89 CJs across all
cases, as shown in Figure 2. Here, CJs related to ‘breathing/ cir-
culation’ and ‘activity’ were identified in all cases. In contrast,
‘communication’ occurred in only two cases.

When looking at what the RNs considered to be important to
report from the homecare visits, the total number of CJs identi-
fied by VIPS keywords decreased by 65%, from 89 to 31 CJs.
Here, the largest decrease was found for CJs related to ‘psycho-
social’ and ‘nutrition’, which dropped 89%, from occurring in
nine cases at homecare visits to one case as being considered
important to report. ‘Activity’was the CJ most often considered
important to report by the RNs, found in 14 of the cases, reduced
by 12% compared to the homecare visits.

RNs’ CJs made at homecare visits were to a small extent
visible in the documentation in EPRs; for half of the cases,
there was no documentation related to the homecare visit at
all in the EPRs. The total number of CJs identified by VIPS
keywords in the documentation was 21, a decrease of 76%
compared to the homecare visits, and 32% from being consid-
ered important to report. When comparing types of CJs import-
ant to report with CJs documented in EPR, both a decrease and
an increase in numbers were found. The largest decrease in
number was related to ‘activity’, which dropped 57%, from
being considered important to report in fourteen cases to docu-
mented in six cases. Conversely, a higher number of CJs
related to ‘nutrition’, ‘elimination’, and ‘composite assess-
ment’ was identified in the documentation than what the RNs

had found important to report. Of these, CJs related to ‘com-
posite assessment’ had the greatest increase: 60% from being
considered important to report in three cases to documented
in five cases.

Qualitative results
Three themes were obtained from the analysis, representing CJs
made at the homecare visits, what the RNs had considered
important to report, and what the RNs documented in EPRs.
The three themes were 1) attention to somatic health and daily
functioning, 2) deviation from normal conditions is important
to report, and 3) reporting the nursing tasks performed. The
themes are presented below, along with significant quotations
from the texts from observations, interviews, and EPRs.

Observations in homecare visits: attention to somatic
health and daily functioning
Similar to our quantitative analysis, the qualitative analysis
showed that the RNs had a prominent focus on the patients’
somatic health status during homecare visits. CJs correspond-
ing to the VIPS keywords ‘respiration/circulation’ and ‘activ-
ity’ were related to breathing expressions and how the
patients’ mastered their everyday activities. The RNs were
looking for signs of deterioration of the COPD; as one RN said:

Every time I come here, I observe if his breathing has become
worse, if there is some infection coming, if he has caught a cold.
That’s how I usually think when I go to this house. (RN, case 5)

CJs of somatic health also related to the patients’ nutritional
state, where a lack of appetite could be a sign of deterioration

Figure 2. Cases with clinical judgments in conformity with VIPS keywords.
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due to COPD. CJs related to mental health were typically
linked to physical functioning. For instance, a patient’s use
of humor and body language, as well as the atmosphere a
RN might sense in the room, could say something about the
patient’s self-care abilities:

The patient is in a good mood compared to earlier. He was not
in shape some days ago. But now he has humor and guts and
wants to do most activities by himself. (RN, case 7)

CJs in conformity with the VIPS keyword ‘composite
assessment’ were related to patients’ needs for help with medi-
cation and RNs’ observations of how patients handled their
nebulizers, as well as the observed effects of the medication,
and the RNs’ assessments of whether the stock of medicines
was sufficient.

