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Role of standardized nursing records
in the evaluation of nursing care intensity
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1. Introduction

With the amendment to medical fees in 2008, patient evaluation tables (table 1) based on
the Nursing Care Intensity Evaluation (referred later as NCIE) became a requirement in the
notification of basic hospitalization fees in facilities with one nurse for seven patients on aver-
age (later referred to as 7:1 hospitals). Then, in 2010, NCIE also became compulsory to notify
extra fees in facilities with one nurse for ten patients (later referred to as 10:1 hospitals).
Thus, NCIE can be considered as the main index to evaluate nursing care in acute care facili-
ties. Moreover, it is expected that the new amendment of medical fees scheduled for this year
(2012) will increase even more the importance of the NCIE.

The fact that the NCIE has been used to set prices for medical services ('medical fees")
over the past few years is an indication that it has become an appropriate tool for the basic

charge system and for guaranteeing uniform medical fees throughout Japan.
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It goes without saying that because medical fees are set uniformly across Japan, evalua-
tion based on nursing care intensity should use nationally standardized values. Three condi-
tions are required to achieve this goal: (1) clarifying the definition of items assessed through
the NCIE; (2) Providing training to evaluators who can perform their duties while complying
strictly with these definitions; and (3) keeping nursing records sufficiently accurate to deter-
mine if the evaluation was appropriate or not.

The first definition of the Nursing Care Intensity Items (later referred to as NCII) can be
found in the text "Introduction to Nursing Care Intensity Evaluation," published in 2003". In
2006, this definition was revised in a second edition to more closely reflect frontline clinical
conditions”. In 2008, because nursing care intensity became a requirement for the notification
of medical fees, a third edition of the text was published? with a clearer explanation of appre-
clation standards regarding assessments. Finally, the fourth edition added a few minor
changes and completed the definition”’. However, the standardization of this definition only oc-
curred in 2012.

Regarding the training of nursing care intensity evaluators, the number of persons who
had underwent this training already exceeded 40,000 by the end of December 2011, which
means that a suitable number of evaluators had been secured. The actual conditions surround-
ing evaluators' training and the methods for in-hospital training have also already been an-
nounced.

Even though i1t 1s crucial to standardize the NCIE, some issues regarding nursing records
still remain. The data used in this paper will include the results of nurses' work volume sur-
veys to suggest new approaches for keeping nursing records.

The nursing records mentioned in this paper are referring to nursing records in general,
and not specifically to records used for the NCIE because a standardization of the NCIE also

implies reviewing the current state and issues of nursing records in general.

2. Nursing records as the core of the NCIE

For a 7:1 hospital to obtain basic hospitalization fees, it 1s essential that the person con-
ducting the evaluation have had some training in hospitals. Furthermore, hospitals have been
notified that it would also be preferable that the instructor for this in-hospital training have
completed a specific training conducted by the national government, a medical organization
(with a certificate of completion issued), or else to have undergone training conducted by
someone who 1s highly skilled in evaluating.

This can be justified by the fact that, in order to conduct NCIE with national standards,
1t was necessary to increase the quality of the evaluators assessing all the 41 assessment items
shown in table 1. Another condition to guarantee the appropriateness and reliability of the re-
sults from the NCIE was to keep nursing records that could be use as evidences for the
evaluation.

In other words, nursing care intensity evaluations should be conducted based on a nurse's

observation of the patient, in accordance with specified standards. It must also be possible to
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Table 1: List of Nursing Care Intensity Items (NCII) assessed in four different settings (defined

mainly by the patient’s type and level of care needs)
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determine if the assessment was correct or not by looking at the nursing records. The guide-
lines for the assessment of NCIE state that: "The inclusion of records is a required condition
in the evaluation of each item checked"®’; that is, records are now essential to support the
NCIE.

The records required for the NCIE refer to the following: nursing records indicating the
condition of a patient on the day considered and indicating the type of nursing care provided
by the nurse in response to that condition. Furthermore, the records must enable a judgment

of whether the evaluation of the item was made correctly, in keeping with the third
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requirement of the nursing standards outlined above.

