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Title

Nursing documentation in rehabilitation: What work is visible?

Abstract

Purpose Nurses document their practice every day, however it is unclear whether this
output fully reflects their contribution to client rehabilitation. This paper reports on one
component of a larger study which aimed to understand the nature of nurses’
documentation practice within the context of a brain injury facility in Aotearoa New

Zealand.

Design Critical realist methodology underpinned case study methods within this doctoral

research project.
Methods Descriptive analysis was used to explore the nurses’ documentation patterns.

Results Our study demonstrated the typical documentation practices of rehabilitation
nurses encompassed an impersonal, task completion style. This focused on recording that
the physiological aspects of clients’ routines were addressed, with little attention paid to
coaching, education, and support roles. However, some documentation aspects revealed a
shared language structure where nurses similarly articulated their inputs, such as a phased

approach to teaching client’s medication self-administration.

Conclusions The largely impersonal-regulatory style of documentation that was the
normative cultural pattern within the facility, alongside the absence of nurses’ rationales
and team recommendations, rendered the breadth of the nursing contribution invisible. In
contrast, when shared language was used, it gave nurses a structure assisting in making
those activities visible. This structure has potential to recognise and formalise these
activities as legitimate ‘rehabilitation nursing work’ of relevance to nurses and other

members of the team.

Relevance Rehabilitation nurse leaders should consider provision of documentation
exemplars within text and standards documents. Additionally, documentation that guides
shared language within nursing intervention areas has the potential to collectively

CMpPOWET nurses.
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Introduction

Whilst documentation is an everyday practice for rehabilitation nurses, the purpose
underlying that practice is complex. Primarily, nursing records are a legal document
chronicling what has occurred in a set time period (NZNO, 2021). The New Zealand Nurses’
Organisation (2017) assert, “if care is not recorded, then it is assumed the care was not given”
(p. 2). This legalised approach frames the nurse’s contribution as tasks requiring evidence of
completion, thereby framing a legal-mechanistic approach (Davenport, 2020). However,
particularly in the rehabilitation context, documentation should also contain content
signifying the relationship with the client. In this way, documenting a nurse’s input helps
ensure client-led engagement and decision making. Nurses’ documentation also has a
communication component, where others in a team can review progress, concerns and/or
recommendations (Karkkainen, Bondas, & Eriksson, 2005; Kerkin, Lennox, & Patterson,
2018). In addition, documentation provides data that may be used for financial, research or
quality processes (Kerkin et al., 2018; Wang, Hailey & Yu, 2011). The process and practice
of documentation is indubitably multifaceted, demanding critical consideration of best

practice.

Healthcare for Aotearoa New Zealand citizens and residents is predominately publicly
funded. Rehabilitation for accident-related injury such as for those with traumatic brain injury
(TBI) is funded by The Accident Compensation Corporation (ACC). ACC is a government
organisation that provides ‘no-fault’ cover to anyone in Aotearoa New Zealand who has an
accident, meaning “it doesn't matter what you were doing when you were injured or who was
at fault” (Accident Compensation Corporation, 2024, para. 4). Under this scheme, clients
with an approved injury claim are fully funded through hospital, rehabilitation, and
community phases. There are three post-acute units specialising in TBI rehabilitation in
Aotearoa New Zealand where clients can receive intensive rehabilitation before transitioning
back to their community. These rehabilitation units have a variety of healthcare professionals

within their interprofessional team including rehabilitation nurses.

There is no formalised certification for rehabilitation nurses in Aotearoa New Zealand.
Rather, rehabilitation nurses learn the specialist skills required in the workplace, and
documentation from a rehabilitative-nursing viewpoint as part of their on-the-job training.
Nurses are legally required to document their inputs and interactions with their clients (New

Zealand Nurses Organisation, 2017). Whilst literature highlights the important role
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documentation plays for an interprofessional team, including rehabilitation teams (Dean,
Siegert & Taylor, 2012; Paxino, Denniston, Woodward-Kron & Molloy, 2020), and whilst
there is a legal requirement for nurses to document their inputs, the documentation practice of

rehabilitation nurses is poorly understood.

