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Aims: Nursing documentations describes quality of nursing care delivery. One
of the development indicators of health care is the existence of hospital
information systems (HISs). The aim of this study was evaluation of the quality
of nursing records through an electronic information system in the CCU in one
of the educational hospitals in Lorestan.

Methods: This study is a participatory action research. It was done in order to
enhance quality of nursing documentations through four phases. This study was
done on 630 recorded nursing documentations in 70 files existed in electronic
information system of the hospital by using census method in 2011. The data
gathering tools was the observational checklist of recorded nursing cares
included 127 items in functions of vital systems, general cares and patient
education. Data analysis was done by descriptive statistics.

Results: Change in vital signs, chest pain, disrhythmias, patient’s appetite,
amount of infusion and transfusion and changes position of more than 70%,
dedicated maximum frequency of the complete record. But the possible
complications, nursing interventions, patients’ responses to these interventions
after infusion and transfusion and teaching drug diets hadn’t been recorded in
any of the nursing documentations completely. Respiratory disorders (34.3%),
anxiety and restlessness (35.7%) had the lowest frequency of complete
recording, in spite of their high importance in CCU.

Conclusion: Using the HIS, in some cases, the quality of nursing
documentations is in high level, but according to the existing facilities, the
enhancement is possible. Furthermore, it is recommended to prepare ready
nursing documentations forms, place the network on the electronic portable
devices or on the patient’s bedside, remote access of health team and
accomplish applied researches.
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1. Introduction

The first and the most important factor in
improvement of the care quality is the record of
nursing care [1]. Due to the emphasize on the
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source management, cost control, effectiveness
of the patient’s care, improvement of the
quality of the nursing documentations and
nurses’ responsibility, secure care giving to the
patients is in high importance and needs to be
appropriately recorded [2]. Weak record
imperils the patient and nurse’s security [3].
Since recording all cares done for a patient is
the consequences of care and therapeutic
response, there is nothing to show all the
services given to a patient but a standard and
complete documentation [4]. From the other
hand, not recording care means not doing it [5].
Investigation, documentation and timely report
in the intensive care unit lead to timely
designing and decision making of the medical
team and decline the accession of cardiac
emergencies [6]. But in spite of the importance
of the quality of nursing documentations in
CCU, the results of various indoor [7] and
outdoor [8] studies show the weakness of the
quality of nursing documentations. So that
Hanifi and Mohammadi (2004) have reported
the quality of nursing documentations in CCU
as 17.09% in a desirable level, 3581 %
incomplete and 48% not recorded and in
nurses’ point of view, the most important cause
for the weakness of correct nursing
documentations has been mentioned not
controlling and observing and not noticing
recording procedure and nonexistence of an
appropriate documentation system in the
hospital [9] Present health care systems lead the
nursing managers’ notice to mark the
development of computer files in response to
clinical management and legal information
need [10]. According to the present massive
data, it is almost impossible to meet the needs
without using information systems [11]. In this
case, the development of nursing information
systems has been accelerated [12]. One of the
therapeutic development indicators is the
existence of hospital electronic information
systems which follows different objectives such
as supply management, retrieving, data analysis
and research convenience affairs [13]. HISs for

the first time was used in 1960. The early
systems were very simple but gradually by
increase in data mass, clinical and laboratory
data were added to them that leaded to an
increase in  system’s  efficiency and
considerable decrease in the costs. In the next
stages also decision making and clinical support
were added to these systems. Patients’
information dispersal and lack of access to their
precedents and weakness of cooperation among
therapeutic-care team, lack of awareness and
easy access to the standards (such as nursing
cares standard and consequently not using them
similarly in different shifts by nurses) are some
of the problems of health team. Nurses as one
of the most active and effective members of this
team can play their professional roles by
developing information technology and
cooperation of other systems and can help to
promote the society’s health level and solving
the mentioned problems. The universal health
organization has mentioned the universal
viewpoint policy for electronic health as the
research schema with the priority of above and
yet has published the revision and survey
reports on the representation of electronic
health place [14]. One of the criteria of the
evaluation of every country's health system
from WHO's point of view is the use of
information technology in health area.

This technology comprises various phases of
health and therapy (care quality, cost output,
ease of access and care economy) [15]. The
early study done by this research group showed
that though HIS charged as the electronic health
substructure, nurses as one of the ultimate users
account this system appropriate for the financial
division but mentioned its using in nursing care
very limited and only in partial record, instead
of the last notebooks.

