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ABSTRACT. Objectives: To develop, validate and test the reliability of a measurement instrument that
measures the extent to which records describe essential aspects of nursing care such as the admission report,
nursing diagnoses, interventions, and progress and outcome evaluations. Method:. A measurement instrument
was developed based on the Cat-ch- Ing instrument and the Scale for Degrees of Accuracy in Nursing
Diagnoses. A record screening was conducted in 7 hospitals in the Netherlands. Content validity was tested
by using two Delphi panels. Each of the 250 records was assessed by two reviewers independently. The
reliability of the instrument was tested by calculating Cohen’s weighted Kappa inter-rater reliability
coefficient of 250 records and 12 reviewers. Internal consistency was calculated by using  Cronbach’s alpha.
Results: The new measurement instrument, named D-Catch, consists of six items. Quantity and quality
variables were used to judge the accuracy of the nursing documentation. Internal consistency: Cronbach’s
Alpha 0.722. The inter-rater reliability coefficients were between 0.397- 1.000. Conclusions and
implications: The D-Catch instrument was estimated to be a valid and reliable measurement instrument for
nursing records in hospitals in the Netherlands. An adverse effect on the inter-rater reliability may have been
that, specifically in long stay situations, documentation forms with diagnoses, interventions and outcomes
were often unstructured and found to be repetitious.
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1. Introduction

The patient record can be seen as essential for adequate nursing care and describes
information about admission, nursing diagnoses, interventions, progress and outcome
evaluations  [1,3,6,7,10,18-23]. This information should contain the patient’s ongoing
status and reflect the full range of nursing process [1,3,6]. For that reason the patient
record is an important instrument to evaluate care performance by nurses and should
contain documentation to be able to evaluate the quality, efficiency and effectiveness of
nursing care [1,2,24].

Thereby the record is a legal document and may be the only evidence what kind of care
was given [24]. Therefore it is important nursing documentation is accurate and
complete [1,6,14,16,17].
Evaluating the accuracy of the nursing reports in patient records is a possibility to gain
knowledge about the quality of these reports and gives information if it is necessary to
improve the way of recordkeeping [1,17,18, 24,25]. However, there is a lack of reliable
instruments to measure the accuracy of nursing reports in the patient record in general
hospital settings [2, 17].
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2. Objectives

The purpose of this study was to develop, validate and test the reliability of a
measurement instrument to quantify accuracy of nursing documentation in patient
records.

3. Materials and Methods

A literature search was carried out to be able to identify existing measurement
instruments. The articles were identified through electronic databases CINAHL and
MEDLINE and through the citations from published articles from 1980 -2007. Based
on the literature review, members of two Delphi panels (n= 6 per panel) studied three
preselected measurement instruments individually for content, structure, usability and
specificity and discussed these instruments in a group interview. Based on a consensus
discussion, the panels suggested to integrate The Scale for Accuracy of Nursing
Diagnoses [14] in a modified Cat-ch-Ing instrument [1] to use in a pilot study. An
assessment of patient records (n= 250) using the new instrument called ‘D-Catch’ was
carried out in a follow-up study in seven general hospitals on different wards (n= 25) in
the Netherlands to be able to analyse the properties of the D-Catch instrument. Each of
the 250 records was assessed independently by two reviewers. The inter-observer
reliability of the instrument was tested by calculating Cohen’s weighted Kappa inter-
rater reliability coefficient of 250 records and 12 reviewers. Content validity was tested
by two Delphi panels. Internal consistency was calculated by Cronbach’s alpha.

4. Results

The literature search resulted that six measurement instruments were found:
(1) Ziegler’s instrument, The Criteria for Evaluating the Quality of the Nursing Process
(ZCEQNP) [4, 25]. (2) The NoGA instrument [20]. (3) The Quality of Nursing
Diagnosis instrument (QOD) [8]. (4) The Quality of  Diagnoses, Interventions and
Outcomes instrument (Q-DIO) [19]. (5) The “Cat-ch -Ing” instrument [1]. (6) The
“Scale for Degrees of Accuracy in Nursing Diagnoses” [14].

Non of the instruments found in the literature were originally developed to measure
accuracy of nursing documentation in all kind of hospitals, wards and records and non
of these instruments were tested that way.

Because the ZCEQNP, QOD and the Scale for Degrees of Accuracy in Nursing
Diagnoses were only usable for results on the variable ‘reported nursing diagnoses’
[4,8,25], the NoGA instrument contains only quantitative rating  possibility’s and no
qualitative criteria [20], the Cat-ch-Ing instrument has no possibilities to score the
accuracy of each nursing diagnosis separately in the record and contains specific items
related to Swedish regulations [1], and the Q-DIO includes specific process variables
used in a hospital in Switzerland [19], we concluded that non of these instruments seem
to be directly applicable for a record assessment in all kind of hospitals. Based on
NANDA-International [21], NIC (Nursing Intervention Classification) [5,11,23] and
NOC (Nursing Outcome Classification) [12,18] descriptions of how to document
diagnoses, interventions and outcomes [3,18, 21] and based on the descriptions of The
Dutch Institute for Healthcare Improvement, CBO [6] the new measurement
instrument, named D-Catch, was compiled based on Lunney’s instrument [14] en the
Cat-ch-Ing instrument [1].
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D-catch consists of six items to judge the nursing record. Quantity and quality variables
were used to asses the accuracy. Internal consistency was Cronbach’s Alpha 0.722.
The inter-rater reliability coefficients were between 0.397- 1.000.
Content validity of the D-catch instrument is considered adequate because the Delphi
method started with items that build upon earlier work in the United States and Sweden
with respect to criteria and information structure. Full agreement among experts on the
items of the new instrument  D-Catch was obtained.

5. Conclusion and  Discussion

With the D-Catch instrument we choose to focus on a specific way to measure each
presented patient problem (diagnosis) and than, if there is given an intervention. From
there on we looked systematically at the process and the outcome evaluations and vice
versa.

This approach helped us to understand how to categorize and analyse the nursing
reports in all kinds of records from patients with all kinds of diseases, treatments and
conditions.

We estimated the reliability of the D-Catch instrument as satisfactory. An adverse
effect on the inter-rater reliability may have been that, specifically in long-stay
situations, documentation forms with diagnoses, interventions and outcomes were often
unstructured and with reports over more than ten pages. The content of long-stay
patient records found to be repetitious with the result of redundant reports.

Criteria for  accurate  nursing  documentation  mentioned  in  studies from, for  example,
the United States [3,5,10,11,14,15], Sweden [1,7,20] and Switzerland [18,19] seem -not
in detail, but over all- rather similar; there is consistency among nurses’  quality criteria
in record keeping from different countries,  and over different  studies, which makes the
development of  a  measurement  instrument  for  an  international nursing  audience
plausible [9,21].
We  hope that  the development of the items in the D-Catch instrument may  contribute
to the development of such an international measurement instrument.
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