Following interviews: deviation from normal conditions is
considered important to report
During the interviews after the homecare visits, the RNs
focused primarily on the importance of reporting whether the
patients were in their habitual state. This was typically linked
to how well the patients managed daily activities and CJs
related to the VIPS keyword ‘activity’. As one RN explained,
regarding a patient’s habitual state:

I’ll document that she is in her normal condition. Although this
is vague wording and may not make sense to outsiders, it is
understandable to colleagues who know the patient. When we
give a handover report, we say ‘she’s in her habitual state’,
and report in more detail if there are any changes. (RN, case 1)

Deviations from the normal condition could mean either that
the patient’s health or functional status had deteriorated or that
it had improved. Both types of deviations were considered
important to document by the RNs, as exemplified by the fol-
lowing quotes related to the VIPS keyword ‘respiration/
circulation’:

I’ll report that she is short-winded because it’s important to
follow-up if this does not improve. And I noticed she was cyan-
otic tonight, and that’s something new. This patient is quite
calm, and does not exert herself so much physically, so when
she is breathing heavily, it is not due to exertion. (RN, case 14)

I’ll report that the patient was in good shape. The breathing was
okay, no gurgling sounds that she usually struggles with, and
she was not strained when she talked. She can be very short-
winded, but not today. (RN, case 16)

Deviations from normal conditions could also be manifested
by a patient’s changing behavior. This was exemplified by a
RN who considered it important to report observations
related to the VIPS keyword ‘cognition/development’:

I will report that the patient went outdoors early in the morning,
before 8 o’clock, which is unusual for her. We have to observe
if it repeats itself, because if it happens and winter comes, we

have to mount some door sensors that monitor if she goes
out. (RN, case 2)

Documentation in EPRs: reporting the nursing tasks
performed
Documentation made by the RNs in the EPRs was mainly about
procedures and tasks they had performed during the homecare
visits, and this wasmost often describedwithout any assessment
of health status or needs of the patient. The most common tasks
described were the administration of medication relating to the
VIPS keyword ‘composite assessment’, for instance, ‘Mixed
medicine for administration in nebulizer’ (EPR, case 5). Tasks
performed were typically described in short phrases, without
any details of about the way the care was performed or the
extent to which the patient was involved. For example:

Assistance personal hygiene. Change of panties. Arranged
breakfast Morning medicine and inhalations provided. (EPR,
case 7)

The patients’ subjective experiences were almost absent in
the documentation, even when it came to descriptions of
COPD-related symptoms that often are accompanied by feel-
ings of fear and anxiety. For example: ‘Shower: shortness of
breath during shower today’ (EPR, case 13).

Discussion
The aim of the present study was to explore and describe how
RNs’ CJs in homecare visits for older patients with COPD
appear in EPRs, and how the documentation corresponds to
what the RNs considered to be important to report. The analysis
showed that the RNs’ CJs in homecare visits were to a small
extent visible in their documentation in their EPRs. In half of
the 16 cases, there was no documentation of the CJs made.
In the remaining eight cases, CJs were omitted despite being
defined as being important to report. The RNs’ somatic focus
on the respiration/circulation challenges of patients with
COPD during homecare visits was not prominent in the EPR
documentation. CJs documented in the EPRs were essentially
based on the RNs’ subjective data, rather than on objective
data, even though the main purposes of nursing documentation
in EPRs are to make nursing care visible, to take care of patient
safety and information exchanges, and to fulfill legal and pro-
fessional demands.10,13 Our results show that CJs documented
in EPRs do not always appear as consequent documentation of
CJs from the actual patient situation or as documentation of
changes in patients’ health status, or as a statement on actual
health status.

Our study also reveals a gap between CJs appearing as
written information in EPRs and CJs considered to be import-
ant to report; this may reflect underlying reasons such as
technological barriers (system usability and user interface),
inadequate documentation routines, attitudes, events not
recorded when they occurred and then forgotten, or an expres-
sion of the RN’s view of information exchange.10,20,35,36

Øfsti et al. 5



Østensen et al.22 showed that RNs in long-term care in
municipal healthcare who know their patients well carry
patient information in their heads, which may, from the RNs’
point of view, make some information in the EPR redundant.
In light of their study, our findings may be a result of RNs car-
rying essential patient information within themselves, such that
some information in EPRs therefore becomes redundant from
the RN’s point of view, and CJs therefore appear ‘condensed’
or ‘reduced’ in EPRs. In addition, this ‘condensing and redu-
cing’ could be a product of how information is given orally
to patients in handover situations by RNs knowing the patients,
which Østensen et al.22 also highlighted.

