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In search of details of patient teaching in nursing documentation — an analysis of
patient records in a medical ward in Sweden

Aim. The aim of this study was to identify terms and expressions indicating patients’
need for knowledge and understanding, as well as nurses’ teaching interventions, as
documented in nursing records.

Background. Previous international studies have shown that nursing documentation
is often deficient in terms of recording patient teaching.

Methods. Patient records (N = 35) were collected in a general medical ward in a
hospital in Sweden. The data contain 206 days of nursing documentation. The
records were analysed with regard to content and structure. Terms and expressions
indicating patients’ need for knowledge and understanding and terms and expres-
sions indicating nurses’ teaching activities were analysed.

Results. The results showed that patients’ need for knowledge is implicitly indicated
by conceptions and experiences as well as questions. Furthermore, nurses’ implicit
teaching interventions consist of information, motivating conversations, explana-
tions, instructions and setting expectations. However, the content and structure of
the pedagogical activities in the patient records are fragmented and vague.
Relevance to clinical practice. Efforts must be directed towards elaborating upon the
above-mentioned terms and expressions as indications of patients’ need for know-
ledge and nurses’ teaching interventions. Moreover, these terms and expressions

must be recognized and acknowledged.

Key words: need for knowledge, nursing, nursing documentation, patient education,

patient records, teaching intervention

documented in patient records (Ehnfors & Smedby 1993,

Introduction Casey 19935, Hale et al. 1997, Turner et al. 1999, Ehrenberg
Patient teaching is considered to be a regular nursing activity et al. 2001, Marcum et al. 2002, Karkkainen & Eriksson
(Redman 1993, Falvo 1994, Coates 1999). However, a 2003). In Sweden, nurses are obliged by law to record care
number of studies reveal that patient teaching is not properly (SES 1985, SOSES 1993), of which teaching activities are
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regarded as a component. Considerable research efforts have
been devoted to documentation at a general level (Ehnfors
et al. 1991, Ehrenberg et al. 1996), nurses’ views of
documenting nursing care in specific settings (Martin et al.
1999, Bjorvell et al. 2003) and documentation pertaining to
specific patient groups (Ekman & Ehrenberg 2002, Idvall &
Ehrenberg 2002). There are also a number of studies that
reveal inconsistencies between documentation and patients’
experiences of their condition and nursing care (Adamsen &
Tewes 2000, Cadd et al. 2000, Ekman & Ehrenberg 2002).
These studies demonstrate that patients’ preferences are not
always mentioned in the documentation. Furthermore, a
discrepancy has been found between nurses’ experiences of
the care provided and the documentation (Hale ez al. 1997,
Adamsen & Tewes 2000, Idvall & Ehrenberg 2002).
According to these studies, patients’ problems tend to be
under-reported in nursing records. Karkkainen and Eriksson
(2003) stated that patients’ need for knowledge tends to be
underestimated in nursing documentation. Given the fact that
nursing documentation should realistically reflect the care
provided as well as promoting individualized nursing care,
patient safety and continuity of care, it is necessary to
examine the documentation of patient teaching. In conclu-
sion, there seems to be a lack of knowledge about how to

express patient teaching in nursing documentation.

Patient teaching in theory and practice

To create an understanding of the documentation of patient
teaching, the concept of ‘patient teaching’ must be elucidated
to provide a conclusive definition, as several definitions exist
(Coates 1999). It should be noted that different terms are
used synonymously, such as ‘teaching’, ‘instructions’ and
‘education’ (Falvo 1994). However, the term ‘education’ is
often used in a comprehensive sense. Embedded in these
definitions are paradigmatic assumptions that influence
teaching activities. For example, Redman’s (1993, p. 10)
definition of patient education reveals a focus on behavioural
and cognitive aspects: ‘the deliberative process of creating
behavioural and cognitive change in patients’. In another
definition (Coutts & Hardy 1992, p. 47), patient teaching is
described more comprehensively as the process of helping or
enabling a patient to learn. When exploring nurses’ docu-
mentation of teaching activities, it is important to note that
informal (spontaneous) activities occur in addition to formal
(planned) teaching activities (Milazzo 1980, Gregor 2001,
Barber-Parker 2002). The major part of patient education
research concerns formal teaching. Theories such as the self-
efficacy theory, which refers to an individual’s belief about
his/her ability to perform well (Bandura 1977) and the Health

Analysis of patient records in a medical ward

Belief Model (Janz & Becker 1984), which concerns patients’
perceived susceptibility and the perceived severity of their
condition, are often used as theoretical guidelines in educa-
tion programmes.