Within rehabilitation settings, internal client records may be audited for completeness,
however, given the multifaceted purpose that documentation holds, evaluating
‘completeness’ is complex. Internationally, work has been undertaken within the
rehabilitation nursing field to establish frameworks to capture data, thereby evidencing
nurses’ contribution (Lunney, McGuire, Endozo & MclIntosh-Waddy, 2010; Tosin, 2016).
Regrettably there is no current consensus as to an appropriate approach. Specific guidance
relating to free-text documentation is often absent from these discussions and rehabilitation

competency frameworks.

In the absence of a universally recognised standardised framework, deciding what is
rehabilitation nursing documentation ‘best practice’ is not an easy question to answer.
Publications suggest that adopting a specific framework adds value in terms of consistency,
structure, and a systematic approach (Bjartmarz, Jonsdottir & Hafsteinsdottir, 2017; Johnson
et al., 2009; Lunney et al., 2010). Within these publications three different classification
systems are proposed to improve documentation systems: a best practice guideline (Bjartmarz
et al); a nursing taxonomy (Johnson et al); and a minimum dataset (Lunney et al). Whilst
some authors have advocated for rehabilitation-specific nursing frameworks (Lunney et al.,
2010; Tosin, 2016), others caution nurses, instead encouraging combined, inter-professional

documentation practice to augment teamwork and communication (Mueller, et al., 2008).

The nurse’s role in rehabilitation has been identified as key to an optimally functioning
rehabilitation team (Ehrlich, Lewis, New, Jones, & Grealish, 2022; Gutenbrunner, Stievano,
Nugraha, Stewart, & Catton, 2021; Pryor & O’Connell, 2009). To enhance collaboration and
augment integration within the team, documentation plays a pivotal role. The Australasian
Rehabilitation Nurses’ Association (ARNA) and the Association of Rehabilitation Nurses
(ARN) have both published competency documents clarifying components of the
rehabilitation nurses’ role (2003, 2014). Both models frame aspects of the role. For example,
the ARNA categorises nurses’ teaching and coaching, and advocacy and coordination roles.
Meanwhile the ARN identifies nurse-led interventions, and health promotion. However,

documentation practice is not directly articulated as a competency in either document. While
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the essential role of documentation is accepted, its absence in the competency documents
may reflect the invisible nature of documentation, and potentially reveal an ambiguous

normative requirement with assumed knowledge and skill.

Recent literature related to Australasian documentation trials on rehabilitation units revealed
two note-worthy papers. In 2012, two Aotearoa New Zealand authors relayed a ward’s switch
from a Subjective, Objective, Assessment, Plan (SOAP) Framework to Focus Charting (Blair
& Smith, 2012). The Focus Charting documentation frames notes into A, I, E - Assessment,
Implementation, and Evaluation. The authors deemed the switch successful for nurses,
finding that Focus Charting allowed for easier documentation of the multiple issues and
multiple interactions throughout a shift. The second paper also utilised a documentation
framework mnemonic which sought to assist nurses to structure their free text notes (Murray,
2022). Based on the Functional Independence Measure (FIM™; Uniform Data Set for
Medical Rehabilitation, 1996), Murray’s ‘Rehab ABC’ mnemonic sought to combine the
FIM™ language of the broader team with rehabilitation-nursing-specific documentation
requirements. These papers provide contextual information relating to free text
documentation practice within Australasia, and although they take different approaches, it is
encouraging that research into improvements to rehabilitation nursing documentation has
begun. Despite such efforts, understanding of what rehabilitation nurses are documenting of

their practice remains unclear.

Whilst there has some been progress in transferring handwritten documentation to electronic
records (Burridge Foster, Jones, Geraghty, & Atresh, 2017; Choi & Kim, 2012; Rundquist et
al., 2011), there is also a growing body of concern that some electronic frameworks are
discordant with the way nursing functions (Burridge, Foster, Jones, Geraghty, & Atresh,
2017; Forde-Johnston, Butcher & Aveyard, 2023). Our paper reports on research findings
that were part of a larger doctoral thesis. This part of our research focussed on everyday, free-
text documentation and timetable entries undertaken within nursing shifts. We sought to
develop a description of the nature of nurses’ free-text documentation in order to understand
what they were choosing to record of their rehabilitation contribution, and how they were
documenting that information. Within an Aotearoa New Zealand rehabilitation nursing
context, client engagement and integration of family within all aspects of rehabilitation is a
core component of a culturally appropriate rehabilitation model (Foster et al., 2012; Lavelle
Wijohn, 2017). To this end, understanding the nature of what nurses are documenting is

particularly important. The research team were cognisant there were likely to be a range of
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interacting factors that might influence documentation, including cultural, social,
environmental and organisational aspects (Davenport, Jones, Larmer, & McPherson, 2022).
These mechanisms all have potential to affect the coordination of client-centric interventions,

and the client experience.

