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Abstract

Objectives: To know the opinion of nurses report on the realization of nursing report at hospital discharge.
Methods: A sociological study - exploratory and cross-sectional incidental in a convenience sample of 400
nurses in the hospitals of the Region of Murcia (Spain), by applying a questionnaire.

Results: Significant associations between the variable unit of work and writing of the paper (p= 0.000) and
continuing education about it (p= 0.027) was obtained. The same applies to the health center variable (p=
0.001) and higher academic education (p = 0.049).

Conclusions: The nurses say they are not prepared either theoretically or methodologically, to tackle the
writing of the Nursing report at hospital discharge.

Resumo

Objetivo: Conhecer a opinido dos enfermeiros sobre a realizagdo do Relatério de Enfermagem na alta
hospitalar.

Métodos: Um estudo sociologico-exploratdrio e transversal incidental em uma amostra de conveniéncia de
400 enfermeiros em hospitais na Regido de Mdrcia (Espanha) através da aplicagdo de um questionario.
Resultados: Foram encontradas associacdes significativas entre as varidveis unidade de trabalho e redacéo
do relatorio de enfermagem (p= 0,000) e entre educacdo continuada sobre este (p= 0,027). 0 mesmo se
aplicou as variaveis centro de saude (p= 0,001) e educagdo universitaria (p = 0,049).

Conclusdo: Os enfermeiros afirmam ndo estarem preparados teoricamente nem metodologicamente para
enfrentar a redagéo do Relatorio de Enfermagem na alta hospitalar.
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Introduction

All steps of the Nursing Process (Assessment, Nurs-
ing Diagnosis, Planning, Implementation and Eval-
uation) should be integrated into the patient record
system allowing communication between profes-
sionals of the healthcare team. The journal of nurs-
ing care to patients is an essential task both to pro-
vide adequate sanitary quality for the development
of the profession.”)

Records of Nursing can be defined as “the
supporting documentation where all information
about nursing activity regarding a particular person
in their valuation is collecting, treatment received
and evolution.”? In addition to serving as a doc-
umentary record, may used for the benefit of the
health center and staff, as well as defending against
a legal action and an evaluation system for the man-
agement of nursing care.

The registration of nursing practice in the clini-
cal history of the patient involves a continuous up-
date of the methodological and theoretical knowl-
edge of the profession, and exchange of standard-
ized information to all. Please ensure the planning
and allocation of care through standardized taxono-
mies of NANDA, NIC and NOC diagnostics, and
facilitate the application of nursing process in all its
stages. Therefore, it can be an effective way to in-
fluence nursing practice, however, remains deficient
and scarce.”)

Among the various records that manage nurses in-
clude the newest, known as nursing discharge report
or, more recently, the Report of Continuing Care.

The Report of the High Nursing is the docu-
ment developed and written by the nurse at dis-
charge, who has attended the patient during hos-
pitalization.”’ Includes the fundamentals of nurs-
ing process for patient admission,” ensures the
continuity of care,®” facilitates the monitoring of
patients® and clarifies the role of the nurse in the
population it serves.”” Another definition describes
it as “the document closes the care process nurse
initiated upon patient admission to a hospital, since
communicating information about said patient
between the two levels of support to our existing

health care system.”!?
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The significance of this report is determined
from the General Health Law of 1986 established
healthcare in Spain on two interconnected levels
of care: primary care (as a gateway for users to the
system) and Care (as support and complement the
primary care still needed for those processes whose
complexity requires).’” Since then, the continuity
of care between the two levels has continued to be
one of the main challenges that the various health
services are being routinely face, with results so
far quite discreet. Specific strategies proposed by
experts we find nursing jobs report as a means of
intercommunication, along with the creation of
professionals as the liaison nurse, also called home
nurse management, nurse or Nurse case manager
continuity, framed in case management programs.
4D Ts the figure responsible for ensuring continuity
of care, both among the various segments (medical,
social services, other nurses, ...) and levels of sup-
port, therefore we can say that makes agent when
the patient requires social and health services.!?

These circumstances influence directly the fact
that nursing in Spain is a European leader since the
70s of last century, which encourages managers to
investigate the contents nurses, applications and
training with professional on document in order to
further develop the discipline.

It is therefore necessary to analyze the initial
confrontation of clinical nurses in hospitals of the
Region of Murcia to the immediate implementation
of the realization of the Nursing report at hospital
discharge. The goals we set in this paper are initially
know their professional opinion (editorial, appro-
priateness and patient safety) and focus on identi-
fying what the barriers they will encounter health
managers when the time comes are work with the
document (training, workloads, lack of time and
professional relationships with other health groups).

Methods

We present a descriptive study - incidental to ex-
ploratory and cross-sectional approach. Performing
first phase of literature review and subsequent field
study, in which an analysis of qualitative and quan-



titative variables using validated by nature hospitals
under study adapted to the sample after analysis us-
ing pretest questionnaire was performed.