Everyday nursing duties mainly consist of teaching activ-
ities of an informal nature (Gregor 2001). However, with a
few exceptions, informal teaching has been poorly studied.
To identify patient teaching, Gregor (2001) investigated the
interaction between patients and nurses in a surgical ward in
Canada. Six different types of interaction constituting patient
teaching emerged: questions, explanations, information,
instructions, setting expectations and demonstrating correct
modes of conduct. In another study (Friberg 2001), observa-
tions of nurse-patient encounters in a medical ward in
Sweden were studied to describe informal patient teaching.
Based on the field notes, the following teaching strategies,
used by nurses, were identified: observing patients’ actions
and words, asking questions and waiting for the patient to
ask questions, providing information, demonstrating modes
of conduct, providing explanations, exhorting and giving
reasons. The results of Friberg (2001) and Gregor (2001)
show similarities concerning strategies used by nurses in
teaching situations.

Furthermore, Friberg (2001) identified strategies used by
patients for seeking knowledge and gaining understanding,
such as observing nurses’ words and actions, asking direct
(explicit) or indirect (implicit) questions, seeking confirma-
tion of previous experiences and conceptions and interpreting
their own bodily expressions to understand the disease and its
consequences. Moreover, patients asked other persons as a
means of acquiring knowledge and understanding about their
condition. Finally, they also searched for information in
specialized literature pertaining to their disease. These
strategies reveal something about patients’ attempts to create
knowledge in everyday nursing situations.

As the situation to be documented is a part of everyday
nursing practice, it is necessary to clarify the meaning of an
informal or spontaneous situation. An informal teaching
situation originates in an encounter between nurse and
patient, where the patient starts a conversation with the
intention of obtaining knowledge about the illness or disease
and/or its consequences for his/her present situation or life
circumstances. The nurse can also initiate an informal
teaching situation by making a comment with the purpose
of increasing the patient’s knowledge about his/her illness or
disease and/or its consequences for the present situation or
life circumstances. In the present study, the concept of patient
teaching is used in a comprehensive sense and refers to a
situation that enables learning and includes both informal

and formal teaching activities.
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However, it is difficult to recognize patient teaching in
nursing documentation. In this study, the strategies used by
nurses in teaching situations (see Friberg 2001, Gregor 2001)
can serve as a guide in the search for evidence of teaching
interventions in nursing documentation. In the same way,
Friberg’s (2001) findings concerning patients’ strategies for
seeking knowledge and understanding can guide the search
for such documentary evidence. It is assumed that, to obtain a
basis for decisions about appropriate educational interven-
tions, the patients’ need for knowledge must be assessed.
Thus, a structure that fits into the nursing process is necessary
(Yura & Walsh 1988).

Aim
The aim of this study was to identify terms and expressions
indicating patients’ need for knowledge and understanding as

well as nurses’ teaching interventions as documented in

nursing records.

Methods

Context and data collection

Patient records were collected from 35 patients (22 women
and 13 men, between 35 and 84 years of age) during a
fieldwork study on informal patient teaching in a general
medical ward (Friberg 2001). In total, the data contain
206 days (one day was counted as 24 hours) of nursing
documentation. The reasons for admission to the ward were
various problems such as heart failure, liver disease, gastro-
intestinal diseases, kidney disease, asthma and stroke. The
number of days in hospital ranged from 2-23-5 (mean
59 days). The data were analysed between September 2003
and April 2004 by the first and second authors.

The collected nursing documentation was organized in
accordance with the VIPS model, a model for nursing

documentation in patient records that is commonly used in

Sweden and has been used in other European countries
(Ehnfors et al. 1991, Ehrenberg et al. 1996). VIPS is an
acronym for the Swedish spelling of four key concepts: well-
being, integrity, prevention and safety. The model consists of
keywords on two levels. The first level follows the structure
of the nursing process model with the key words: nursing
history, nursing status, nursing diagnosis, goal, nursing
intervention, nursing outcome and nursing discharge notes.
The second level of key words consists of specific terms
related to nursing history (examples of key words are Reason
for contact/Admission, Health history/Care experience, Cur-
rent care), nursing status (examples of key words are
Communication, Cognition/Development) and nursing inter-
vention (examples of key words are Participation, Informa-
tion/Education, Support). Accordingly, some second level key
words related to nursing status and nursing intervention have
pedagogical meaning. When the expression ‘nursing status’ is
used in the study, we refer to the first order key word as
‘patient’s health situation and condition that influence the
present nursing care at the time of contact and continuing
throughout the care episode’ (Ehrenberg et al. 1996). We
assume that, if the nursing process is followed, patients’ need
for knowledge should be documented under the heading
‘nursing status’ and nurses’ teaching interventions — under the

heading ‘nursing interventions’.