Methods

This research used a critical realist meta-theoretical approach with case study methods (Yin,
2014). We chose critical realism to philosophically underpin the research due to its ability to
engage within various layers, and guide consideration of the complex factors and potential
influences on nursing documentation. Critical realism enabled an exploration of what it was
within the structure and culture of the organisation studied that influenced how this group of

nurses documented their interactions with their clients (Davenport et al., 2022).

The research was conducted in one facility in Aotearoa New Zealand, assisting with the in-
depth inquiry which researchers felt was required for the study topic. The single case study
design enabled the theoretical work of the wider research, which sought to explain causal
influences. Theorising potential causal influences allowed the researchers to understand the
tendencies they were seeing at an empirical level. Employing Vincent & Wapshott’s (2014)
framework, abductive techniques were utilized in data analysis in the phase that is reported in
this paper. Abduction enables identification of patterns by re-describing events within the
given context, thereby identifying general practice and patterns of what was occurring within
the study facility (Danermark, Ekstrom, Jakobsen, & Karlsson, 2002; Sayer, 1992). Within
this current paper, we present results from Phase B of our research, which focused on data

from the electronic client records.

Multiple discussions with key stakeholders were held prior to research commencement, and
permission to proceed was granted from facility management, the Maori Advisory Committee
and research personnel at the facility. The research was approved by the Auckland University
of Technology Ethics Committee (AUTEC). Primary datasets within two historical time
periods (2014 and 2015) were used for data collection purposes. Within each time period two
datasets were gathered; firstly, nursing free-text documentation completed within a shift, and
secondly, nurses’ free-text input into clients’ timetables. Only records written by nurses
working permanently in the facility were analysed. The data was extracted from both datasets
by a Data Manager for each of the two historical time periods. Data was de-identified and

exact time periods within the chosen year were not shared with the research team.
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The researchers did not seek to determine agreement or discrepancy between nurses’
activities and their documentation. Rather, emphasis was placed on understanding what this
group of nurses chose to document. Descriptive analysis was used to identify the patterns of
documentation. We considered using a framework for coding such as the International
Classification of Functioning, Disability, and Health (ICF; WHO, 2001), reflecting that
utilising a common language system might also provide rehabilitative nurses with much-
needed role visibility. However, we considered it important to keep the data itself central at
this stage, as a framework might overtly prescribe our coding. Codes that described the type
of activity or intervention that nurses documented were assigned to items of data. The first
author initially coded all items of data then discussed the codes and categories with author 2
and 3, until mutual agreement was reached. Utilising NVivo 11 software (Lumivero, 2015),
the codes were refined and classified into nine primary categories using an iterative process.
The coding patterns were analysed, including frequency of recording, to gain understanding

of what nurses were documenting most and what was infrequently documented.

Findings
Data from both the nurses’ entries into the clients’ timetables, and their free-text shift
documentation across the two historical time periods (2014 and 2015) generated 8,980 items
of data. These were coded and classified into nine primary categories. (There were a number
of secondary categories which will not be presented in this paper given word count
constraints). The definition of each primary intervention category is presented below in
alphabetical order, along with an example from the data. Following this we present the
patterns of documentation. The nine primary categories were:

e Assessment

e C(linical rationale

e (Coaching — Doing with

e Documentation notification

e Education

e Interprofessional team (IPT) review or discussion

e Making recommendations

e Support

e Task — Doing For
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Intervention categories: Definitions

Assessment: This category incorporated documentation where nurses indicated their
assessment of a client interaction or activity. There were a wide variety of assessment types
for example: cognition, pain, continence, mood, and mobility assessments. An example taken

from the nursing notes was:

Dense right sided weakness, some movement returning to the right leg, able
to bend this leg at the knee, pushes to her affected side and has difficulty
maintaining an aligned and comfortable position in the wheelchair, able to
tolerate 2 hours in the wheelchair on Saturday afternoon. (Assessment -

Mobility: Ref 34).