Our analysis showed that RNs were mainly addressing their
CJs from homecare visits to the patients’ clinical conditions
related to COPD, i.e. CJs related to VIPS keywords such as
‘respiration/circulation’ and ‘activity’. These CJs seemed to
be based on the RNs’ knowledge of COPD and the impacts
of illnesses on patients. This finding can also be a consequence
of the fact that no guidelines or tools were used in the observa-
tion of the patient. CJs about respiration and circulation did not
refer to respiration frequency, saturation level, or blood pres-
sure, but referred instead to patients’ breathing challenges in
their particular situation. When RNs do not use guidelines or
equipment as they observe patients, the accuracy of informa-
tion in communications with other groups of health providers,
e.g. doctors, may be affected. This is in line with Håkonsen
et al.,37 who showed that unclear language, terminology, and
lack of guidelines affects documentation in EPRs.

The psychosocial aspects of COPD are well-known.38 CJs
associated with the VIPS keyword ‘psychosocial’, as changes
in mood, were addressed at homecare visits; however, this
was not made visible in the relevant EPRs. This can be seen
as an indication that somatic health problems are more
visible and easier to put into words than health problems
related to psychosocial aspects. This lack may also result
from RNs’ fear of failing to use the right words in the right
way when documenting mental health,39 focus of what is
important to document or missing guidelines,15 or unwilling-
ness to exchange information when handling confidential infor-
mation.40 CJs related to the VIPS keyword ‘communication’
appear absent in EPRs and not considered to be important to
report. As communication is important in the interaction
between the RN and the patient, the RNs communicated ver-
bally and non-verbally with the patients during every homecare
visit, and obviously then automatically registered changes in
the patients’ ability to communicate. It is important to register
changes in the patient’s communication ability, as this can be
affected by various factors.41,42 CJs regarding VIPS keywords
related to ‘sexuality/reproduction’ and ‘spiritual/cultural’ were
not expressed in patient scenarios, nor did they occur in consid-
erations of what is important to report or in EPR documenta-
tion. The absence of these CJs is in line with previous
findings,43 which naturally will raise questions of how RNs
respond to this kind of question, when asked by patients.

Our study shows that the written documentation in EPRs
mainly reflects RNs’ tasks performed during homecare visits,
which propose the meaning with nursing documentation. In
addition, this could reflect a task-oriented culture, promoted
by effectivity principles in community healthcare disguised

as quality in nursing practice by the RNs dutiful reports of
work done.44,45

Jefferies et al.10 claimed that the importance of nursing
documentation is to define the nature of nursing itself by doc-
umenting patient care outcome, and also to demonstrate what
the RNs actually are doing for the patient. Accordingly,
quality in nursing documentation must meet seven criteria: it
must 1) be patient-centered, 2) contain the actual work of
nursing, 3) reflect RNs’ CJs, 4) be presented in a logical
sequence, 5) be written in real time, 6) record variances in
care, and 7) fulfil legal requirements.10 Wilson et al.46 claim
that nursing documentation can serve as an indicator of
quality in nursing practice. The findings in our study demon-
strate that reflections of CJs in EPRs should not be seen as
absolute indicators of quality in nursing. This is based on the
seeming fact that every RN forms their own considerations
and decides what is important enough to document.34 In add-
ition, these considerations also depend on each RN’s compe-
tence, knowledge, experience, and reasoning,8 as well as
knowledge of the patient.22,47,48

Our findings also show that patients’ subjective experiences
were almost absent in the documentation, which therefore fails
to reflect patients’ participation in care, which has been stressed
in decades.49 These findings require innovation, given the fact
that nursing documentation should also reflect patient partici-
pation. EPRs have been implemented in healthcare around
the world in order to share reliable and accurate patient infor-
mation for the sake of ensuring patient safety; they are also
entrusted to improve quality in handover situations.50,51 Our
study also reveals a gap in information exchange, which may
cause problems and even threaten patient safety. This is seen
in light of the World Health Organization’s52 definition of
‘patient safety’ as the prevention of errors and adverse effects
to patients associated with healthcare.