Data analysis

The analysis of the documentation was divided into two
parts: content and structure analysis.

Analysis of content

The analysis of content of the documentation was guided
by a protocol (Table 1) based on the empirical findings
of Friberg (2001) and Gregor (2001). The protocol consists
of two essential aspects concerning the documentation of
patient teaching; a description of patients’ need for know-
ledge and a description of nurses’ teaching interventions.

Table 1 Protocol used to guide the analysis of the content of the documentation

So as to identify patients’ need for knowledge, the documentation contains notes about:

So as to identify nurses’ teaching
interventions, the documentation
contains notes about:

e Patients posing implicit (embedded) or explicit (clearly formulated) questions
e Patients’ experiences or conceptions of the illness, health situation, etc.

o Nurses posing questions
e Nurses providing information

o Patients interpreting bodily expressions so as to understand the disease and its e Nurses providing explanations

consequences
o Patients asking persons other than the nurse
e Patients reading relevant literature, consulting the Internet, etc.

e Nurses setting expectations
e Nurses exhibiting a mode of conduct
o Nurses giving reasons
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The strategies used in everyday nursing practice can,
therefore, guide the search for details in nursing docu-
mentation. Thus, the protocol was used as a screen or
guide in the search for references to patient teaching in the
documentation.

During the analysis, all patient records were read to gain an
in-depth understanding of the content. After the first reading,
the recorded content was studied for the purpose of identi-
fying terms and expressions based on the following questions:
what terms and expressions of pedagogical relevance con-
cerning patients’ need for knowledge and understanding
appear in the records? What terms and expressions of
pedagogical relevance concerning teaching interventions are
employed in the records? The term ‘pedagogy’ is used as a
comprehensive expression for teaching and learning activities
in nursing situations (Van Manen 1991). ‘Pedagogical rele-
vance’ is understood as content related to the areas described
in the protocol (see Table 1). Both clear expressions (manifest
content) and those that required interpretation (latent con-
tent) were identified and listed (Graneheim & Lundman
2004). Thereafter, different areas connected to patients’
needs for knowledge and nurses’ teaching interventions were

formulated.

Analysis of structure

A spreadsheet was designed to obtain an overview of the

structure of the documentation. Patient record numbers were

noted on the horizontal axis and keywords from the VIPS

model (nursing history, status, diagnosis, goals, interventions,

outcome and discharge notes) on the vertical axis. The con-

tent of the records of pedagogical relevance was organized in

accordance with the structure of the spreadsheet. A protocol

developed by Ehnfors and Smedby (1993) based on the steps

of the nursing process was used (see also Idvall & Ehrenberg

2002, p. 736-737) to analyse the clarity of structure of the

documentation in terms of patients’ need for knowledge and

nurses’ teaching interventions. The protocol consists of the

following five levels:

1 The problem is described or interventions planned or have
been implemented.

2 The problem is described and interventions are planned or
have been implemented.

3 The problem is described and interventions are planned or
have been implemented. The nursing outcome is noted.

4 The problem is described, interventions are planned and
have been implemented. The nursing outcome is noted.

5 All steps that form a part of the nursing process are
recorded (including nursing history, diagnosis, goals and
discharge notes). There is an adequate description of the

problem.

Analysis of patient records in a medical ward

Each identified item of pedagogical relevance was explored
following the levels described above.

The study was approved by the Research Ethics Committee
at the Faculty of Medicine, Géteborg University, Sweden.
Permission to access the nursing records was obtained from
the patients concerned and the medical director of the
department. All personal details were removed to ensure
that the patients could not be identified, thus guaranteeing
confidentiality.

Results

Areas identified indicating patients’ need for knowledge,
areas identified indicating nurses’ teaching interventions and
the structure of the documentation are presented in the

results.

