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ABSTRACT

Nursing staff working in long-term institutional care attend to residents with an increasing 

number of severe physical and cognitive limitations. To exchange information about the 

health status of these residents, accurate nursing documentation is important to ensure 

the safety of residents. This study examined the accuracy of nursing documentation in 197 

care plans of 5 long-term institutional care facilities. Based on the phases of the nursing 

process, the D-Catch instrument measures the accuracy of the content and coherence 

of documentation. Inadequacies were especially found in the description of residents’ 

care needs and stated nursing diagnoses as well as in progress and outcome reports. In 

somatic and psycho-geriatric units, higher accuracy scores were determined compared with 

residential care units. Investments in resources (eg, time), reasoning skills of nursing staff, 

and implementation of professional standards in accordance with legal requirements may 

be needed to enhance the quality of nursing documentation.
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INTRODUCTION 

Nursing documentation is an essential activity that attempts to effectively facilitate 

information exchange about care recipients’ health status and provide evidence of nursing 

care.1,2 Accurate nursing documentation contributes to the continuity of care, safety, and 

well-being of residents.1 During the previous decade, the amount as well as the complexity of 

care in long-term institutional care (LTIC) has increased.3 Nursing staff care for residents who 

are experiencing an increasing number of severe physical and cognitive limitations. As other 

health professionals are involved, accurate nursing documentation is even more relevant.1 

Furthermore, managers in LTIC require specific, timely, and accurate nursing documentation 

as they are ultimately responsible for the quality of care, financial reimbursement, and 

deployment of nursing staff.4,5

Donabedian’s conceptual model of quality of care indicates that an accurate, complete, 

and process oriented record is fundamental for quality of care.6 The interrelated phases of 

the nursing process, first identified and described by Orlando’s Nursing Process Discipline 

Theory,7 are internationally acknowledged for structuring nursing documentation.8,9 The 

nursing process is based on an analysis of care needs with the care recipient.10 The phases 

involve: (1) an assessment resulting in (2) the identification of residents’ physical, mental, 

and social needs or problems, (3) the description of outcomes to be achieved, (4) a selection 

of appropriate interventions, and (5) the evaluation of care.10,11 In addition, (inter)national 

professional standards emphasize the importance of a nursing diagnosis statement that 

addresses the residents’ problems (P), etiology or related factors (E), and signs and symptoms 

(S) of the problems (PES structure) because this will guide choices for appropriate nursing 

interventions and outcomes.12,13

Dutch legal documentation requirements correspond to the phases of the nursing 

process, and an individual care plan developed in dialogue with the resident or legal 

representatives is mandatory.14,15 The philosophy of Dutch LTIC is on person-centered care 

(PCC).16 PCC is a holistic approach to care delivery, and ‘knowing the person’ is important 

when meeting residents’ care needs.17,18 PCC endorses negotiation and emphasizes the 

residents’ choice with respect to the care delivery.18,19

Numerous studies have examined the quality of nursing documentation describing 

the presence, content, and internal relationships of the phases of the nursing process. 

However, there is a lack of studies on the quality of nursing documentation in LTIC.9 

Furthermore, information regarding the development, piloting, and psychometric properties 

of applied assessment instruments is often inadequate9,20 which complicates comparing 

study results. Earlier studies in LTIC illustrated insufficiencies in content and concordance 

between different phases of the nursing process.21 A limited number of current studies 
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into the quality of nursing documentation in LTIC concerned specific topics such as person-

centered care22 and delirium.23 Though not all phases of the nursing process were described, 

deficiencies were found regarding the assessment, interventions,22 and progress notes.23 

Only 1 study reported about all phases of the nursing process,24 however, the examination 

of care plans by 1 assessor in this study may have been a limitation. 

Actual insight into the quality of nursing documentation is important from a resident, 

policy, and health management perspective especially considering the transformation of 

LTIC in high acuity settings. To support this, the purpose of this study was to examine the 

accuracy of nursing documentation in long-term institutional care.