The study population constitutes nurses Spe-
cialized Care in the Region of Murcia, located in
hospitals in nine areas of health CCAA Murcia (Ta-
ble 1). The sample was randomly selected among
the professionals of the 9 hospitals in the Region of
Murcia, belonging to 9 health areas of the region
selected for the study.

The final questionnaire was developed after
a mandatory completion of a pilot, during the
month of June 2010 with a sample of 100 pretest
to nine hospitals in the region, and based on the
contents methodology used in the SELENE plat-
form based on the Patterns Gordon." Methods
and tools used in all hospitals in the region of Mur-
cia for the completion of the medical record and
nursing and care management. Once collected and
analyzed, the final model questionnaire, adapted
to the subject target population of our study was
designed. The final version includes 46 numerical
questions, Likert scale or nominal dichotomous re-
sponse (yes / no), divided into blocks that include
occupational, sociodemographic questions college /
continuing education and 4 specific questions relat-
ed to knowledge and use of language professional
standard, object of study of this work.

The sample size calculation was performed with
the program GRANMO, with a confidence lev-
el of 95%, giving a final sample of 400 question-
naires. 530 questionnaires were distributed along
with a presentation of the study generally, during

Table 1. Studied hospitals and number of nurses surveyed
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the months of November and December 2010 and
January 2011, including nine hospitals in the rele-
vant areas of health in the Region of Murcia. Along
with a presentation of the study questionnaire was
attached in general, ensuring at all times the confi-
dentiality and anonymity of the data collected, and
counting with the collaboration of professionals
from the center, responsible for each of the units.
Inclusion criteria: nurse active in the centers stud-
ied at the time of research and welfare functions.
Exclusion criteria: nurses who were not active at
the time of completing the questionnaire. Variables
under study: demographic and socio independent
variables, and application dependent variables mea-
suring dimensions that allow us the scope of study
objectives: the nurse in relation to the Report to the
Upper view of Nursing and the potential difficulties
implantation.

For the descriptive analysis, measures of central
tendency and frequency percentage was used. The
association of quantitative variables was performed
using Student t, Chi square used for the measure-
ment of qualitative variables. Univariate and mul-
tivariate analyzes were performed, adjusting the
model for length of job.

Using the statistical software package SPSS
(Statistical Package for Social Sciences) version
19.0 for Windows, and the creation of a database
of our variables, was performed the statistical anal-
ysis thereof.

The development of this study met national and
international standards of ethics in research involv-
ing human subjects.

Surveys null (not answered

Health areas/Murcia Hospitals Surveys correctly, or not returned) Nurses surveyed
I: Murcia/Oeste Hospital Virgen de la Arrixaca 180 62 118
II: Cartagena Hospital Santa Marfa del Rosell 40 18 22
III: Lorca Hospital Rafael Méndez 40 21 19
IV: Noroeste Hospital Comarcal del Noroeste 40 5) 35
V: Altiplano Hospital Virgen del Castillo (Caravaca de la Cruz) 40 0 40
VI: Vega Media del Segura Hospital General Universitario Morales Meseguer 50 0 50
VII: Murcia/Este Hospital General Universitario Reina Sofia 50 0 50
VIII: Mar Menor Hospital Los Arcos 50 18 32
IX: Vega Alta del Segura Hospital de la Vega Lorenzo Guirao (Cieza) 40 6 34

Total 530 130 400
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Results

In terms of “socio-demographic and socio data”,
the age of nurseys respondents between 25 and 61
years, with a mean age of 37.24 years. There is a pre-
dominance of females (76.8%) compared to men
(23.2%).

The flagship service is the internal medicine
unit with 30.3% (n = 121), followed by surgical
units with 24.8% (n = 99), appearing last outpa-
tients with 0, 5% (n = 2).

Regarding the variable workload 64.8% (n =
259) of the nurses considered not adequate nurse
staffing in the service where they work.

The set of questions related to the professional
opinion regarding the conduct of a Report of Nurs-
ing at Hospital reveals firstly that 71.8% (n = 287)
of nurses surveyed expressed “agree” with preparing
the Nursing report at hospital discharge and allows
the continuity of patient care for 89.8% (n = 359)
of the surveyed sample. Moreover, its performance
would influence better patient monitoring by nurs-
es, nurses for future interventions in 92% of cases.
When the patient is discharged by your physician,
56.5% of professionals (n = 226), says writing it,
stating, however, not to draw up a 74.8% (n = 299)
of nurses surveyed when a patient is transferred to
another department within the same hospital.

In relation to whether once drafted, if delivery
or on paper, 42.3% (n = 169) of respondents state
that they deliver the patient or his family and does
not deliver 27.8 % (n=111). A 30% (n = 120) did
not answer.

Regarding the demonstration of academic level
in the document, for 60% (n = 240) of the profes-
sionals surveyed report the realization of Nursing
report at hospital discharge serves to highlight the
current academic level of nursing. And 89% (n =
356) considered as an indicator of patient safety
with which avoid future complications and ad-
verse effects.