Areas identified that indicate patients’ need for knowledge

Three areas that indicate patients’ need for knowledge were
identified in the documentation:

e Patients’ questions

e Patients’ conceptions

e Experiences of bodily changes

Patients’ questions

Patients’ questions are noted on 12 occasions in the
documentation and originated from 12 different patients,
(Table 2). Notes about patients’ questions concern planned
treatments, medication, medical examinations and tests of
different kinds. Other questions concern the patient’s
future. The questions can have an explicit character, e.g.:

The patient shows a bruise of 2 X 2 cm on her right underarm and

asks if it was caused by the medication. (record 21)

Table 2 Number of occurrences of areas of pedagogical relevance in
relation to time of day

Daytime Evenings Nighttime Total
Patients’ questions 8 2 2 12
Patients’ conceptions N S 1 11
Patients’ experiences of 3 3 1 7
bodily changes
Nurses’ information 11 4 0 15
Nurses motivating N 0 0 N
conversation
Nurses’ explanations 0 2 3 N
Nurses’ instructions 1 1 3
Nurses setting 1 2 0 3
expectations
Total 34 19 8
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Here, the term ‘ask’ was used by the nurse. Another term
used in the documentation was ‘wonder’. Questions can also

have a more implicit character such as the following:
Weeps and worries about the future. (record 27)

The expression ‘weeps and worries about the future’ indicates
a conversation about what will happen after discharge from
hospital. However, the conversation is not documented. In
this record the intervention consisted of the administration of
sedative medication and ‘a short chat’. The intervention was
evaluated as having a ‘beneficial effect’. Implicit questions
occurred on four occasions during the 206 days. It is worth
noting that two implicit questions occurred during the night.
On three occasions, administration of sedative medication
was recorded as a nursing intervention. On two other

occasions, questions from the patients’ relatives were noted.

Patients’ conceptions

Entries in the documentation about patients’ conceptions were
identified on 11 occasions during the 206 days and concerned
nine patients (Table 2). In one patient record, conceptions
about the same problem, ‘diarrhoea’, were noted on two sep-
arate occasions, without any intervention being suggested. A
conception is understood as something the patient believes or
thinks about his/her illness, treatment, medication or health
status. The term ‘conception’ is not used in the documentation.
Instead terms such as ‘think’, ‘believe’ and ‘do not believe’ are
used to describe the patient’s perspective. The patient referred
to below was examined for liver problems and also had an
undefined pain in one knee. The documentation states:

The patient is very concerned about her knee and believes that the
pain is due to a leakage of bile. ‘If the pain in my knee goes away, I
will not require any pain relieving medication, and as a result my liver

will get better’. (record 3)

The patient’s conception ‘that the pain is due to leakage of
bile’ is not commented on by the nurse. Interestingly, a quote
is used to record the patient’s words. However, the patient’s
argumentation is documented without further comment.

Another example follows:

An attempt to do a lumbar puncture, the patient refuses to co-
operate, he does not think that he is suffering from meningitis, he

says that he has a urinary tract infection. (record 2)

These conceptions seem to be recorded because the nurses
wish to highlight specific problems related to the patient’s
attitude. On two occasions, the conceptions are followed by
interventions where the nurse administers medication. Inter-
vention in the form of an ‘explanation’ was only provided on

one occasion.

Experiences of bodily changes

There are seven notes about patients’ comments on experi-
ences of bodily changes (Table 2) from seven different
patients. The notes concern patients’ comments on the reac-
tion of their body to the disease, medication or treatment. In
the following extract, documented in the evening time, a
patient was undergoing treatment for a serious form of liver

disease, and a liver transplantation was under consideration.

The patient seems to be happy and content, is watching TV and has
asked to be weighed, 563 kg. The patient thinks that his legs are less

swollen now. (record 4)

The nurse seems to relate the weight to the patient’s
comments on the decrease in swelling. The documentation
does not reveal anything about the nurse’s standpoint or the
reason for the patient’s request to be weighed. Another
example:

The patient becomes frightened when she looks in the mirror and

recognizes the Brillen Heamatoema. (record 11)

The experiences documented reveal something about the
patient’s interpretations of bodily changes. The notes were
followed by interventions in terms of medication on two
occasions, by ‘moral support’ on one occasion and by

checking the pulse rate on yet another occasion.