Inadequacy of information technology projects
in health care is also prevalent [16]. More
profound reasons for these inadequacies are the
subjects of the research [17, 18]. But some of
the main factors have been recognized, such as
inappropriate perception of users’ need which is
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the most attractive [16]. From the other hand,
the universal viewpoint is that better care
giving is possible by activating technology [14]
and recently more pressure on clinical
specialists and health care organizations to use
electronic health files is one of the messages
and strategies of developed countries [19, 20].
Iran is one of the countries which launched to
use technology and has presented suggestions
on video conference, diagnostic, therapeutic,
remote surgery and remote caring methods
[14]. One of the compasses of national
guidelines  in  developing  information
technology in the country is health and nursing
care is the key element of health.

Also nurses use these systems to advance the
clinical and management goals [10]. These
systems help the nurses in organizing the
information, improving things, and data
management [21, 22].

Various studies present different approaches to
enhance the quality of care documentations
which were partially practical on continuing
education for nurses [4] colleague evaluation
[23] and performing leading programs [24]
and... . But the organizations played no role in
its use and performance. Now the problem is
that according to the present facilities and
situations and improvement of science and
technology how can improve the quality of
nursing care and documenting and create a
permanent change in care system of intensive
care unit.

To achieve this, nurses, managers and other
members’ cooperation in recognition of the
problem, design, performance and evaluation of
the ways to improve the quality of caring is
essential. In this case cooperative action
research is the best choice to achieve the goal
that this study has chosen it.

Action research is one of the qualitative
research methods. In this approach the
researcher follows the action and the study
results simultaneously. The pattern of this study
was cooperation and partnership and is based
on the social theory of change [25-27]. Action

research developed following Kert Luin [28].
This study is used as a methodology that
involves health specialists in designing the
pattern of care improvement. Cooperative—
action research is a process in which the
researchers and the participants systematically
cooperate in “seek ,thought ,action” [29] and
the researches cooperate as observers and
change, data gathering and analysis operators
and reporting the results to the specialists and
performing of changes with participants and
evaluation of changes effects [26,30].
Nowadays most of the nurses studying in
Australia and England use action research [33].
Cooperative—action research’s aim is to
improve the action and change in the social
structure and activities which  present
irrationally, unfairly and dissatisfactory [32].
Undoubtedly action research is the most
popular and challenging term in organizational
research area. Today this term is considered as
an “umbrella” that covers a set of activities
aiming at variation [33].

Literature review shows that despite the
importance of the quality of nursing reports in
intensive care units legally, communicative,
caring, educational, research and information
systems’ entries to the hospitals as tools to
improve the quality and legal need to use it in
the country’s hospitals, no study has been
reported yet. Nurses as the effective and active
members of health care team doubt on its
usage. However limited studies have been done
in different countries to improve this system in
order to enhance therapeutical health care, the
results show the existence of problems in the
way of using this technology in cares. Despite
the effectiveness in developing care quality,
decreasing the costs and control and
observation improvement, the organizations are
challenging in developing the use of patient
care information systems. Furthermore for
optimum use of this technology, members’
cooperation and changes in present status and
social-cultural preparation seem essential.
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Therefore in order to achieve the most desirable
output as though the services are effective and
efficient it is needed to consider effective
factors on therapeutical health care system and
emphasize on objectives like enhancing ease of
access to cares, improving intensive cares,
measuring the effects of nursing cares with
patients’ responses and generally on improving
the quality of nursing more than before. Thus
the researchers tempted to do a cooperative
action research with all the members
participating in four phases of defining the
problem or investigating the existing status,
planning, performing and evaluating the change
programs. Therefore in order to investigate the
present status (first phase) on the quality of
records. The present study was done aiming at
determining  the quality of  nursing
documentations using the HISs in one of the

educational hospitals of Khorramabad.