METHODS

STUDY DESIGN, SETTING, AND SAMPLE

This multi-center explorative study used a retrospective cross-sectional design to determine 

the accuracy of nursing documentation. Data were collected using nursing notes in resident 

care plans from the previous 6 months.

Dutch LTIC is non-profit and primarily funded from public sources.25 LTIC facilities 

comprise residential care homes, nursing homes, and care centers which consist of 

residential care and nursing home units.26 In somatic units, residents receive intensive skilled 

nursing services, rehabilitation, and recreational therapy primarily due to physical chronic 

diseases. In psycho-geriatric units, residents receive intensive dementia care. Residents 

in residential care units receive personal care, some support with their activities of daily 

living, and medication supply.27 The average length of stay in residential care is 3.7 years and 

in nursing homes 2.8 years.28 This has recently decreased to approximately 1 year due to 

government policies that promote home-based care if less care is required.29

There are no national standards for the amount and level of nursing staff in Dutch 

LTIC. Temporary minimum nursing staff standards describe the presence of at least 1 staff 

member who is qualified for the necessary care tasks. One registered nurse is required and 

must be available on site within 30 minutes if needed.16 Nursing assistants (CNA) comprise 

approximately 70% of nursing staff3,30 and, on average, work per 30 residents/day 23 hours in 

residential care units, 38 hours in somatic units, and 39 hours in psycho-geriatric units.31 For 

registered nurses, this is 9 hours in somatic units and 5 in psycho-geriatric units. Registered 

nurses do not work in residential care units.31

Purposive sampling was utilized at the facility and unit levels to support generalizability. 

Six chains including a variety of long-term care facilities in the north of the Netherlands 
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were invited to participate of which 3 consented. Of the participating chains, 5 facilities were 

selected: 1 nursing home (133 beds), 2 care centers (62 and 96 beds), and 2 residential care 

homes (60 and 52 beds). Four residential care units (housing 193 residents), 3 somatic units 

(43 residents), and 6 psycho-geriatric care units (100) participated that house, in total, 336 

residents.

Care plans were examined if residents had been admitted for at least 6 weeks in the 

facility. On admission, information was collected about residents’ lives and their physical, 

mental, and social needs which was input for an initial care plan. Information was continuously 

collected during the actual care delivery. Based on this, the care plan was refined within 6 

weeks which is the mandatory time for approval of a resident care plan.14,15

Measurement instrument

A literature search for measurement instruments that examine the accuracy of nursing 

documentation based on the phases of the nursing process resulted in 3 potential 

instruments: the Cat-ch-Ing,32 the Quality of Diagnoses, Interventions and Outcomes (Q-DIO) 

instrument,33 and the D-Catch.34 All of the instruments showed good validity and reliability 

in the hospital setting. No instruments were found related to LTIC. Because the Cat-ch-Ing 

was modified in the D-Catch, and the latter meets legal Dutch guidelines, it was decided to 

employ the D-Catch.

The D-Catch quantifies the accuracy of the record structure, nursing diagnosis, nursing 

interventions, progress and outcome evaluations, and the legibility (Table 1).34 Except for the 

record structure and legibility, it assesses the accuracy of items with quantity and quality 

criteria. Quantity criteria examine if the components of the documentation are present. For 

example, is a problem label, etiology or related factors, and signs and symptoms described 

in the nursing diagnosis (Table 1). Quality criteria examine the description with respect to 

relevance, ambiguity, and linguistic correctness. Both criteria assess the content and the 

appropriateness of the documentation in relationship to the phases of the nursing process 

(Table 1). The criteria are scored on a 4-point Likert scale. Quantity criteria can be scored as: 

complete = 4 points; partially complete = 3 points; incomplete = 2 points; and none = 1 point. 

Quality criteria can be scored as: very good = 4 points; good = 3 points; moderate = 2 points; 

and poor = 1 point.34
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Table 1. D-Catch items and explanation

Item Explanation

1.  Care plan structure An individual care plan is present that allows archiving of: 
1) personal details of the resident; 2) assessment form and 
admission data, 3) inventory of nursing diagnosis (care prob-
lems/care needs); 4) nursing interventions inventory; 5) daily 
progress report and outcome evaluations 
inventory.