Areas identified indicating nurses’ teaching interventions

Five areas were identified in the documentation indicating
teaching interventions:

¢ Information

e Motivating conversations

e Explanations

e Instructions

e Setting expectations

Information

Notes about nurses provision of information were identi-
fied on 15 occasions during the 206 days and concerned
eight patients (Table 2). The term ‘information’ is used in
all these notes. Information in the sense of conveying a
message to the patient occurs on six occasions. These
messages usually concern treatments, tests and planned
examinations, e.g.:

The patient is informed about the need to collect urine over a 24-hour

period (record 29)

The term ‘information’ is also used on two occasions as a
reminder about something that the nurses might otherwise

forget, e.g.:
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Inform the occupational therapist tomorrow. (record 4)

Yet another example is documentation on the distribution of
written information in the form of leaflets. Comments on
physicians’ informative actions are noted on six occasions.
One example is as follows:

Dr. NN had informed the patient about different alternative
treatments. The patient was to think it over (treatment A or B)

during the weekend. (record 6)
After the weekend the following was documented:

The patient has now returned. Everything went well at home. The
patient is in favour of treatment A, but has not yet reached a
decision. The patient will discuss this matter with Dr. NN again.
(record 6)

This note is the only one in the documented data that reveals
an explicit intention to seek the patient’s informed decision.
Furthermore, there is one note about information to relatives.

No documentation on nursing outcomes exists.

Motivating conversations

Motivating conversations concern treatments, medication
and patients’ experiences of bodily changes. A motivating
conversation was identified on five occasions (see Table 2).
Three of the five entries concern physicians holding motiva-

ting conversations with patients, e.g.:

Dr NN discusses a possible intrapleural catheter. The patient wants

to think about it. (record 5)

The other notes consist of vaguely formulated phrases by
which the nurse explains the reason behind the planned
interventions or other aspects relevant to the patient.

I talked to the patient for a while. (record 4)

I sat down and talked to the patient. (record 21)
In one case, more definite terms are used:
The patient needs motivation and encouragement. (record 11)

The following was noted in another patient record under the
heading of nursing status:

The patient asks for a sedative. She wants it because she considers
that she has had a hard time since this morning and is irritated about

things she does not want to discuss now. (record 4)
Under the heading of nursing intervention:

I tried to talk to the patient for a while. However, she was not
satisfied with that and therefore she is given sedative medication.
(record 4)

Analysis of patient records in a medical ward

The documentation does not reveal what ‘talk’, means.
Furthermore, the note ‘she is not satisfied’ implies that the
patient said something, which is not included in the note.
However, it shows that the nurse devoted time to the patient.
In total, nursing outcome was noted on two occasions; one
concerning the effects of medication and the other dealing
with the effects of a conversation with the physician.

Explanations

Explanations occur on five occasions in the documentation
and involve four patients (Table 2). The term ‘explanation’ is
used in the notes to explain treatment and doses of medica-
tion. In the following example, a patient is angry because she
has not been allowed to rinse her mouth with juice. The
notation reads:

I tried to explain why I (the nurse) refused to give her (the patient)

juice when she (the patient) is starving. (record 4)

Possible reasons for refusing the patient juice are not
documented, and the patient’s knowledge needs are not
identified. Another example: under the heading of nursing

status, the following was noted:

The patient is unable to sleep. He accepts that he cannot have more
sleeping pills. The patient is afraid that lack of sleep may have serious

consequences. (record 17)

Under the heading of nursing intervention:

I explain to the patient that a sleepless night is not harmful.
Under the heading of evaluation:

Is satisfied with this.

In this example, the explanation was documented as an
intervention and evaluated. Nursing outcomes are noted in
four of the five entries, e.g. ‘the patient is still angry’ and ‘the
patient fell asleep’.

Instructions

Instructions are related to the nurse’s aim to help the patient
to manage practical tasks. There are three notes in the
documentation dealing with planned instructions concerning
three patients (Table 2). Two examples follow:

Instructions about the Pariboy technique (breathing help). (record 25)

We will start training him to inject himself.(record 6)

The term ‘instruction’ is used once. The notes are docu-
mented under the heading of ‘nursing status’ but not followed
by further comment under the heading of ‘nursing interven-

tions’. No nursing outcomes are noted.
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Setting expectations

There are three notations in the documentation
concerning setting expectations in terms of exhortation or
advice to a patient involving three patients (Table 2). One
note concerns advice to ‘drink more’ while, in another, the
patient is advised to stay in bed because of dizziness.
The note below deals with a patient suffering from diar-

rhoea:

The patient did not receive any diet restrictions from the emergency
ward. [ advised the patient to fast, because eating immediately results

in diarrhoea. (record 24)

It is worth noting that the note is documented under the
heading of ‘nursing status’, thus not as an intervention. No

nursing outcome is noted.