Ihlebæk53 claims that relying solely on written information
in handover situations falls short, because written information
appears to be insufficient. It therefore needs to be supplemented
with oral information in ‘silent’ handover situations intended to
help RNs share sensitive information concerning patients’ psy-
chological health, and when attempting to resolve issues con-
nected to patients’ care.53 In our opinion, errors may occur
when orally sharing specific information regarding patients’
health status, especially if existential information is not docu-
mented. This is because the message sent is not necessarily
the same as the message received, because the decoding of a
message is based on individual factors, such as knowledge
and experience. Helder et al.54 describe verbal communication
as transitory, time-bound, and dynamic. Written information
has great force, since it is available long after it has been
written, because readers have access to the information long
after the information has been written. In addition, written
information is accurate and reliable, since the decoding of the
information does not depend on the reader’s memory for
details.54 Communication is crucial and is seen as informative
continuity between caregivers to connect care from one episode
to another. 13 Therefore, information through documentations
in EPRs should be used as a basic element in care delivery to
ensure continuity of care, to fulfill professional and legal
demands, and to make nursing actions visible.11,33 The gap
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between the information considered to be important to report
and the information written in the EPRs in this study demon-
strates that written communication does not provide a complete
picture of older home-living patients diagnosed with COPD,
nor does it reflect RNs’ CJs during home visits. Patient
safety is thus unduly jeopardized.

Conclusion and implications
Older home-living patients diagnosed with COPD are vulner-
able patients whose health conditions can change abruptly.
Documentation that lacks accuracy and completeness regard-
ing health status does not present a complete picture of the
patient’s health condition, nor does it reflect the nurse’s CJs
from homecare visits. Such deficiencies can jeopardize
patient safety, continuity, and quality of care. In addition, the
lack of routines can influence patient safety, particularly not
using guidelines or missing facilities in documenting vital
signs. Improvements to ensure patient safety and patient par-
ticipation in the documentation practice are recommended.

This study will increase awareness of training according to
good documentation practice, use of checklists, guidelines, and
documentation tools, such as iPads, out in homecare, thus
increasing awareness of the usability of the documentation
systems in the municipalities.

Further research is recommended to follow up this research
to explain the gap between RNs’ CJs and the documentation in
EPRs. In addition, other research about measuring the imple-
mentation effects of observation or/and documentation guide-
lines and checklists in homecare services could be impactful.

Strengths and limitations
A strength of this study was the use of a multiple case study
design, which includes different methods of data collection in
16 cases, making it possible to describe the flow of change in
the processes from CJs to EPRs. However, the researcher’s
presence during homecare visits may have influenced nurse–
patient dialogues—and thus the RNs’ CJs. According to an
ethical aspect, using the think-aloud method could be a
barrier. Regarding the patient, the VIPS keywords ‘psycho-
social’ and ‘communication’ may result in less focus in CJs.
That is, the method may have been challenging for the RNs
in thinking aloud and the patients’ communications skills,
and can therefore be considered a limitation of this study.
The authors did not observe oral handover reports, which
means the RN may have exchanged information that is import-
ant to report, even if they had not documented the information.

The authors’ pre-understanding as experienced RNs in the
geriatrics field, in both hospital- and home-based care, can be
seen as both a strength and a limitation. All data were collected
by the first author, whose primary experience is within a hos-
pital context. To address this, she frequently asked clarifying
questions during follow-up interviews with the RN to gain a
deeper understanding. She also discussed the observations
and impressions with the other authors. The pre-understandings
were discussed during the analysis and interpretations by all the
authors, who had various experiences. All authors carried out
the analysis.

To enable readers to judge the transferability of the findings
to other contexts, descriptions of the participants and quotes
from the interviews are included.