Even though it is crucial, record on both the patient's condition and the care provided to
the patient are not always kept in the front lines of clinical nursing. Furthermore, these re-
cords must appear acceptable when read by a third party; that is, given the condition of the
patient in question, that it would be natural and appropriate for the recorded nursing care to
have been provided.

In evaluations of nursing care intensity, there is a rule stipulating that even though the
patient's condition is serious and even though the nurse clearly stated that he or she provided
the specified type of care, the patient's condition shall be evaluated as "least serious" if there
is no record of it. Similarly, there is a rule stipulating that if there is no record of a type of
care provided by the nurse, the assumption will be that no care was provided. For this reason,
if no record exists, the evaluator cannot evaluate the care provided even if there is in fact a
patient in serious condition, and even if nursing care was provided.

However, if this rule is followed, then NCII can be evaluated accurately even if the patient
was hospitalized one year ago and regardless of whether the patient has already been dis-
charged. On the other hand, if these records do not exist, then the assumption will be that the
patient's condition was mild, and that absolutely no care was provided.

For this reason, as long as the records exist, it should be possible to evaluate whether or
not the nursing care intensity of the patient was evaluated accurately, and if an audit is im-
plemented in relation to medical fees, it 1s easy to verify whether or not that evaluation was

appropriate.

3. Current state and issues regarding nursing records

1) Records of medical treatment and daily care

A number of issues have been pointed out in the past regarding nursing records, including
specific recording methods and problems with recorded content® *’, as well as the absence of
systems related to these records”. It is expected, however, that the standardization of nursing
records will be promoted because records of nursing care are used for the NCIE and thus, they
are now compulsory in order to obtain medical fees.

Nursing records basically comprise three types of information: Basic (personal) informa-
tion; a nursing plan (recovery plan); and "records of events." The Basic (personal) information
refers to the record of attributes and other unique information of a patient requiring nursing
care. Basic (personal) information is not recorded every day but only on the first day of hos-
pitalization. The next type of information, the nursing plan (recovery plan), i1s a record of the
unique care plan established to resolve the problems faced by a patient requiring nursing care.
Recently, many hospitals keep a standard nursing plan in an electronic format, and then add
individual adjustments based on a general outline of (intended) day-to-day nursing care.
However, this plan is nothing more than a preliminary plan that may or may not be put in
practice. Thus, it is necessary to record whether or not the care included in this plan was ac-

tually provided.
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However, not only few hospitals keep this type of record but the format of these prelimi-
nary plans also differs drastically from one hospital to another. Up to now, there have been
no attempts to achieve any standardization.

The "records of events" refers to a record of the progression of problems faced by a pa-
tient requiring nursing care, as well as the medical treatments and care actually provided. It
refers to a combination of documents, including event forms for written content, along with
body temperature tables, focus charting, and flow sheets. Here as well, the content differs sub-
stantially from one hospital to another, not only regarding the format but also in terms of
volume of information. Here also, no attempt was made to standardize the process.

Up to now, there have been studies in which nursing records were gathered from many
hospitals” ™ but most of these studies only made descriptions of nursing care practices over
time. In "Policies regarding the handing of nursing records and treatment information"”, the
Japanese Nursing Association states that the purpose and significance of nursing records is to
describe "the types of nursing care services that the nurse provides, the reason behind this
provision, and the changes in the patient's condition that result from that care." There have
been almost no attempts, however, to clearly describe this causal relationship™.

There are notably few records of the actual care provided during daily care. The impor-
tance of recording the patient's condition to be able to answer questions such as "Why was it
necessary or not necessary to provide this care?" is not sufficiently promoted. For example,
the following concern is frequently discussed during study meetings: "It was obvious, so I did-
n't record it, but I wonder if T should have".

On the other hand, descriptions regarding assistance in treatment (instructions received,
etc.) including event forms, body temperature tables, etc., are almost completely absent from
records in the case of recovery care.

Normally, care in recovery is a function unique to nursing care and is provided in line
with nursing care policies and plans. Even though such care activities should be recorded sys-
tematically in accordance with the nursing care process, these types of records are in fact

uncommon'”.