The structure of the documentation

Eight patient records contain no details of pedagogical
relevance whatsoever. Although details of pedagogical
relevance were identified in 27 of the 35 records, the
analysis reveals that neither patients’ need for knowledge
nor teaching interventions were documented in a struc-
tured way. However, fragmented indications of patients’
need for knowledge occur in the form of conceptions,
questions and comments on their experiences of bodily
changes. Terms and expressions indicating teaching inter-
ventions, such as information, motivating conversations,
explanations, instructions and setting expectations, are
recorded without being linked to a clear identification of
patients’ need for knowledge. Thus, according to the
protocol developed by Ehnfors and Smedby (1993), in
most cases the structure of the documentation corresponds
to level one.

Another problem that was identified is the unclearness
concerning the difference between ‘nursing status’ and
‘nursing intervention’. Interventions of pedagogical rele-
vance, for example ‘explanations’, were, in several cases,
entered under nursing status.

No goals or nursing diagnosis of pedagogical relevance
were found. Nursing outcomes were stated on some
occasions but in relation to the evaluation of medical
problems as opposed to a specific pedagogical problem.
The most common second level keyword was
‘psychosocial’. Thereafter, keywords with a physiological
meaning were used, ‘pain’ being the most common.
Keywords related to pedagogical activities such as ‘cogni-
tion/development’ (nursing status) and ‘information/educa-
tion’ (nursing intervention) were not used in the nursing

documentation.

Discussion

The results of this study show that the documentation of
patient teaching in patient records is inadequate; terms and
expressions are documented in a fragmented way and there is
a lack of structure based on the nursing process. Patients’
knowledge needs are implicitly stated in the conceptions,
questions and experiences of bodily changes. The documented
details appear to relate to informal teaching. Furthermore,
teaching interventions are documented in an implicit way, such
as information, motivating conversations, explanations,
instructions and setting expectations. Only a few notations of
pedagogical relevance were found in the records. Because of
the lack of analysis of reasons and consequences in the notes,
the documentation has a general character, with few terms and
expressions of pedagogical importance. However, to be
relevant, they must be related to a meaningful content and
highlighted as a problem of pedagogical importance. As this
is not the case here, both content and structure are obscure,
and the documentation can, therefore, be deemed incomplete.
Despite the fact that the documentation of nursing care in
Sweden is a legal obligation (SFS 1985, SOSFS 1993) and that
considerable research has been performed in the area (Ehnfors
et al. 1991, Ehrenberg et al. 1996), this study reveals that the
documentation of patient teaching is still poor.

The question can be asked whether there is a lack of
adequate terms to describe patients’ need for knowledge and
nurses’ teaching interventions. However, as described earlier,
some established terms can be found in the VIPS model, such
as keywords of pedagogical relevance (cognition/develop-
ment and information/education) (Ehrenberg et al. 1996).
Furthermore, there are several terms of pedagogical import-
ance mentioned in North American Nursing Diagnosis
Association (NANDA) International (2003). Thus, at least
in theory, there are terms to guide the documentation
process. The areas used as a guide (Friberg 2001, Gregor
2001) in this study have, to some extent, demonstrated how
the content of teaching actions can be identified. However,
terms used in everyday nursing conversations and the terms
documented in patient records have more than one meaning
and are context dependent (Ricoeur 1983). Consequently, the
terms and expressions in the documentation are contextually
bound, thus, the relevance of the interpretation must be
judged by each individual concerned. The results from this
study indicate that efforts must be made to elaborate on these
terms to create clear documentation that indicates reflected
recording of patient encounters. With reference to the
keywords ‘cognition/development” (nursing status) and
‘information/education’ (nursing interventions) in the VIPS

model (Ehrenberg ef al. 1996), the nurses must create an
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understanding about the terms and how to use them in
relation to the patient’s life-world.