2a. Admission report quantity criterion The admission report describes the personal details of the 
resident, reason for admission, and the health condition of 
the resident. 

2b. Admission report quality criterion The admission report contains the medical diagnosis and 
reason for admission with relevant aspects of recorded 
nursing diagnoses. The notes are clear, linguistically 
correct, and contain all relevant information needed to 
admit the resident.

3a. Diagnosis report quantity criterion There is a description of the care problem (nursing diagno-
sis label) with the etiology (a cause), signs and symptoms 
are listed, and the problem implies the possibility of an 
intervention.

3b. Diagnosis report quality criterion The diagnosis is supported by one or more relevant notes 
from the concerned report. These notes are not contradict-
ed by other notes in the same care plan. The diagnosis rais-
es no other diagnostic questions and is linguistically correct.

4a. Intervention report quantity criterion Each nursing intervention in terms of nursing actions is 
linked to or can be directly related to a diagnosis. These in-
terventions are described in terms of the aim for which they 
are used and are logical results of the diagnosis.

4b. Intervention report quality criterion Interventions are clearly formulated, linguistically correct, 
concise, and contain relevant information needed to act. 
The intervention date is mentioned.

5a. Progress and outcome report quality
      criterion

The progress reports are fully available and updated daily. 
They are related to nursing diagnoses and outcomes. Inter-
ventions are described in terms of the health situation of 
the resident and are logical results of the diagnosis and the 
intervention.

5b. Progress and outcome report quality
      criterion

The progress reports are clearly, unambiguously, and 
linguistically correct, and describe and contain all relevant 
information to understand the residents’ health condition. 
The evaluation date is stated.

6.  Legibility The text is written legibly or clearly typed.
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The construct validity of the D-Catch distinguished 2 constructs, specifically, the 

chronologically descriptive accuracy and diagnostic accuracy construct.34,35 Internal 

consistency reliability of the D-Catch varied from a Cronbach’s alpha of .7234 to .77.35 Inter-

rater reliability, measured with a Cohen’s kappa (K) (weighted)34 and intraclass correlation 

coefficient (ICC),35 ranged from Kw = .74 to .90 and ICC = .85 to 1.00, respectively.

Prior to the current study, the face validity of the D-Catch in LTIC was examined by 

a registered nurse of each participating facility (5). Subsequently, pilot testing was done to 

examine the feasibility of the D-Catch and the methods to be used in the current study. Two 

fourth-year bachelor nursing students with working experience in LTIC completed a training 

and examined 12 care plans of 3 participating facilities. Minor adaptations were made such 

as changing words like patient into resident and adding the different types of LTIC facilities 

and units. The Cronbach’s alpha was .80.

DATA COLLECTION

Data were collected from November 2011 to February 2012. Assessors included bachelor 

nursing students in their final year who had completed at least one internship in long-

term care. Prior to the study, they completed a 20-hour training in which the examination 

procedure with the D-Catch was practiced using 4 care plans. Assessors independently 

examined each care plan and scored the items on the D-Catch instrument. The individual 

scores were subsequently discussed until consensus on the final accuracy score was 

reached. During the data collection period, care plans were examined by 5 paired assessors. 

Nursing staff provided access to residents’ care plans which were examined up to the date of 

the last care evaluation. Dutch legislation requires that outcomes of care are evaluated with 

the resident at least twice a year15 whereby the care plan is either continued or adjusted to 

the residents’ current health status.

ETHICAL CONSIDERATIONS

Retrospective record research is not subject to mandatory approval by an ethics committee 

in the Netherlands.36,37 The research protocol followed the guidelines of Good Clinical 

Practice38 derived from the Declaration of Helsinki39 which require written informed consent. 