Acknowledgments

The authors would like to thank the participants for their kind
contributions.

Conflict of interest
The authors declare that there is no conflict of interest.

Funding
This research received no specific grant from any funding agency in
the public, commercial, or not-for-profit sectors.

ORCID iD
Ruth Øfsti https://orcid.org/0000-0002-4808-7956

References
1. Bing-Jonsson PC, Hofoss D, Kirkevold M, et al. Sufficient com-

petence in community elderly care? Results from a competence
measurement of nursing staff. BMC Nurs 2016; 15: 5.

2. Schermer TR, Smeele I, Thoonen B, et al. Current clinical guide-
line definitions of airflow obstruction and COPD overdiagnosis in
primary care. Eur Respir J 2008; 32: 945–952.

3. Esteban C, Quintana JM, Garcia-Gutierrez S, et al. Determinants
of change in physical activity during moderate-to-severe COPD
exacerbation. Int J Chron Obstruct Pulmon Dis 2016; 11:
251–261.

4. Giacomini M, DeJean D, Simeonov D, et al. Experiences of living
and dying with COPD: a systematic review and synthesis of the
qualitative empirical literature. Ont Health Technol Assess Ser
2012; 12: 1.

5. Suissa S, Dell’Aniello S and Ernst P. Long-term natural history of
chronic obstructive pulmonary disease: severe exacerbations and
mortality. Thorax 2012; 67: 957–963.

6. Higgs J, Jones MA, Loftus S, et al. Clinical reasoning in the
health professions E-book. Oxford: Elsevier Health Sciences,
2008.

7. Tanner CA. Thinking like a nurse: a research-based model of clin-
ical judgment in nursing. J Nurs Educ 2006; 45: 204–211.

8. Tanner CA. Clinical judgment and evidence-based practice:
toward pedagogies of integration. J Nurs Educ 2008; 47:
335–336.

9. Blair W and Smith B. Nursing documentation: frameworks and
barriers. Contemp Nurse 2012; 41: 160–168.

10. Jefferies D, JohnsonM and Griffiths R. A meta-study of the essen-
tials of quality nursing documentation. Int J Nurs Pract 2010; 16:
112–124.

11. Törnvall E and Wilhelmsson S. Nursing documentation for
communicating and evaluating care. J Clin Nurs 2008; 17:
2116–2124.

12. Paans W, Nieweg RMB, van der Schans CP, et al. What factors
influence the prevalence and accuracy of nursing diagnoses docu-
mentation in clinical practice? A systematic literature review.
J Clin Nurs 2011; 20: 2386–2403.

13. Gjevjon ER and Hellesø R. The quality of home care nurses’
documentation in new electronic patient records. J Clin Nurs
2010; 19: 100–108.

Øfsti et al. 7

https://orcid.org/0000-0002-4808-7956
https://orcid.org/0000-0002-4808-7956


14. Johnsen KF, Ehrenberg A and FossumM. Dokumentasjon av syke-
pleie i sykehjem: en vurdering av innhold og kvalitet pa sykepleiedo-
kumentasjonen og vurdering av reliabiliteten til instrumentet N-catch
[Nursing documentation in nursing homes: auditing of the content
and quality of resident records and assessing the reliability of the
measurement instrument]. Nord J Nurs Res 2014; 34: 27–32.

15. Myklebust KK, Bjørkly S and RåheimM. Nursing documentation
in inpatient psychiatry: the relevance of nurse–patient interactions
in progress notes—A focus group study with mental health staff.
J Clin Nurs 2018; 27: e611–e622.

16. Saranto K and Kinnunen U-M. Evaluating nursing documentation
- research designs and methods: systematic review. J Adv Nurs
2009; 65: 464–476.

17. Wang N, Hailey D and Yu P. Quality of nursing documentation
and approaches to its evaluation: a mixed-method systematic
review. J Adv Nurs 2011; 67: 1858–1875.