2) Reasons why nursing records are not always kept

There are numerous reasons that could explain why there are almost no records of the
nursing care provided and on the patients' conditions. Even when records exist, the informa-
tion may not have been fully noted or the instructions about recording may have been too
vague.

Nurses start providing nursing care after obtaining a license from the Ministry of Health
and Welfare. For this reason, nurses must take responsibility for their actions, and normally,
they must leave a record as a proof that they have carried out their responsibilities. For ex-
ample, in the case of physicians, this requirement is stipulated in the Medical Practitioners
Law, and in the case of dental hygienists, in the Dental Hygienists Law. However, with the
exception of obstetric nurses, there is no law stipulating this requirement for nurses.

In other words, there is no stipulation in the Act on Public Health Nurses regarding the
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way nursing care records should be kept or specifing the content of those records. The absence
of common regulations or stipulations about the submission of nursing care records has led
to a situation in which records are not always kept. Moreover, even when they are, the format
differs from one medical facility to another. This situation has become a hindrance to the
management of nursing care records.

However, there is one instance of specific regulations regarding the content of nursing
care records: the nursing care records related to basic hospitalization fees. Here, we find a
paragraph entitled "Provision of nursing care" with the subparagraph (1) Nursing Care
Operations, (b) Implementation of Nursing Care which describe the need to take into consid-
eration the following seven detailed items nursing care records: @ Observations of the pa-
tient's condition; @ Report of symptoms; @ Care during recovery, including bathing, meals,
and toileting; @ Assistance in medical treatments; & Assistance and direct action in specific
medical treatments (administering medications, injections, changing bandages, etc.); ®
Measuring body temperature or blood pressure, taking and measuring samples, assisting in
tests; and @ Providing guidance to patients and family members with regard to recovery.
This paragraph is based on article 5 of the Act on Public Health Nurses and includes the fol-
lowing description: "A nursing care plan shall be created based on medical treatment policies
and taking into consideration the patient's physical, mental, and social situation. Appropriate
nursing care shall be provided in keeping with the status of the patient's illness".

Furthermore, the patient's personal records, as indicated below, must be properly recorded
in the nursing care records. According to the Ministry of Health, Labor and Welfare in 1998,
"Records related to nursing care shall be divided into two main categories: nursing records for
individual patients and records related to nursing care management. Nursing care, treatments,
observations, etc., for individual patients shall be included as part of the medical history in
the records for individual patients, and shall be stored appropriately."

An important perspective when examining nursing care records from a legal angle 1s the "re-
lationship of rights and obligations." The facts regarding casual relationships ("Who did, or
did not do, what, for whom, when, and what was the result?") should be indicated to support
the nursing care records, but the absence of documents sufficiently detailing these facts has

long been considered a problem in the front lines of clinical medicine'.

3) Records in the front lines of clinical medicine and related issues

As stated above, the necessity and importance of keeping accurate nursing records are not
sufficiently understood, and a major reason for this is the absence of clear stipulations on re-
quirements and formats, as could be find in birth assistance records. In a survey involving
2,449 nurses, the most common reply to "When do you write your records?" (70.4%) was "Any
time during work hours," followed by "When I am free" (62.4%) and "Outside of work hours"
(33.9%)".

These results indicate that for most nurses, nursing care records are supposedly written
during free time. However as nurses are working in very busy clinical environments their free

time 1s very limited and these records are simply not kept. Furthermore, more than one third
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(33.9%) of respondents said that they write these records outside of regular work time, making
it even clearer that nurses are unable to make these records during their regular working
hours.

There is no significant statistical difference in the amount of time spent on keeping re-
cords accounting to the ratio of nurses to patients. In general, nurses estimated that the time
spent on keeping records was around 20 min. Looking at the amount of time spent on keeping
records for each individual patient, the average time was 69.9 min. in a 24-hour period?”, so
assuming that there are three shifts, each nurse spends about 23 minutes. These results seem
to confirm that nurses spend around 20 minutes to keep record every day.

Based on the results of a survey on nursing care spend more than 40% of their total work
time to support their patient to perform activities of daily living (ADL). This is referred to as
"care In recovery,' and is related to the item B of the NCIE. This is almost twice the time
spent in assisting doctors in medical treatments™.