Residents of included units received written and verbal information about the study’s aim 

and content. Care plans were included if the residents or their legal representatives signed 

a written consent.
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DATA ANALYSIS

Data were analyzed using SPSS Statistics version 22. A Spearmans’ rank test (rs) was used to 

calculate the correlation between quantity and quality scores per item in order to determine 

whether the 2 scores could be summed to 1 accuracy score per item.34 A value between 1.0 

and -.5 or .5 and 1.0 was considered a strong association40 that would justify summing.

Based on measurement and distribution levels, descriptive statistics were applied 

to describe sample characteristics and the accuracy of nursing documentation per D-Catch 

item. An overall accuracy score for the constructs of the D-Catch was determined by 

summing the scores assigned to quantitative and qualitative items for the chronologically 

descriptive construct (items 1, 2, 4, 5, and 6)  and the diagnostic construct (item 3).35 To enable 

comparability between the 2 scores, construct scores were standardized on a 100-point 

scale.34 Higher construct scores per care plan mean higher nursing documentation accuracy.

Cronbach’s alpha (α) was calculated to evaluate the D-Catch’s internal consistency 

reliability. A Chi-square test was used to examine the association between nursing 

documentation and unit type. The statistical significance was set at P < .05. Inter-rater 

reliability was computed by Cohen’s Weighted Kappa (Kw) for the 5 assessor pairs separately 

and per D-Catch item. A value of 0– .20 was considered as slight agreement; .21– .40 as fair; 

.41– .60 as moderate; .61– .80 as substantial; and .81– 1 as an almost perfect agreement.41 

Confidence intervals (CI 95%) were calculated.

RESULTS

Out of the 336 residents, 213 (63%) consented for the examination of their care plan. A total 

of 197 (93%) care plans were assessed due to a time limitation. The majority of them were 

from residents living in residential care units (64%) (Table 2). Care plans were in a hard copy 

or electronic form; those that were electronic were a digital version of the original paper 

based plan.

Table 2. Number of examined care plans and diagnoses per unit

RC1 RC2 CC1 CC2 NH Care plans Diagnoses Median (IQR)

Somatic unit - - 8 6 11 25 275 9 (13)

Psycho-geriatric unit - - 19 4 24 47 540 10 (8)

Residential care unit 32 19 36 38 - 125 977 6 (6)

Total care plans 32 19 63 48 35 197 - -

Total diagnoses 289 316 356 256 575 - 1792 7 (9)

RC = residential care facility, CC = care center, NH = nursing home, IQR = interquartile range.
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The number of diagnoses ranged from 1 care plan with no diagnosis to 5 care plans 

with 25 diagnoses. The median number of diagnoses per plan was 7 (IQR 9). The number of 

diagnoses in residential care units (median 6, IQR 6) was less than in somatic (median 9, IQR 

13) and psycho-geriatric units (median 10, IQR 8) (Table 2).

Except for the admission report, rs(197) = .54, P < .001, 95% CI [.43, .63], the correlation 

between quantity and quality scores was weak to moderate. For the diagnosis report, it was 

rs(196) = .13, P = .06, 95% CI [-.01, .27]; for the progress and outcome report, rs(197) = .16, P = 

.02, 95% CI [.02, .30]; and, for the interventions report rs(197) = .45, P < .001, 95% CI [.34, .56].

The internal consistency reliability of the D-Catch was α = .61. Inter-rater reliability 

was substantial to almost perfect for the items of the care plan structure (Kw .88, 95% CI [.80, 

.96]); admission report (quantity criterion Kw .72, 95% CI [.61, .83]; quality criterion Kw .73, 95% 

CI [.64, .82]); diagnosis report (quantity criterion Kw .74, 95% CI [.71, .77]; quality criterion Kw 

.68, 95% CI [.64, .71]); intervention report (quantity criterion Kw .72, 95% CI [.63, .81]; quality 

criterion Kw .70, 95% CI [.61, .79]); and progress and outcome report (quantity criterion Kw .76, 

95% CI [.68, .85]). A fair agreement was found for the quality criterion of the progress and 

outcome report (Kw .33, 95% CI [.18, .48]) and the legibility (Kw .35, 95% CI [.20, .50]).