18. Stevenson-Ågren J, Israelsson J, Petersson G, et al. Factors influ-
encing the quality of vital signs data in electronic health records: a
qualitative study. J Clin Nurs 2018; 27: 1276.

19. Facchinetti G, Ianni A, Piredda M, et al. Discharge of older
patients with chronic diseases: what nurses do and what they
record. An observational study. J Clin Nurs 2019; 28: 1719–1727.

20. Bjerkan J, Valderaune VJ and Olsen RM. Patient safety through
nursing documentation : Barriers identified by healthcare profes-
sionals and students. Front Comput Sci 2021; 3: 624555.

21. Bjerkan J and Olsen RM. Patient Documentation in Home Health
Nursing in Norway – A Study of Attitudes Among Professionals.
CEUR Workshop Proceedings, 2017, 38–48. http://ceur-ws.org/
Vol-2001/paper4.pdf

22. Østensen E, Bragstad LK, Hardiker NR, et al. Nurses’ information
practice in municipal health care—A web-like landscape. J Clin
Nurs 2019; 28: 2706–2716.

23. World Health Organization. Chronic obstructive pulmonary
disease. Key facts. Geneva: World Health Organization, 2017.

24. Yin RK and Yin RK. Case study research and applications : design
and methods. Sixth edition. ed. Los Angeles, CA: Sage, 2018.

25. Tong A, Sainsbury P and Craig J. Consolidated criteria for reporting
qualitative research (COREQ): a 32-item checklist for interviews
and focus groups. Int J Qual Health Care 2007; 19: 349–357.

26. Gautun H and Syse A. Earlier hospital discharge: a challenge for
Norwegian municipalities. Nordic Journal Of Social Research
2017; 8: 1–17.

27. Næss G, Kirkevold M, Hammer W, et al. Nursing care needs and
services utilised by home-dwelling elderly with complex health pro-
blems: observational study. BMC Health Serv Res 2017; 17: 645.

28. Ericsson KA and Simon HA. How to study thinking in everyday
life: contrasting think-aloud protocols with descriptions and
explanations of thinking. Mind Cult Activ 1998; 5: 178–186.

29. Fonteyn ME and Ritter BJ. Clinical reasoning in nursing. In:
Higgs J and Jones M (eds) Clinical Reasoning in the Health
Professions. Third edition. ed. Oxford: Butterworth-Heinemann
Ltd., 2008, pp.235–244.

30. Van Someren M, Barnard YF and Sandberg J. The think aloud
method: a practical approach to modelling cognitive. London:
AcademicPress 1994.

31. Krippendorff K and Krippendorff K. Content analysis : an introduc-
tion to its methodology. Fourth edition. Los Angeles, CA: Sage, 2019.

32. Hsieh H-F and Shannon SE. Three approaches to qualitative
content analysis. Qual Health Res 2005; 15: 1277–1288.

33. Ehrenberg A and Ehnfors M. The accuracy of patient records in
Swedish nursing homes: congruence of record content and nurses’
and patients’ descriptions. Scand J Caring Sci 2001; 15: 303–310.

34. Ehrenberg A, Ehnfors M and Thorell-Ekstrand I. Nursing docu-
mentation in patient records: experience of the use of the VIPS
model. J Adv Nurs 1996; 24: 853–867.

35. Olivares Bøgeskov B and Grimshaw-Aagaard SLS. Essential task
or meaningless burden? Nurses’ perceptions of the value of docu-
mentation. Nord J Nurs Res 2019; 39: 9–19.

36. Huryk LA. Factors influencing nurses’ attitudes towards health-
care information technology. J Nurs Manag 2010; 18: 606–612.

37. Håkonsen SJ, Pedersen PU, Bygholm A, et al. Lack of focus on
nutrition and documentation in nursing homes, home care- and
home nursing: the self-perceived views of the primary care work-
force. BMC Health Serv Res 2019; 19: 642.

38. Pierobon A, Sini Bottelli E, Ranzini L, et al. COPD patients’ self-
reported adherence, psychosocial factors and mild cognitive
impairment in pulmonary rehabilitation. Int J Chron Obstruct
Pulmon Dis 2017; 12: 2059–2067.