2. Methodology

This study is part of a cooperative- action
research (phasel). Action research was done in
order to improve the quality by changing in
four phases. The first phase included
determining and confirming the problem or
investigating the present status. The second
phase included planning change programs. The
third was performance and the fourth phase was
evaluation of change programs. Data gathering
tools were interviews, intensive  group
discussions, checklists of nursing care records
and observing nursing cares to the patients and
the questionnaire on patient’s satisfaction. But
in this study, only the results of the first phase
will be presented which are on observing the
quality of nursing documentation in electronic
information systems. This study was done on
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Tablel: Absolute and relative frequency distribution of cardiac patients’ files who are hospitalized in the intensive unit from
the quality of recording nursing documentation point of view by hospital information technology system of one of the
educational hospitals of Khoramabad in 2011 about general status of the patient.

Items Complete Incomplete Not No cases
records record recorded (percentage)
(percentage) (percentage) (percentage)

1 patient’s general status vital systems’ function - - - -
Vital signs change (P, R, BP...) 61 (87.1) 9(12.9) 0 0
Pain in chest or other parts 65 (92.9) 3(4.3) 2(2.9) 0
any intake disorders 24 (34.3) 6 (8.6) 40 (57.1) 0
Disrhythmias 54 (77.1) 0 16(22.9) 0
Change in paraclinical tests 47 (67.1) 2(29) 21 (30) 0
Anxiety 25 (35.7) 7(10) 38 (54.3) 0

2 vital signs status - - - -
Accomplished actions 26 (37.1) 9(12.9) 35 (50) 0
Patient’s response to the actions 4(5.7) 21 (30) 45 (3.64) 0

3 Intake and output status - - - -
Patient’s appetite 66(94.3) 0 1(1.4) 3(4.3)
Diet disorders 19(27.1) 3(4.3) 17(24.3) 31(44.3)
Accomplished action 3(4.3) 1(1.4) 30(9.42) 36(51.4)
Patients’ response to the actions 1(1.4) 0 33(47.1) 36(51.4)
The record of infusion and transfusion amount 68(97.1) 0 2(2.9) 0
Possible effects record 0 10(14.3) 60(85.7) 0
Accomplished actions 0 6(8.6) 41(58.6) 23(32.9)
Patients’ response to the actions 0 0 46(65.7) 24(34.3)

4 Sleep and movement status - - - -
Nightly sleep amount 17(24.3) 52(74.3) 0 1(1.4)
Movement status (complete rest, relative, or free) 69(98.6) 1(1.4) 0 0
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630 nursing documentations in the files of all
the patients in CCU with census method in
2011 (70 files).

At least 9 reports were recorded for each patient
using electronic information system of the
hospital. The checklist of observing nursing
care records included 127 items on the vital
systems function, vital signs status, intake and
output, chest pain, sleeping and activity,
paraclinic ,intensive changes in patient’s status,
medicine measures ,PR drugs, immune actions,
orders by phone, pursuable cases, incidents

record, accomplished nursing cares and
patient’s training which were surveyed
according to the standards (recorded,

incomplete recorded, not recorded, no case). In
the case that more than 80% of the cases in the
reports were recorded, it was considered
“complete record” and less than that
“incomplete record”. The option “no case” or
“not recorded” were recognized by assessment

of patient’s health status and studying the file.
After confirming justifiability and perpetuity of
checklists, an early study was done to ensure
the completion of the tools. Analyzing data was
done by descriptive statistics. Since the aim of
action research is to improve the standards and
the existing situations with making changes,
advanced and analytic statistical tests are
useless. It is essential to mention that this
schema was supported by Tarbiat Moddares
University.

3. Rsultes

Study results showed that Change in vital signs,
chest pain, disrthythmias, patient’s appetite,
amount of infusion and transfusion and
movement status in more than 70% were
recorded completely. Date, time and the amount
of vital signs were recorded in 100% of the
reports. Furthermore the accomplished actions
and patient’s response to these actions

Table2: Absolute and relative frequency distribution of cardiac patients’ files who are hospitalized in the intensive unit
from the quality of recording nursing report point of view via hospital information technology system of one of the
educational hospitals of Khoramabad in 201 1about laboratory and Para clinic tests, pursuable cases and intense cases in

patient’s status.