ACCURACY OF NURSING DOCUMENTATION

Of the total number of care plans, 52.8% were structured accordingly to all phases of 

the nursing process. An inventory of the nursing diagnoses lacked in 47.2% (Table 3). All 

admission reports encompassed the personal details of the resident. Information about the 

reason of admission (medical diagnosis) or health condition of the resident was partially 

present in 37.6% of the reports (score 3, quantity criterion). In terms of residents’ reported 

care needs that would logically lead to the stated nursing diagnoses, the admission reports 

were not relevant and moderately described in 49.7% (score 2, quality criterion) and not 

described at all in 4.6% (score 1, quality criterion) (Table 3).

Information concerning the etiology or signs and symptoms lacked in 49.6% of 

the nursing diagnoses reports (score 2, quantity criterion). In 9%, no diagnosis statement 

was made (score 1, quantity criterion). The relevance of the stated nursing diagnoses was 

supported in 41.8% with progress and outcome reports, and their description was linguistically 

correct (score 4, quality criterion). Of 15.9% of the diagnoses reports, the nursing diagnosis 

statement is unclear (score 2, quality criterion). In 13.4%, a nursing diagnoses statement was 

described but not supported by any progress or outcome report (score 1, quality criterion) 

(Table 3).

Interventions were entirely related to nursing diagnoses in 11.2% (score 4, quantity 

criterion) of the intervention reports and partially in 45.2% (score 3, quantity criterion). 
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For 43.7%, their purpose was unclear (score 2, quantity criterion). Furthermore, relevant 

information that was required in order to act was inadequate in 44.7% of the intervention 

reports and completely lacking in 5.1% (score 1, quality criterion) (Table 3).

Concerning the progress and outcome reports, 63.5% were not related to the stated 

nursing diagnoses and interventions and lacked for several days in a week (score 2, quantity 

criterion). The progress and outcome reports were clearly written, information to understand 

the residents’ current health status was available, and evaluation dates were specified in 

19.8% (score 4, quality criterion). In 68.5% of the reports, the language was incorrect and 

created ambiguities and, some of the evaluation dates lacked (score 3, quality criterion) 

(Table 3).

Table 3. Accuracy of nursing documentation per D-Catch item

Items Accuracy scores in 
percentages N

   1    2   3   4

Care plan structure - - 47.2 52.8 197

Admission documentation quantity criterion -   1.0 37.6 61.4 197

Admission documentation quality criterion   4.6 49.7 16.8 28.9 197

Diagnosis documentation quantity criterion   9.0 49.6 27.5 13.8 196

Diagnosis documentation quality criterion 13.4 15.9 28.9 41.8 196

Intervention documentation quantity criterion - 43.7 45.2 11.2 197

Intervention documentation quality criterion    5.1 44.7 39.1 11.2 197

Progress and outcome documentation quantity 
criterion

- 63.5 32.0   4.6 197

Progress and outcome documentation quality criterion - 11.7 68.5 19.8 197

Legibility -   1.0 39.1 59.9 197

N = number of care plans assessed. 
Scale scores quantity/quality: 1 = none/poor, 2 = incomplete/moderate, 3 = partially complete/good,  
4 = complete/very good.

The mean score for the chronological descriptive construct was 67.3 (SD 10.2) and for the 

diagnostic construct 54.3 (SD 22.2). There was a significant association between unit type 

and the accuracy of the quality criterion of the admission report (X2 (2, 197) = 10.2, P = .006); 

the quality criterion of the diagnosis report (X2 (2, 196) = 16.5, P < .001); and of the quantity 

criterion of the progress and outcome reports (X2 (2, 197) = 59.5, P < .001) (Table 4). For 

these items, higher accuracy scores were determined in somatic and psycho-geriatric units 

compared to residential care units (Table 4).
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Table 4. Percentages of the accuracy of nursing documentation and associations per unit type (N = 197)