Clinical rationale: In this category the nurse documented their opinion or clinical rationale
of what they did. For example: “She was not capped [tracheostomy] as her heart rate and

her temperature are still elevated”. (Clinical Rationale: Ref 25).

Coaching — Doing with: Coaching was defined as working with, encouraging or prompting
the client. It incorporated coaching with a number of different activities such as, behaviour

management, health promotion and activities of daily living (ADLs). For example:

Was able to check his blood sugar by himself, he was able to put needle in
each insulin pen, able to read the name of insulin in each cartridge,
administered both insulin by himself. Talked through with him while he was
doing all the procedures. He did it well. He was also keen to tick off the list
provided to him regarding his medications, he was writing down his BSL

readings on the same paper. (Coaching: Ref 14).

Documentation notification: Within the study facility nurses accounted for their
documentation time, and that was included within this category. Also included were notes
that shared information or notifications about a client’s routine, for example, independence

levels, but the nurse’s interaction or involvement was not stated, nor details of assessment.

Client was settled this shift. He had a shower this morning and had good
breakfast. He stayed in the lounge until 1000H. He got up on the wheelchair
and stayed in the lounge till 1400H. (Documentation notification -

Information sharing: Ref §89).
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Education: These entries articulated the provision of education to the client or their support
persons. For example: “Client took his medications. He was aware that his warfarin had
increased and asked about this and I explained how the dose was worked out”. (Education:

Ref 25).

Interprofessional team (IPT) review or discussion: Documentation of interaction with
internal or external team members. A common example was interaction with the medical

team including documentation of the discussion, relaying medical instructions or new orders.

Making recommendations: This category was allocated when nurses documented their
recommendations to team members. It included rehabilitation planning and goal setting with
steps and strategies. “Leave SPC [supra-pubic catheter] uncovered to reduce moisture and

risk of hyper-granulation”. (Making recommendations: Ref 56).

Support: Documentation of emotional or social support / interaction with the client. “Client
appeared to enjoy himself and got very involved in the game, indulged in some post-game

analysis with staff”’. (Support - social: Ref 50).

Task — Doing For: Documentation was coded into this category when the nurse described
the intervention as a task completed impersonally, where no interaction with the client
(beyond that necessary for the task) was documented, giving the appearance of ‘doing for’
the client. An example is: “2 hourly trache assessment with inner cannula cleaned on each
occasion, clear thin secretions”. (Task - Tracheostomy management: 22). In this Task —
Doing For category, nurses similarly included little or no documentation of their own
rehabilitative inputs. For example, interaction with or feedback from the client (this could be
verbal or physical), documentation of the nurse providing verbal or physical cues during the
activity, provision of choices proposed, or modification of the individual physical or social

environment.

Patterns of documentation

Once we had coded into these nine categories, we analysed patterns of documentation within
the datasets. Three categories were documented most frequently, they were: (1) Assessment
of the client (32.4%); (2) Tasks, or what nurses were ‘doing for’ the client (27%); and (3)
Documentation Notification (23.1%). The least frequently recorded items were Clinical
rationale (0.5%); Support (1.9%); IPT review or discussion (2.1%); Making
recommendations (3.5%); Coaching (4.6%), and, Education (4.9%). (See Figure 1).
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Figure 1

Coding into the Assessment, Task — Doing for, and Documentation Notification categories
accounted for three quarters of the dataset. In contrast, giving a clinical rationale for an

intervention or decision making was seldom expressed by nurses.

A line of analytic inquiry worthy of note here was the paucity of documentation which
articulated interaction with team members (see Figure 2). When nurses documented
communication with other members of the interprofessional team, it tended to be their
interactions with the medical staff. The nurses documented interaction with the dietician, who
reviewed clients every 1-2 weeks, in as much frequency as their internal, allied-health
colleagues who, arguably, interacted with most or all patients on a daily basis during
weekdays. Nurses also seldom documented their handover to each other, only seven instances
of this were recorded in the complete dataset. Handover occurs two-three times each day, yet

it was nearly invisible in the nurses’ free-text documentation.