Items Complete Incomplete Not recorded  No case
record record (percentage)
(percentage)  (percentage)

1 Laboratory and Para clinical tests - - - -
In necessary cases, informing the doctors in 6 (8.6) 0 64(91.4) 0
blood test and the Accomplished actions
Patient’s response to the actions 0 4(5.7) 66(94.3) 0
Xerography type 50(71.4) 1(1.4) 19(27.1) 0
Informing doctor in case of necessity 0 2(2.9) 68(97.1) 0
Informing doctor in case of necessity on ECG 25(35.7) 0 45(64.3) 0
Accomplished actions 24(34.3) 5(7.1) 41(58.6) 0
Accomplished actions and patient’s response 0 0 70(100) 0
to the actions in the case of existing of
arrhythmia in the monitoring

2 Pursuable cases - - - -
Preparation in angiography, pace... 10(14.3) 0 1(1.4) 59(84.3)
Councils 9(12.9) 1(1.4) 0 60(85.7)

3 Intense changes in patient’s status - - - -
Main complaints 47(67.1) 1(1.4) 1(1.4) 21(30)
Problem process 3(4.3) 38(54.3) 8(11.4) 21(30)
Performed orders 46(65.7) 2(2.9) 1(1.4) 21(30)
Patient’s response to the actions 6(8.6) 13(18.6) 30(42.9) 21(30)
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respectively were reported completely in 37.1%
and 5.7%. But possible effects, the kind of used
accomplished actions, patient’s response to
these actions, after infusion and transfusion and
drug diet training were not completely recorded
in the reports. Respiratory disorders (34.3%),
anxiety and restlessness (35.7%) despite their
importance in intensive unit had the lowest
frequency in the complete record (table 1).

Radiography type and time, patients complain in
critical times, accomplished orders had the
maximum frequency in more than 65% (table2).
Blood test type, enzyme, urine and excretion and
the time of performing electrocardiography also
were completely recorded in all of the reports.
Monitoring and the type of heart rhythm,
performing and receiving test time had the most

frequency in more than 85% of the cases. Whereas
informing doctors on blood test result radiography
electrocardiography, accomplished actions and
patient’s response to the actions especially in
critical times and by monitoring had the least
frequency (table2).

Type and status of movement restrict, training
the amount and way of activity, time and
amount of PRN drugs were recorded
completely in more than 60% (table3). But
nurses’ cares the name of drug and serum,
method, amount and time of its use had
complete records. But the patients’ response to
the treatment, possible effects of the drugs,
accomplished actions, patient’s response and
patient’s training on food diet; drug and disease

Table3: Absolute and relative frequency distribution of cardiac patients’ files who are hospitalized in the intensive unit
from the quality of recording nursing report point of view via hospital information technology system of one of the
educational hospitals of Khoramabad in 2011 about drug measures, immune, doctor’s prescriptions through phone,

nursing measures, patient and attendants’’ training
Items

Complete

Incomplete Not No case
record recorded (percentage)

(percentage) (percentage) (percentage)

1 Drug measures

3(4.3)

23(32.9)

44(9.62)

Patient’s response to drug 0
Possible effects of drug 2(2.9) 1(1.4) 65(92.9) 2(2.9)
Accomplished actions and patient’s 1(1.4) 0 64(91.4) 5(7.1)
response to the actions

The time and amount of PRN drug 39(55.7) 0 1(1.4) 30(42.9)
Condition of using PRN drug 27(38.6) 1(1.4) 12(17.1) 30(42.9)
Patient’s response to the drug 22(31.4) 1(1.4) 18(25.7) 30(42.9)
Immune actions done for patients - - - -
Cramp type 67(95.7) 2(2.9) 0 1(1.4)
Cramp’s situation (being p or down 67(95.7) 1(1.4) 2(2.9) 0
situation of the hand-ail next to the bed)

Doctor’s prescriptions through phone - - - -
Calling time record 18(25.7) 0 0 52(74.3)
Call content 17(24.3) 1(1.4) 0 52(74.3)
Information Receiver 17(24.3) 1(1.4) 0 52(74.3)
Accomplished nursing actions - - -- -
Measure type 70(100) 0 0 0
time of accomplishing the Measure 64(91.4) 5(7.1) 1(1.4) 0
Performer 69(98.6) 0 1(1.4) 0
Patient and attendants’ training - - - -
Activity type and amount training 57(81.4) 11(15.7) 1(1.4) 1(1.4)
Diet training 7(10) 0 63(90) 0
Drug diet training 0 1(1.4) 69(98.6) 0
training on Disease nature 2(2.9) 0 68(97.1) 0

Iran J Crit Care Nurs 2012;5(2):53-62


http://jccnursing.com/article-1-215-fa.html

[ Downloaded from jecnursing.com on 2025-07-15 ]

Toolabi T. et Al

Quality of nursing documentations in CCU by hospital information system (HIS)

nature had the least frequency of complete
record (table3). Gavage, lavage, puke,
vomiting, incontinence of urine and excretion
and preventing actions of pressure sore had no
case in most of the patients ,in other words they
were not as patients care needs.