Units Psycho-
geriatric

Somatic Residential 
care

Xa P

Item accuracy scores 1 2 1 2 1 2

Care plan structure   - 100   - 100    - 100   -    -

Admission documentation 
quantity criterion

  2.1   97.9    - 100   0.8   99.2   0.89   .640

Admission documentation 
quality criterion

34.0   66.0 60.0  40.0 60.8   39.2 10.23*   .006

Diagnosis documentation 
quantity criterion  
(N = 196)

59.6   40.4 68.0  32.0 64.5   35.5   0.58   .748

Diagnosis documentation 
quality criterion  
(N = 196)

10.6   89.4 32.0  68.0 43.6   56.5 16.47* <.001

Intervention documentation 
quantity criterion

44.7   55.3 44.0  56.0 43.2   56.8   0.03   .984

Intervention documentation 
quality criterion

44.7   55.3 48.0  52.0 52.0   48.0   0.77   .682

Progress and outcome 
documentation quantity criterion

23.4   76.6 40.0  60.0 83.2   16.8 59.45* <.001

Progress and outcome 
documentation quality criterion

   8.5   91.5   8  92.0 13.6    86.4   1.23   .540

Legibility    2.1   97.9   4.1  96.0 -  100   4.08   .130

Scale scores quantity/quality: 1 = incomplete/poor, 2 = complete/good.  
a Association between item accuracy scores and unit type P < .05.

DISCUSSION

This study showed deficiencies in the accuracy of content and coherence of nursing 

documentation in LTIC. Inadequacies were especially determined in the nursing diagnoses 

as well as the progress and outcome reports.

Although admission reports included residents’ personal information and medical 

diagnoses, residents’ care needs whereby a problem statement or nursing diagnosis would 

logically follow were often not described. This result appears to be congruent with a study of 

Broderick et al.22 who found that assessment records were incomplete which made person-

centered care problematic. In addition, an inventory of nursing diagnoses were lacking in 

almost half of the care plans. This may indicate that nursing diagnoses are not the basis for 

care delivery which is corroborated by the lower accuracy score on the diagnostic construct 
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(M = 54, SD 22) compared to the chronological descriptive construct (M = 67, SD 10). When 

nursing diagnoses were indicated, a description of the etiology and/or signs and symptoms 

of residents’ problems were frequently missing. Not addressing the etiology of a care 

problem may lead to the selection of ineffective interventions and place residents at risk for 

adverse outcomes.24 In addition, missing or misinterpreting relevant signs and symptoms 

for a particular resident contributes to errors in nursing care and may signify inappropriate 

judgment of the nurse.42

Numerous determinants are known to influence the prevalence and accuracy of 

nursing documentation such as the organizational context (eg, time, workload, number, and 

type of nursing staff), the complexity of care, and nursing staff’s educational background and 

competencies.43,44 In LTIC, CNAs provide most of the daily care and administer documentation 

about changes in residents’ health and behavior.3,45 A lower level registered nurse (without 

a baccalaureate degree) is often deployed over multiple units and involved in Dutch LTIC 

for 5 to 9 hours per day.31 A study of Sund-Levander et al.45 determined that NAs in LTIC 

had problems valuing resident information gathered by assessment and evaluation and, 

consequently, passed this information on to a registered nurse to decide about nursing 

diagnoses and interventions. However, a study of Fossum et al.46 indicated that registered 

nurses that are employed in nursing homes did not demonstrate any diagnostic reasoning, 

and considerable variation was discovered in their assessments and choice of interventions.

In addition to educational background and competencies, insufficient amounts of 

time and inadequate staffing may be explanations for inaccuracies in nursing documentation 

in LTIC. Ausserhofer et al.47 showed that one nursing activity most often left undone was 

‘planning and documenting care’ when resources such as time are limited. A study of 