Figure 2
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Analysis demonstrated what activities and interventions nurses were most likely to record,
thereby generating an understanding of the cultural pattern of documentation in the study
facility. Findings clearly indicated nurses were more likely to write of assessment activities
and physical tasks, and, whilst documentation of coaching and education activities were less

prevalent. They were unlikely to include clinical rationale within their documentation.

Discussion

This phase of the study sought to understand what nurses in a TBI rehabilitation facility
chose to write. Nurses’ free text documentation provides communication to others of events,
interventions, activities, and progress towards the client’s rehabilitation goals on a shift-by-
shift basis. It is an essential, everyday requirement and the research team sought to
understand what and how rehabilitation nurses chose to document. Our analysis revealed that
nurses documented Assessments and Tasks that they were completing with high frequency
compared to activities of Coaching, Education, or Support. This finding aligns with the
research of Kearney and Lever (2010) who believed that verbal interactions were less likely
to be communicated by rehabilitation nurses. Our research found that the cultural patterns of
documenting interactions as a completed set of tasks, often focused on physical tasks of
input!, output?, and medications. The focus on task completion relayed a pattern of
documentation that was formal and impersonal. On analysis, it was sometimes difficult to
discern if the nurses participated in the interaction, were observing, or simply relaying
another staff member’s communications. For example: “He packed his bags at one point and
tried to unlock the door but he was easily distracted. He settled to bed just before 2100.”
(Behaviour Management: Ref 26). Additionally, this documentation style has the potential to
lessen the visibility of the nursing contribution as it does not qualify the nurse’s inputs,

interaction or analysis.

The most prevalent style of documentation of these nurses was in the third person, where the
nurses tended to not include themselves or their input with their clients. If this data was
analysed as ‘information sharing’ or ‘highlighting an issue’ only, it was coded within the
Documentation Notification category. This relayed information, but in an impersonal style,
because nurses didn’t include their input. Table 1 presents the documentation counts in
categories of Documentation Notification, compared to the entries those where nurses

recorded how they interacted with the client such as Support, Coaching or Education.
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Table 1

Nurses also wrote little of their rationale in decision making or recommendations to other
team members. A lack of clinical rationale within generalist nursing documentation has also
been noted in other research (Blair & Smith, 2012). When rationale is documented, it may
benefit others through collective learning and/or add to the documented knowledge base so
that progress or evaluation of care plans could be conducted. Bunniss & Kelly (2013) found
benefits in shared informal learning within a health organisation, although most of the
examples within the research were spontaneous and synchronous. If clinical rationales were
included more commonly in nurses’ documentation practice, they have the potential to
enhance learning, given the context of 24/7 shift patterns. Crucially for nursing,
documentation of clinical rationales do not require a synchronous team discussion which fits

with shiftwork patterns and shared client responsibilities.

Not only did nurses seldom write recommendations to their allied health colleagues, but there
was also a dearth of documentation of nurse’s discussions with their nursing colleagues. This
led to an invisibility of team decision making within the nursing records. The nurses in our
research were more likely to record their interactions with medical staff than other
rehabilitation team members. This may be due to a culture of ensuring they have reported
concerns from a medico-legal standpoint rather than denoting teamwork within the facility.
When considering nurses’ task-focussed documentation style alongside the disparity in nurses
recording their team interactions, we added to our analysis of nurses’ documentation style as
impersonal-regulatory. Concentrating on their regulatory obligations was a key mechanism
to nurses’ writing style. The absence of documentation relating to interprofessional
collaboration had the effect of constraining communication of their collective contribution as

part of the interprofessional team effort.