39. Engen EJH, Devik SA and Olsen RM. Nurses’ experiences of
documenting the mental health of older patients in long-term
care. Global Qualitative Nursing Research 2020; 7: 23.

40. Ben Natan M, Drori T and Hochman O. Associative stigma
related to psychiatric nursing within the nursing profession.
Arch Psychiatr Nurs 2015; 29: 388–392.

41. Williams K, Kemper S and Hummert ML. Enhancing communi-
cation with older adults: overcoming elderspeak. J Psychosoc
Nurs Ment Health Serv 2005; 43: 12–16.

42. Hafskjold L, Sundling V and Eide H. Nursing staff’s responses to
thematic content of patients’ expressed worries: observing com-
munication in home care visits. BMC Health Serv Res 2018; 18:
597–597.

43. Olsen RM, Hellzén O, Skotnes LH, et al. Breakdown in informa-
tional continuity of care during hospitalization of older home-living
patients: a case study. Int J Integr Care 2014; 14: e012–e012.

44. Strandås M, Wackerhausen S and Bondas T. The nurse–patient
relationship in the new public management era, in public home
care: a focused ethnography. J Adv Nurs 2019; 75: 400–411.

45. Sundler AJ, Eide H, van Dulmen S, et al. Communicative chal-
lenges in the home care of older persons - a qualitative explor-
ation. J Adv Nurs 2016; 72: 2435–2444.

46. Wilson R. Improving clinical handover in emergency depart-
ments. Emerg Nurse 2011; 19: 22–26.

47. Øfsti R, Devik SA, Enmarker I, et al. “Looking for deviations”:
nurses’ observations of older patients with COPD in home
nursing care. Global Qualitative Nursing Research 2020; 7: 23.

48. Strømme T, Aase K and Tjoflåt I. Homecare professionals’ obser-
vation of deteriorating, frail older patients: a mixed−methods
study. J Clin Nurs 2020; 29: 2429–2440.

49. World Health Organization. Health for all series, number 1.
Alma-Ata 1978. Primary health care. Geneva: WHO, 1978.

50. Haland E. Introducing the electronic patient record (EPR) in a
hospital setting: boundary work and shifting constructions of pro-
fessional identities. Sociol Health Illn 2012; 34: 761–775.

51. Boonstra A, Versluis A and Vos JFJ. Implementing electronic
health records in hospitals: a systematic literature review. BMC
Health Serv Res 2014; 14: 370.

52. . World Health Organization. World alliance for patient safety:
forward programme 2005. Geneva: WHO, 2004.

53. Ihlebæk HM. Lost in translation - silent reporting and electronic
patient records in nursing handovers: an ethnographic study. Int
J Nurs Stud 2020; 109: 103.

54. Helder J,BredenlöwTandLautrupNørgaardJ.Kommunikationsteori
: en grundbog [Theory of Communications]. København: Hans
Reitzel, 2009.

8 Nordic Journal of Nursing Research 43(1)

http://ceur-ws.org/Vol-2001/paper4.pdf
http://ceur-ws.org/Vol-2001/paper4.pdf

	 Background
	 Methods
	 Setting and participants
	 Data collection
	 Observation
	 Interviews
	 Patient record review

	 Analysis
	 Ethical considerations
	 Findings
	 Quantitative results
	 Qualitative results
	 Observations in homecare visits: attention to somatic health and daily functioning
	 Documentation in EPRs: reporting the nursing tasks performed

	 Discussion
	 Conclusion and implications
	 Strengths and limitations
	 Acknowledgments
	 References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile ()
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 5
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /PDFX1a:2003
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    33.84000
    33.84000
    33.84000
    33.84000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    9.00000
    9.00000
    9.00000
    9.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames false
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks true
      /AddColorBars false
      /AddCropMarks true
      /AddPageInfo true
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