Fossum et al.46 found that, due to understaffing, limited time was spent on data collection 

at admission, evaluation, and the problem definition. In Dutch LTIC, significantly more 

nursing staff is deployed in somatic and psycho-geriatric units.31 Residents with higher 

acuity levels reside in these units, and significantly more time is spent on indirect care (eg, 

documentation).48 This may explain why the present study found significantly higher accuracy 

scores in somatic and psycho-geriatric units than in residential care regarding the coherence 

between care needs and nursing diagnoses as well as the timeliness of progress notes. Since 

accurate documentation facilitates person-centered care22 and contributes to the continuity 

of care, safety, and well-being of residents,1 this could plead for more resources, especially 

considering the increase in the amount and complexity of care in LTIC. An additional 

explanation for inaccuracies in nursing documentation may be the preference of nursing 

staff to orally exchange residents’ information. CNAs consider oral communication to be 

more effective than written information in resident care plans partly because documentation 

systems are not considered as supporting their needs.49
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Similar to Wang et al.,24 the current study found limited information about the 

documentation of achieved nursing outcomes. Progress and outcome reports generally 

described residents’ current health status but were largely unrelated to the stated nursing 

diagnoses, and progress notes were not completed for several days within a week. This is of 

concern because outcomes refer to the effect of care measured by a change in the residents’ 

health status as a response to interventions that are a direct result from diagnoses.50 In the 

present study, the purpose of a substantial number of planned interventions was ambiguous, 

and there was insufficient relevant information to act upon. Because the majority of nursing 

staff in LTIC work part-time3 and staff turnover is high, the continuity of care may be hindered 

and adversely affect nursing outcomes.51

A limitation of this study may be the internal consistency reliability of the D-Catch (α 

= .61). Studies performed in hospitals showed higher Cronbach’s alpha’s (.72 and .77).34,35 

This may be explained by the percentage of individuals receiving residential care in this 

study (64%). They require less care which does not correspond with patients in hospitals 

or residents in somatic and psycho-geriatric units. Furthermore, nursing documentation in 

LTIC was found to be extensive due to residents’ length of stay which may have complicated 

the examination. Paans et al.34 found that the length of and redundancies in Dutch hospitals’ 

patient records affected the inter-rater reliability. In the current study, the inter-rater 

reliability was substantial to almost perfect for 8 out of 10 accuracy items. Assessors with 

a nursing background were recruited and trained in the use of the D-Catch to examine the 

accuracy of the care plans. We believe that this contributed to the reliability of the D-Catch 

in LTIC. Because the complexity of care in LTIC increases and the elderly who require less 

care will receive home-based care, we consider the D-Catch as an appropriate measurement 

instrument for examining the accuracy of nursing documentation in LTIC.

This study focused on the accuracy of nursing documentation and did not take into 

account the actual care that was delivered. We suggest that direct observations may have 

added more knowledge about the accuracy of nursing documentation. For example, a study 

of De Marinis52 found that the consistency between activities performed by nurses and their 

documentation is only 40% (nurses do much more). In addition, the current explorative study 

did not take into account the covariance of the educational background of nursing staff, 

working experience, workload, or staff turnover when examining nursing documentation. 

However, it was believed that comprehensive knowledge was obtained of the actual accuracy 

of nursing documentation in LTIC by examining care plans in multiple facilities and units. By 

using a measurement instrument based on the internationally acknowledged phases of the 

nursing process, the possibility of generalizing results to other LTIC settings has increased. 

We further believe that the results of our study may be helpful for determining the content 

and structure of future electronic care plans in the electronic medical record, so as to 

facilitate the accuracy of nurses’ reports.
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CONCLUSION AND IMPLICATIONS 

The current study found inaccuracies in the content and coherence of nursing documentation 

in long-term institutional care. This may complicate communication between health 

professionals, data extraction by managers for quality and reimbursement purposes, and 

also jeopardize residents’ safety and well-being. Taking into account the increasing acuity 

levels of residents, managers should reconsider whether the available nursing staff and 

resources are sufficient to provide for accurate nursing documentation. Investments in 

resources (eg, time, structured (electronic) care plans) may be required to facilitate accurate 

documentation. Furthermore, the reasoning skills of nursing staff should be investigated and 

trained, tailored to their educational background and scope of practice, to ensure that they 

competently perform their care-planning job responsibilities. Implementation of professional 

standards in accordance with legal requirements and regular audits may further enhance 

the quality of nursing documentation.
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