The quest for visibility of the nursing role has been examined by many researchers in nursing
generally (Allen, 2015; Lydahl, 2017; McWilliam & Wong, 1994; Sparrow & Draper, 2010)
and specifically within rehabilitation nursing (Pryor, 2001). Lydahl (2017) acknowledged the

implicit work of nursing, highlighting incompleteness in documentation, whilst expressing
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the consequence that the invisible work stays hidden. Drawing on this assumption, in the
present study, it cannot be known whether nurses were simply providing incomplete
documentation of their contribution, or whether certain activities were infrequently carried
out as part of their role. Nonetheless, within critical realism, Bhaskar (1993) and Norrie
(2012) recognise the notion of absence is akin to that of presence. The absence trends in our
datasets were nurse’s interactions with their clients in the areas of coaching, education or
support; decision-making rationales; and nurse’s documentation of their recommendations to
other nurses and the wider team. These categories were recorded in much lower frequency
than other dimensions nurses chose to document. Nurses in this cohort either did not carry out
these activities, or did not consider their documentation as the forum for expressing the value
they added in these areas to rehabilitation. This absence has the potential to keep the nursing
contribution to a client’s rehabilitation journey nebulous. Importantly, documentation of the
nursing contribution in the form of coaching activities, decision-making and
recommendations might serve to raise the nurses’ own awareness of education/coaching’s
importance, by supporting reflection and greater recognition of how these aspects contribute

to client change within interprofessional rehabilitation.

There were examples of ‘presence’ and positive aspects to arise from our research, one of
which was nurses’ documentation that demonstrated a shared language in the dataset. Entries
from different nurses were consistent in their articulation of medication self-administration
procedures and documentation requirements within this domain particularly. There was a
consistent shared meaning and a clarity of their role which implied a collective sense of
identity. Margaret Archer (1995) recognised a differentiation between primary and corporate
agency. The former demonstrates individual understandings, often constrained by structure
and culture, where the latter share a collective vision and common goals. Harnessing shared
language within other intervention areas has potential to empower nursing teams as it would

provide structure for their documentation.

Utilisation of standardised frameworks are seen in rehabilitation nursing with various nursing
process frameworks and classification systems (Classification of Nursing Diagnoses
(NANDA), the Nursing Interventions Classification (NIC), and the Nursing Outcomes
Classification (NOC)). Whilst these are useful in some settings, the emergence of research
from an Australasian context by Blair & Smith (2012) and Murray (2022), may provide

guidance for free-text shift reporting which also fits our Australasian context. Both of these
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articles impart implementation advice, and Murray also gives an exemplar of free-text

documentation using his mnemonic.

Development — recommendations and further research

There were a number of recommendations deriving from this research, both to the facility
itself and the wider rehabilitation nursing sector. Those that relate to the information

presented in this paper are presented here:

e Ensure documentation practice is discussed and exemplars of free text documentation
are provided, in particular when nurses first join the facility (including documentation
of coaching and education activities).

e Require nurses to document their full interaction with, support of, and analysis of,
client responses to interventions.

e Provision of documentation exemplars within rehabilitation nursing textbooks and

standards documents.

The retrospective audit of documentation reported in this paper did not validate what nurses
were actually doing in relation to what they recorded. The next phase in our research
interviewed nurses about their decision making relating to what they chose to document.
Whilst some coaching, education and support activities were recorded we wondered if that
was the extent of that work, or if was under-reported or just undervalued. Questions such as

these were included in the interviews with nurses in our subsequent research phase.

Future research could include an observational study of ‘nursing work’, particularly focused
on coaching, education and support activities to quantify the extent of that work. We also
recommend further research relating to rehabilitation nursing documentation frameworks and

shared language.

Conclusion

Our research sought to understand the nature of nurses’ documentation within an inpatient
TBI rehabilitation unit. This is important as it provides information about what rehabilitation
nurses choose to document within this specific contextual environment and considers
documentation completeness and activities that are absent. Within our research, nurses
predominantly wrote in a task focused style, documenting activities of coaching, education

and support with lesser frequency. Nurses did not often include their clinical rationale or
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recommendations to other team members. If there are absences in documentation practice,
such as those listed here, and nurses are not adequately communicating their contribution,
then their input can never be truly evaluated, let alone measured within the journey of the

client.

In our research there were also instances of shared language evident, for example, the
medication self-administration assessment and interventions. Enhancing collective practice
through developing shared language has great potential to support a more complete record.
This will assist with increasing the visibility of the of rehabilitation nurses’ contribution, so
interprofessional teamwork and collaborative practice support the client’s rehabilitation

journey.
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