Most of the records contain A items (Table 1) but little information is recorded on B
items. Some nurses even voice the opinion that no records of B Items (referring to assistance
in activities of daily living) are made because nursing care is not suppose to include this type
of care. The problem here, however, 1s that this care given during recovery would not appear
on any record, even though it accounts for about half of the nurses' total working time.

The fact that nurses spend much of their time in assisting with ADL (meals, toileting,
dressing and undressing, etc.) is of course a problem and should be studied. However, but in
order to resolve this problem it is important to record the actual conditions related to the pro-

vision of this care by nurses.

4. Creating a positive environment for keeping records

(1) Standardization of records for the introduction of efficient IT systems

Is seems that nurses' inability to make time for records is not only a problem in Japan
but in other countries as well. Currently, few incentives exist for keeping records, and the
nurses themselves, as specialists, do not have a sufficient awareness of the importance of this
process. This has been pointed out as a problem®’.

However, recently there has been a rapidly growing awareness in the United States that
time spent by nurses on writing patients' records and statistics, on following up on and evalu-
ating frontline care and on time spent by supervisors and nurses on reading information re-
quired to make judgments and decisions (indirect services) is as important as the time spent
by nurses in clinical settings, for example changing IVs and providing actual care in hospital
rooms (direct services).

This is because when redeeming medical fees in United States, patient reports based on
nursing records are required, and patients often request these reports as well. These reports
also contain information that is important to the patient when selecting a hospital.

As stated above, records related to day-to-day patient evaluations and nursing care became re-

quired as evidence for the NCIE since the amendment to medical fees in 2008. However, items
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included in the NCIE do not cover all duties handled by nurses, and assess only a small seg-
ment of information regarding the patient's condition. For nurses, recording even this limited
content 1s seen as a major burden in the execution of duties.

Meanwhile, many hospitals are considering the introduction of electronic medical charts
systems and other IT systems with a view toward tie-ins with this patient related information
and records of nursing care implemented. Recently, a common misunderstanding is to consider
that the introduction of such IT systems is enough to automatically reduce the burden of
keeping records. No matter how outstanding these systems may be, the fact remains that if
there are no regards there to begin with, systematization is not an option. Even if a truly
outstanding IT system is introduced, the records are still not created automatically. It is im-
portant to notice that no personnel other than nurses themselves can gather and input the in-
formation. Systemization can only occur when there are records to be systemized, and with no
records, there can be no system.

The conversion of these records into electronic format will require a temporary increase in
workload and restrictions for nurses. This is because the new IT systems that will be used at
medical facilities will have to accommodate team care, so they need to be integrated in such

1*?, This will require

a way that any staff member can look up patients' from any termina
studies on recording formats and on the way that persons in various positions within those
medical facilities may have access to these records.

Next, the introduction and modification of IT systems used by specialists in the medical
field will require involvement from all the medical specialists sharing those systems® *’, so the
actual processes of implementation and modification will require considerable time from nurses
as well.

In addition, an efficient management of such an IT system will require the cultivation of
an organizational culture on clinical governance and the reform of both hospital organizations
and systems used as tools. Medical facilities that do not implement such reforms will be un-
able to build a useful and convenient system, and it is likely that the introduction of a system
under these circumstances would conversely result in even more time being spent on the re-

cord-keeping process.

(2) Building an organizational culture through clinical governance

In the United States, it was pointed out that the medical expenses are not only increasing
because of the growth in elderly population but also because the structure of healthcare sys-
tem make it difficult to evaluate the improvements in productivity. Moreover, in a service in-
dustry like medical care, 1t 1s difficult to increase work efficiency and thus, it is difficult to
secure labor forces through another means than just increasing salaries. This inevitably leads
to greater pressure to increase both wages and service fees. For this reason, it is essential to
conduct new studies regarding the type of governance that will be required in hospitals in
order to constantly maintain high-quality labor forces to provide these services.