Other important findings of this research were
recording the report in information system by
someone other than the care giver and not
recording some of the accomplished cares such
as patient’s training, informing the doctor in the
case of necessity on laboratory and paraclinical
results, performing emergency actions before
doctor’s arrival, especially before, during and
after CPR. Also nursing recognition,
interference and expected consequences were
not recorded on the basis of standard and
scientific patterns.

4. Discussion

Using HIS, nursing documentation in patient’s
files confined in CCU on change in vital signs,
chest pain, disrhythmias, having defecation,
amount of infusion and transfusion and
movement status, blood compliance, test type,
electrocardiograph type, monitoring, tests
pursuing, medicine and serum, type and status
of movement restriction... have high
percentage. It seems that the abilities of these
HISs such as time record, registrar's name; vital
signs chart, copying, and saving data... were
effective in this case. But according to the
findings and present facilities, it is essential to
develop the system due to patients’ need.
Furthermore this study’s findings are due to the
use of report form which is prepared by
hospital’s information technology unit and
participation of unit’s supervisor. Compared to
the past and due to typing problems and lack of
nurses, it could help nurses in recording the
reports. But patients’ needs are different and
using a permanent pattern leads to repetitive
actions records without considering patents’
condition, recording some of incomplete
actions and not recording most of complete
actions. In fact the results showed that the

nurses didn’t present professional behaviors in
nursing care and in other words, cares were not
“patient-oriented”, rather it has been recorded
according to nursing unprofessional form in the
HIS on doctor’s prescription or according to
cardex. In literature review, no similar study
was found which especially surveyed the
quality of nursing documentation through this
system and was mostly about using HIS and
nursing documentation was part of it.

The results of a qualitative research using deep
interviews, documentary studies and
observations in an educational hospital of
Pakistan in Eslamabad showed the successful
use of HIS and reported more efficiency
compared to what is used [34]. These results
are correspondent to the results of this study.
Also the results of Habibi Kulaii et al indicated
that generally nursing information systems in
Iran meet 35.7% of the needs and needs for
personnel, clinical and financial reports were
respectively 20.4, 63.5, 85.2% [35] .Other
effective factors in the successful performance
of HIS are considering change management,
need for effective relation canals and having
important outlook to variation [36]. Wide and
appropriate planning, supporting policies and
performing them in high levels are defined as
important  success factors. By studying
references, it is realized that social factors are
more important than technical factors in
successful performance of this technology [34,
35]. Hertzum and Simonsen studies showed
effective results of patient’s electronic files in
three clinical activities including team
conferences during work, unit osmosis and
nursing writings in mental incidents [38].

The results of Adam's research showed that
cooperation and balance in network users create
new opportunity for considering patients and
other health care takers by ease of making
information, cooperation and data retrieval
[39]. Also in a study, cooperative planning was
used for coordination and relation between
health team members by phone for clinical
activities in various cases [40]. Karahoca et all's
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study showed the successful use of cell phone
in emergency unit and reported increasing of
satisfaction [41]. However it is important to
consider cultures, feedback, software
challenges, work process and real record in
using information technology [42]. In recent
decades, the number of user-oriented
approaches for developing health information
system including cooperative planning [43] to
engineering has been increased [44, 45].
Bardram stated that using HIS and due to
patient’s condition, a nurse can codify nursing
care schedule for next 24 hours [46]. But the
results of present study showed that nursing
diagnoses, intervention  and  expected
consequences haven’t been recorded in most of
the reports which is in accordance to the results
of the study on nursing information systems in
Iran which explains that these systems do not
support nursing process [35]. Furthermore
accomplished actions and patient’s response to
these actions during appearing disorders in vital
signs and possible effects are in low level. Also
accomplished actions and patient's response to
these actions after infusion and transfusion
haven’t been recorded completely in any of the
documentations. Although it is one of the
important duties of nurses to pursue patient’s
recovery procedure and patient’s response to
therapeutical and care actions, the results
showed that they were not considered in
recording and that mostly they tried to record
routine activities and doing doctor’s order. This
inattention of nurses was due to the use of a
traditional method for writing nursing
documentations and it was only according to
cardex and without assessment and recognition
and appropriate relationship with patient