Whether the terms and expressions employed in this study
are valued by nurses as indications of patient teaching is also
open to question. The documentation in patient records may
not necessarily reflect what happened in the actual situation
(Adamsen & Tewes 2000). In the present study, the nurses
used terms and expressions of pedagogical relevance but in a
general way, indicating an unawareness of their relevance to
patient teaching. For example, although the nurses documen-
ted patients’ conceptions and questions, they did not seem to
link them to expressions of a need for knowledge. The same
phenomenon was observed in relation to teaching interven-
tions. A term identified as an intervention, for example,
‘explanation’ is documented under the heading of ‘nursing
status’. The results also reveal that patients seek knowledge
and that nurses use teaching strategies at night (see Table 2).
Thus, there must be openness towards patients’ knowledge
needs both day and night. According to a study of nursing
documentation (Karkkainen & Eriksson 2003), the best
documentation was found in the area of medical instructions
and observations of vital functions. In a discourse analysis of
nursing documentation, Heartfield (1996) argues that the
patient is not viewed in an holistic way. Nursing documenta-
tion can be seen as a manifestation of and a part of the ritual of
power relationships. According to the result of the present
study, nurses document both their own observations and
those of the patients concerning experiences of bodily changes
with focus on the physical body. Barber-Parker (2002) stresses
that nurses base their assessment on their assumption of the
patient’s learning needs rather than on the patient’s actual
learning needs. One reason for documenting patients’ obser-
vations may be to give the patient a ‘voice’, which indicates a
sense of responsibility for the patient’s care. However, this is
not synonymous with being open to the patient’s need for
knowledge. According to the results, patients’ need for
knowledge is not recognized in the same way as, for example,
physical needs. As Maslow (1970) argues: “To know and to
understand’ is a need among other needs. Neglecting a
patient’s need for knowledge, or interpreting it as something
connected to a medical problem, reveals a reductionist stance.
As Martin et al. (1999) state, it is difficult to evaluate the
quality of the care provided if the documentation about the
patient’s health-care status is incomplete.

Nursing education must assume its responsibility for
considering the patient in an holistic way, which also includes
a learning aspect. Training to identify patients’ need for
knowledge and how to document it is crucial. Willingness to
create pedagogical encounters, in which the patients’ need for

knowledge is fulfilled, must be encouraged. Casey (1995)

Analysis of patient records in a medical ward

recommends that more efforts should be devoted to the
structure and design of patient records. Patients’ needs,
educational content and learner outcomes as well as nurses’
lack of time are all aspects that should be taken into
consideration. According to a recent study (Bjorvell et al.
2003), nurses regarded nursing documentation as beneficial
to their daily work. The results of the present study reveal
that it is necessary to include pedagogical aspects in the
documentation. This highlights the importance of addressing
not only formal and planned teaching but also informal and

spontaneous teaching.

Limitations of the study

Only a limited number of records were analysed in this study,
which implies that the results cannot be generalized in the
traditional sense. Despite this limitation, the study has
illuminated a field that has been poorly studied. An example
of the contribution of this study is the development of a
protocol for use in the analysis of the content of the
documentation. Further research must be conducted to
deepen the understanding of the documentation of pedago-
gical activities. The protocol described above must be further
developed and evaluated in other contexts.

Practical implications

Both formal and informal patient teaching activities must be
regarded as a regular part of everyday nursing practice.
Patients’ need for knowledge must be addressed in nursing
assessments and everyday discussions about the patient’s
care. Discussions concerning teaching interventions must also
form a part of the agenda. Pedagogical awareness must be
created, which includes openness towards the patients’ way
of expressing learning needs and a willingness to use the
documentation tools available. Therefore, nurses, health-care
organizations and those responsible for nursing education
must assume responsibility for documentation that is accu-

rate and reflects nursing activities.

Conclusion

Terms and expressions indicating patients’ knowledge needs
and nurses’ teaching interventions occur in the nursing
records. However, because of the lack of structure based on
the nursing process, the meaning of the content is obscure.
Efforts must be directed towards elaborating on these terms
as indications of patients’ knowledge needs and nurses’
teaching interventions. In addition, the pedagogical signifi-

cance must be valued. Patients’ need for knowledge is not
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valued in the same ways as other needs, such as physical
needs. This can be interpreted as inability on the part of the
nurse to identify patients’ learning needs or to formulate
nursing interventions in a reflected way. It can also be
interpreted as uncertainty about how to use the documenta-
tion tools. It can be assumed that nurses and nursing students
need education to develop their documentation skills, which
in turn ensures high quality care.

Contributions

Study design: FF, A-LB, ML; data analysis: FF, A-LB
and manuscript preparation: FF, A-LB, ML.
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