Since 1998, clinical governance is mainly defined in England as: "a system through which

NHS organizations are accountable for continuously improving the quality of their services
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and safeguarding high standards of care by creating an environment in which excellence in

"26)

clinical care will flourish"®. This generally encompass various fields such as: "education, clini-

cal audit, clinical effectiveness, risk management, research and development and openness."””

Clinical governance refers to a structure that contributes to the provision of care based on
the combined capabilities of the organization, including staff from various medical facilities.
This governance strives to maintain the abilities of people and organizations to effectively cre-
ate the changes needed to achieve a high level of quality in care provided. It is thus essential
to conduct new studies regarding the types of governance that will be required in hospital
management in order to constantly maintain high-quality labor forces to provide these special-
ized services.

The primary goal of clinical governance 1s to ensure that appropriate care is provided to
the patient according to a previously determined care plan. In the UK **? and Australia®,
studies are conducted to determine how care can be provided appropriately and identify ac-
countability as the most important factor to achieve this goal. As an effort to provide this ac-
countability to the patients, analyses are also conducted with a focus on the establishment of
steering committees and management organizations™. In those analyses, nursing care records
are used as important contributing materials.

The most effective means to continuously improve these systems has been to build systems
to check whether or not standards of care have been met. In other words, to introduce a sys-
tematic and clarified accountability, the standardization of care is a crucial step.

For this standardization, objective data should be gathered, analyzed and used as the cor-
nerstone of care provision. This presuppose the existence of an efficient system to keep nurs-
ing records; that is, a system that enables nurses to write records on patients' conditions and

on care provided on a daily basis.

5. In conclusion:

It is likely that in the future, 7:1 and 10:1 hospitals will be required to evaluate Nursing
Care Intensity on a daily basis. This means that the hospitals will need to keep nursing re-
cords on patients' conditions efficiently enough to be used as a proof that care has actually
been provided. Furthermore, in the near future, patients should have the possibility to have
access to these records, so objectivity of content will have to be guaranteed.

At hospitals, head nurses will be accountable to patients with regard to nursing care. In
many cases, head nurses will also have to bear the role of communicating patients' requests
about care content and concerns regarding treatment policies to physicians. It is clear that,
compared to doctors, nurses are socially closer to the patient because they spend a lot more
time in the hospital wards and thus have access, through observation, to more recent and
complete information about the patients. For this reason, nurses are the most qualified to un-
dertake this important task of recording information on the patients.

In the future, nursing care managers will have to ensure that nurses have the time to

keep the records within working hours and not after shifts or only when the nurses have free
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time, as it is currently the case. They will also have to provide on-the-job training to increase
the accuracy of nursing care records.

We have already entered an era in which patients can select the medical services that they
receive at medical facilities. We believe that the records on nursing care discussed in this paper
are the most easily understandable materials to support their decision regarding the types of
medical services that they are willing to pay for. There is little doubt that the awareness to-
wards the importance of these records will grow in Japan, as it has already been the case in
other countries. In this context, the standardization of records in the medical field should be

considered as a matter of high priority.
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Abstract: The medical expenses are increasing because of the growth in elderly population and also because
it is difficult to evaluate the improvements in productivity. Moreover, another structural issue of the current
system is related to the fact that the only way to secure sufficient healthcare professionals is through an in-
crease in salary. One purpose of hospital management is precisely to examine which type of governance is
the most appropriate to secure a high quality workforce. Here, the quality and number of nurses is one
major concern as they are at the core of the hospitals' manpower.

Currently, in the Japanese charge system for medical services, the only method used to calculate the
number of necessary nurses is called the Nursing Care Intensity Evaluation. This method uses data from the
nursing records regarding the medical services provided to the patient and the patient's condition. Thus, this
compulsory collection of information through nursing care records play a major role in estimating if the care
provided is appropriate to the patient's condition.

However, the format of nursing care records is still not standardized and the time 4 for nurses to keep
records 1s not always secured. This paper attempts to address this issue by debating solutions such as the
informatization of nursing records and the implementation of a clinical governance that can secure appropri-
ate care to patients.

Key Words: Nursing care, Nursing Care Intensity Evaluation, Nursing records, Clinical governance.