In a research done in Germany, the amount of
nursing use of HIS was 51% for account, 48%
for order system ,45% for patient managing in
unit, 23% for diet programs ,20% for
management of nursing students ,14% for
entering data related to time in respect to
account, 7% care documentation and 6% care
plan [47]. Generally the use of this system in

nursing care planning is less, compared to
financial and management divisions which is
probably due to the fact that the early scheme
of these systems have been financial and later
nursing reports were added. But it is obvious
that this system has the potential ability to
improve nursing performance, to increase
knowledge and to gather necessary data and
information for cooperating in care policies.
Minda and Bundage also reported that required
time for digital documentation remarkably is
less than handmade documentation and the
number of recorded observations by computer
is more than handy record [22]. But lack of
adequate skill in typing, recording irrelevant
activities by nursing, simultaneous handy
record of nursing documentation in several
books such as shift clinical report, cardiac-
pulmonary revival, patients statistics..., cause
nurse’s dawdle and cause his/her to recede from
patient. Therefore it is recommended to prepare
ready nursing documentations or caring
algorithms in the system and to present
necessary trainings on the way they are used to
the nurses. In Anderson and Hannah study,
posing the set of nursing data was proposed
including pricing nursing services, supporting
source designation for nurses, defining nurses’
communion and cooperation in patient caring,
defining the results of nursing care, developing
nursing education and stability of nursing
improvement as a profession [48]. Due to the
fact that in Iran’s HIS clinical aspects of
nursing are not considered, planning and
emphasizing on the use of mentioned set help to
improve the system and meeting nursing needs.
However after a decade of using this system it
is the time to present new generation of HIS
with patient—oriented view and considering
users’ needs like nurse’s remote access to the
patient’s information and controlling patient’s
condition out of the wunit and hospital's
environment, activating cardex part, planning
HIS should be along with active cooperation of
nurses, doctors and all the groups working in
this process. It seems achieving this needs to do
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researches with cultural, social, cooperative and
systemic approaches.

Other important findings of the present research
was documentation via information system by a
person other than the care giver and not
recording some of the complete cares which
resulted from not having simultaneous access of
nurses during the shift (one computer for
recording documentations and sending various
requests of twelve unwell patients by three
nurses), time consuming of entering and exiting
to the system and work division (one person is
in charge of recording the documentations)
derive from lack of human forces which is not
in accordance with documenting principles and
it is known wrong in the point of professional
rules .In the case of problem for patient, the
recorder of cares as the performer will be
interpellator and known as a convict. Therefore
it is recommended, likewise providing adequate
human forces to perform the work, it can be
possible for the nurses to record the
documentation by putting the network on
phones or to increase the number of computers
and or to place portable instruments on
patient’s bedside.

5. Conclusion

Nowadays electronic information system
provides the possibility to record vital signs,
medicine requests, tests, radiography, results of
the tests and radiography and traditional record
of nursing documentation for nurses in hospital
and during patient's confinement but it cannot
present data related to nursing diagnosis, care
plan, expected objectives or consequences and
does not support nursing process. Thus it is
recommended to provide ready nursing
documentations sheets based on scientific
principles in cares, putting the network on
electronic portable instruments on the patient’s
bedside, remote access of therapeutical care
giving team to the patient’s information so that
it is possible to use optimum of the abilities of
electronic information system in order to

improve the quality of cares and to record the
nursing documentations.

6. Acknowledgments

Hereby the researchers would like to thank the
secretary of technology and research of Tarbiat
Modarres University who sincerely assisted
them in financial approval and support, also to
thank Dr.Fazlollah Ahmadi as the supervisor of
the scheme and nursing personnel of CCU,
information technology unit and management
of extra special cardiac center of Shahid
Madani in Khorramabad .

References

1. Lee LL, Hsu N, Chang SC. An evaluation of the quality of
nursing care in orthopedic units. J Orthopedic Nurs.
2007;11(3-4):160-8.