Comparison of distributions made by Chi-
Square test shows significant differences between
variable, review the Nursing report, and the unit of
work (X2 = 50.145; p = 0.012), and also with the
ratio nurse / patient (X2 = 17.142; p = 0.000).
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The block of questions focused on aspects that
hinder the implementation of the Report of Nurs-
ing discharge in the Region of Murcia, first shows
that 68.8% of respondents believed that profession-
als need specific training on the Nursing report.

Loads of work in hospital units hamper the
completion of a high nurse to report 81% (n =
324), and 86% of the sample consider difficulty
completing the document if you subtract time for
the rest nursing activities in his shift.

The relationship between the nursing and other
health professionals would be an inconvenience for
the report, as manifested by the nurses. The profes-
sional relationship between the nurse and the doc-
tor would not affect 69% (n = 276), or be impeded
by the professional relationship with the nursing as-
sistants, 92% of cases (n = 368) or with other health
professionals (social workers and physiotherapists)
in 82.8% (n = 331) of respondents.

Also found statistically significant differences by
Chi-Square between the “training in the Report”
and the work unit (x2 = 27.282; p = 0.027), and
between temporary difficulty completing the docu-
ment and the unit work (2 = 42.666; p = 0.000).
The establishment of the crossing of the variables
age group and the difficulty of writing the report
of the High Nursing shows that 82.8% of profes-
sionals recognized that would be hard to make the
report, especially those with who ranged in age be-
tween 21 and 34 years (88.3%).

Discussion

The results of our study we have known professional
opinion and bias on the applicability of this docu-
ment monitoring and care feedback. Local studies in
different areas of health including health systems in
various Spanish (Spanish Valencian Health Service,
Spanish Cantabrian Health Service, etc.). Similar
results are also obtained. Over 90% of respondents
always considers its development is necessary before
a small percentage who denies and also usually co-
incides with seasoned professionals in their jobs.!”
Similar figures are reflected when considering their
usefulness and relevance, and also that 24% of pro-



fessionals express agreement be in order, a finding
consistent with the several difficulties reported in
the literature "' when directions of Infirmary de-
cided to begin mandatory this document.

Another point to note is that in units where
there is a disproportionate nurse / patient ratio, the
professionals do not write the Nursing report. Be-
ing on the other hand the ICU, the service where
they are experimenting with the content, format
and document models."®

It is important that patient safety indicators re-
quired to follow good practice among those who
are “reasoned the existence of standards for nursing
staffing”” and this is not being met, as revealed by
our data.

Continuity of care in the Murcia region reaches
its maximum level with the launch of the “Single
Management”, starting January 2010. Consider pa-
tient care as a longitudinal process without com-
partments and an integrated healthcare provision is
defined by the disappearance of the barriers hith-
erto existing between primary care and specialized
care.?? The pilot began in the areas of health Yecla
Murcia towns first, and Lorca later, coming soon
to other areas health of the Region of Murcia. That
same year he succeeded in passing the Royal Decree
1093/2010, of September 3, wherein the minimum
set of data from clinical reports in the NHS and in
which dutifully develops the Care Report defined
Nursing through its Annex VII.?)

Since June 2012 the Spanish Health System
assumes that the quality of care involves the ap-
propriate use of resources and technologies, and to
ensure sustainability, security, continuity of care,
equity and social participation, managers have fo-
cused their strategy in Addressing the chronicity.*?
This measure is justified by the changing needs of
health and social care that cause aging population,
increasing becoming chronic health conditions and
limitations in activity in today’s society.

The Region of Murcia is in the process of im-
plementation of the document at the regional level
to soon have it spread across the country, and each
area of Health uses its own document model. For it
is essential that the collective nurse initially made
the report to all patients seen at hospital discharge,
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and not just focus on completing it in those pa-
tients in certain chronic medical conditions. This
mistake can have negative consequences on the de-
velopment of clinical management nurse. One of
the first we met, is already the name by which we
mean the document. Its nomenclature continues
at this time without being widespread. Following
the literature review, we met with various denomi-
nations of the paper, referring to him as Report of
care at discharge, discharge report nursing assess-
ment report discharge nursing registration nursing
discharge the patient, report recommendations to
nursing discharge report or Continuity of Care
(ICC). Opt instead for CHF Nursing Report High
may suppose ourselves to confusion if we seek to
develop the profession.

The next element to improve and standardize its
structure, research topics for subsequent research.

Conclusion

The nursing profession in the Region of Murcia
manifested not be prepared either theoretically or
methodologically to complete the Nursing report at
hospital discharge recognizing that requires specific
training to deal with the registration of care in the
document. Furthermore, the identified variables
that directly impede the realization of the report
have been the health center, hospital unit where the
daily work and university academic training nurses

have developed.
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