2. Navuluri RB. Documentation: What, Why, When, Where,
Who, and How: Available in.www.Graduat research.com.
2002.

3. Moloney R, Maggs C. A systemic review of the
relationships between written manual nursing care
planning, record keeping and patient outcomes. J Adv Nurs.
1999;30(1):51-7.

4. Khoddam H, Sanagoo A, Joibary L. Effectiveness of
continual education on quality of nursing records. J
GORGAN Univ Med Sci. 2001;3(8):65-9. [Persian]

5. Nobahar M. Principles & Arts of Nursing. 1sted. Tehran:
Boshra Publications. 2007. [Persian]

6. Ahmadi F. Complication of myocardial infarction and
prevention of complications from the nursing
perspective.Abstract of Articles of the 12th International
Congress of Cardiology Tehran, Iran. [Persian]

7. Safari M. Effects of nursing education method of group
discussion on the quality of nursing care of patients with
myocardial infarction, Thesis Master of Nursing. Tarbiat
Modarres University of Medical Sciences. 2003. [Persian]

8. Aud M, Lee J. Introducing nursing students to quality
assurance activities in skilled nursing facilities. J Nurs Care
Qual. 2006;21(2):121-3.

9. Hanifi N« Mohamadi E. Survey of causes of faculty nursing
documentation. HAYAT. 2004;10(2):39-46. [Persian]

10. Sue CD, Patricia KL. Fundamental of Nursing: Standard &
Practice. New York: Delmar. 1998.

11. Rodrigues J, Stan K, Health Information System: Concepts,
Methodologies, Tools and Applications.1st Ed. New York:
Medical Information Science Reference. 2010.

12. Lin JS, Lee TT. Analyzing a Nursing Information System
in terms of Lewin’s Change Theory. Hu Li Za Zhi.
2005;52(1):50-4.

13. Ghazisaied M, Davarpanah A, Safdari R. Health
Information Management. 1sted .Tehran: Mahan; 2005.
[Persian]

14. Firozabadi M, Mohammadian A, Tawakoli AR, Malzomati
A, Mohegh M.Telemedicine and Electronic Health. E
Book. 2008. [Persian]

15. Dorenfest S .The decade of the ‘90s. Poor use of IT
investment contributes to the growing healthcare crisis.
Health Inform. 2000;17(8):64-7.

Iran J Crit Care Nurs 2012;5(2):53-62


http://jccnursing.com/article-1-215-fa.html

[ Downloaded from jecnursing.com on 2025-07-15 ]

Quality of nursing documentations in CCU by hospital information system (HIS)

Toolabi T. et Al

16.

17.

18.

19.

20.
21.

22.

23.

24.

25.

26.
217.

28.

29.

30.

31.

32.

Lenz R, Elstner T, Siegele H, Kuhn KA. A Practical
Approach to Process Support in Health Information
Systems. J Am Med Inform Assoc. 2002;9(6):571-85.
Currie W, Galliers R, Sauer C. Deciding the future for IS a
failure: Not the choice you might think. Oxford University
Press. 1999.

Anderson JG, Aydin CE. Evaluating the impact of health
care information systems. Int J Technol Assess Health Care.
1997;13(2):380-93.

Sittig DF, Classed DC .Safe Electronic Health Record Use
Requires a Comprehensive Monitoring and Evaluation
Framework. JAMA. 2010;303(5):450-1.

D’Avolio LW. Electronic Medical Records at a Crossroads.
JAMA. 2009;302(10):1109-11.

Lee T. Nurses’ Experiences Using a Nursing Information
System: early Stage of Technology Implementation.
Comput Inform Nurse. 2007;25(5):294-300

Bowles KH .The Barriers and Benefits of Nursing
Information Systems. Comput Nurs. 1997;15(4):191-6.

Ghamarizare Z, Anousheh M, Vanaki Z, Hajizadeh E.
Effective of peer review process on quality of nursing
records. Faculty of Nursing of Midwifery Quarterly.
2008;18(61):46-54.

Sattarzadeh Pashabeig M, Navipoor H, Memarian R.
Planning and Implementing the directional progrom for the
quality of the nursing notes in CCU documentation of
Shahid  Mostafa ~ Khomeni  Hospital.  Daneshvar.
2005;13(59):29-36.

Dempsey PD, Dempsey A. Using Nursing Research:
Process, Critical Evaluation, and Utilization. 5th ed.
Philadelphia: Lippincott Company. 1995.

Nieswiadomy RM. Foundation of Nursing Research. 5th ed,
Mexico: Pearson Education Inc. 2008.

Streubert Speziale HJ, Carpenter DR. Qualitative Research
in Nursing: Advancing the humanistic Imperactive. 3rd
edition. Philadelphia: Lippincott Williams and wilkins.
2003.

Olshansky E, Sacco D, Braxter B, Dodge P, Hughes E,
Ondeck M, et al. Participatory action research to understand
and reduce health disparities. Nurs Outlook.
2005;53(3):121-6.

Day J, Higgins I, Koch T. The process of practice redesign
in delirium care for hospitalised older people: A
participatory action research study. Int J Nurs Stud.
2009;46(1):13-22.

Pilemalm S, Timpka T. Third generation participatory
design in health informatics—Making user participation
applicable to large-scale information system projects. J
Biome Inform. 2008;41(2):327-39.

Oskoee F, Payrovi H. Qualitative Research in
Nursing. TEHRAN: IRAN  University of Medical
Sciences. Ist ed. 2006. [Persian]

Reason P, Bradbury H. Handbook of action research.
Available from: http//www. bath. ac.
uk/carp/publications/index. html

33.

34.

35.

36.
37.

38.

39.

40.

41.

42.

43.

44

45.

46.

47.

48.

Mc Innes P, Hibbert P. Exploring the complexities of
validity claims in action research. Manag Res News.
2007;30(5):381-90.

Malik MA, Khan HR. Understanding the Implementation of
an Electronic Hospital Information System in a Developing
Country: A Case Study from Pakistan. Australian Computer
Society. Inc. 2009.

Ahmadi M & Habibi Koolaee M. Nursing Information
System in Iran. Hakim Res J. 2010; 13(3): 185-191(Article
in Persian).

Kotter JP. Leading Change. Harvard Business School Press.
1996.

Berg M, Aarts J, Van der Lei J. ICT in health care:
sociotechnical ~ approaches. = Methods  Inf  Med.
2003;42(4):297-301.

Hertzum M and Simonsen J. Positive effects of electronic
patient records on three clinical activities. Int ] Med Inform.
2008;77(12):809-17.

Adams SA. Revisiting the online health information
reliability debate in the wake of “web 2.0”: An inter-
disciplinary literature and website review. 2010.

Smordal O, Moen A, Kristiansen T. Participatory Design
and Information for Coordination and Communication in
Interdisciplinary Mobile Health Teams. Amsterdam: ISO
Press. 2004.

Karahoca A, Bayraktar E, Tatoglu E, Karahoca D.
Information system design for a hospital emergency
department: A usability analysis of software prototypes. J
Biomed Inform. 2010;43(2):224-32.

Scott T, Rundall TG, Vogt TM, Hsu J. Implementing an
Electronic Medical Record System: Successes, Failures,
Lessons. JAMA. 2008;300(13):1594-5.

Clemensen J, Larsen SB, Kyng M, Kirkevold M.
Participatory design in health sciences: using cooperative
experimental methods in developing health services and
computer technology. Quall Health Res. 2007;17(1):122-
30.

. Malhotra S, Laxmisan A, Keselman A, Zhang J, Patel VL.

Designing the design phase of critical care devices: a
cognitive approach, J Biomed Inform. 2005;38(1):34-50.
Kushniruk AW, Patel VL. Cognitive and usability
engineering methods for the evaluation of clinical
information systems. J Biomed Inform. 2004;37(1):56-76.
Bardram JE. Plans as situated action: an activity theory
approach to workflow systems. ECSCW, fifth conference
on European Conference on Computer-Supported
Cooperative Work, Lancaster. UK. 1997.

Hubner U, Sellemann B. Nursing in the Information Age:
Status Quo and Future of ICT Use in German Hospitals.
Stud Health Technol Inform. 2004;107(Pt1):376-80
Anderson B, Hannah KJ. A Canadian Nursing Minimum
Data Set: a major priority. Can J Nurs Adm. 1993;6(2):7-
13.

Iran J Crit Care Nurs 2012;5(2):53-62


http://jccnursing.com/article-1-215-fa.html
http://www.tcpdf.org

