Example: 

Annotated Bibliography
Whilst on a recent placement I was encouraged to develop my understanding of auditing.

To assist me I undertook a literature search and read some related literature.  The annotated bibliography is attached that informed and developed my understanding of conducting an audit of nursing documentation 

To apply this new knowledge to my clinical practice I then conducted a Nursing Documentation Audit in accordance with the NHS Trust Policy applicable to my placement.  This involved sampling five sets of patient’s records for the nursing team I was working in.

The maximum score that could be achieved was 61.  The audit I conducted scored 32.  From the Nursing Documentation Audit Protocol this indicated that further audits should be conducted until a score of 45 or more is achieved on three consecutive occasions.

LEARNING OUTCOMES.

I gained a deeper understanding of the nature of audit and my role within it.

Audit is essential in ensuring that care is of the required standard and I found that this related to the standards of proficiency:

1.1 Manage oneself, one’s practice, and that of others, in accordance with The

NMC code of professional conduct: standards for conduct, performance 

and ethics, recognising one’s own abilities and limitations.

1.1.2 Use professional standards of practice to self-assess performance.

1.2     Practise in accordance with an ethical and legal framework, which ensures

the primacy of patient and client interest and well-being and respects 

confidentiality. 

1.2.2 Ensure the confidentiality and security of written and verbal information acquired in 

a professional capacity.

2.3 Undertake and document a comprehensive, systematic and accurate 

nursing assessment of the physical, psychological, social and spiritual 

needs of patients, clients and communities. 

2.3.1 
Select valid and reliable assessment tools for the required purpose.

2.4 Formulate and document a plan of nursing care, were possible, in partnership with patients, clients, their carers and family and friends, within a framework of informed consent.

2.4.2 Develop and document a care plan to achieve optimal health, habilitation, and 

rehabilitation based on assessment and current nursing knowledge.
2.4.3 Identify expected outcomes, including a time frame for achievement and/or review 

in consultation with patients, clients, their carers and family friends and with 

members of the health and social care team
3.4 Demonstrate Key Skills.  

3.4.1 Literacy – interpret and present information in a comprehensible manner.

3.4.2 Numeracy – accurately interpret numerical data and their significance for the safe delivery of care
I have gained an ability to audit including judging whether criteria have been met through the 

skills of interpretation, literacy and numeracy.

I have been enabled to identify areas for improvement in the nursing documentation and this is supported by Guidelines for records and record keeping [NMC 2002]
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	Nottingham University Full Text

	Author
	Lee, Ting-Ting PhD, RN

	Institution
	Assistant Professor, Nursing Department, National Taipei College of Nursing, Taipei, Taiwan

	Title
	Nursing diagnoses: factors affecting their use in charting standardized care plans.[Article]

	Source
	Journal of Clinical Nursing. 14(5):640-647, May 2005.

	Abstract
	Aims and objectives: The purpose of this study was to explore factors that may affect nurses' use of nursing diagnoses in charting standardized nursing care plans in their daily practice.

Background: Care plans have been viewed as providing a structured approach to the assessment, planning and delivery of patient care. Nonetheless, the challenge for many institutions is to help professional nursing staff refine their understanding of nursing diagnoses and charting skills, to identify patient problems and propose appropriate care plans.

Method: Twelve clinical nurses working at a medical centre in Taiwan underwent one-on-one in-depth interviews from May to July 2000. Data analysis was based on Miles and Huberman's data reduction, data display, and a conclusion verification process to investigate the charting process.

Findings: Nurses tended to match patient conditions to the designated nursing diagnoses, be unfamiliar with statements of related factors, use objective data to describe patient conditions, ignore descriptions of nursing goals, dutifully check interventions without always executing them, and choose the same evaluation to meet hospital requirements.

Conclusions: These findings suggest that using educational programmes for enhancing nurses' ability to use nursing diagnoses and exploring the process of diagnostic reasoning would improve the quality of patient documentation.

Relevance to clinical practice: The trend in health care is to focus on chart audit to reveal indicators of quality of care. Therefore, the experience of nurses in this study could be applied to in-service training programmes by institutions that are replacing traditional, manually written care plans with a standardized care planning system, thus helping other nurses through this transition process.
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	Nottingham University Full Text

	Author
	KARKKAINEN, OILI RN, RM, MNSc; ERIKSSON, KATIE RN, PhD

	Institution
	Development Manager, Helsinki University Central Hospital, POB 100, FIN-00029, Helsinki, Finland (KARKKAINEN)
Professor, Department of Caring Science, Abo Akademi University, Vasa, Finland, and Director of Nursing, Helsinki Central Hospital, Helsinki, Finland (ERIKSSON)

	Title
	Evaluation of patient records as part of developing a nursing care classification.[Miscellaneous Article]

	Source
	Journal of Clinical Nursing. 12(2):198-205, March 2003.

	Abstract
	Summary: * The aim of the study was to evaluate the content of nursing care records and the usefulness of the instrument used for their evaluation.

* The evaluation involved 70 patient records from seven acute special care inpatient units.

* The evaluation instrument used was based on Phaneuf's Nursing Audit as further developed by Lukander.

* The nursing records in all the care units evaluated was very good or good. However, some deficiencies were found, for instance, regarding patient teaching and recording patients' own opinions.

* The method proved adequate for evaluating the content of patient records.
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	Author
	Rodden, Chris RGN, BSc; Bell, Maureen RGN, RM, RHV, BA, Dip Child Protection Studies

	Institution
	Chris Rodden RGN, BSc, is Clinical Trainer, and Maureen Bell RGN, RM, RHV, BA, Dip Child Protection Studies, is Designated Nurse for Child Protection, Ayrshire and Arran Primary Care NHS Trust, Ayr. Email: chrisrodden@aapct.scot.nhs.uk

	Title
	Record keeping: developing good practice.[Miscellaneous Article]

	Source
	Nursing Standard. 17(1):40-42, September 18, 2002.

	Abstract
	Summary: This article explores the concept of record keeping in nursing practice and how it appears to be a forgotten skill that is rarely updated through education. Although the UKCC/NMC have been consistent in making guidance available to nurses, it would appear that application of this guidance is variable.
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	Author
	GRIFFITHS, J. PhD, BN, RN, DN; HUTCHINGS, W. BSc, RN, DN, CPT

	Institution
	Lecturer, University of Hull; Lead District Nurse, East Yorkshire Community Trust (GRIFFITHS).
District Nurse, East Yorkshire Community Trust (HUTCHINGS).
Accepted for publication 12 October 1997.
Correspondence to: Dr J. Griffiths, 16 Green Walk, Manchester M16 9RF, UK.

	Title
	The wider implications of an audit of care plan documentation.[Article]

	Source
	Journal of Clinical Nursing. 8(1):57-65, January 1999.

	Abstract
	Summary: This article describes how the results of an audit of district nursing care plan documentation have been used to inform practice development in a community trust.

The principle aim of the audit was to discover whether the evaluation of patient care was being adequately recorded in nursing care plans.

To establish this, four commonly occurring areas of district nursing work were selected and an ideal assessment of care developed from the available evidence. The areas were: the management of leg ulceration, bath care, pressure area care and catheter care.

Data capture forms were developed to record whether the features of an ideal assessment of these four areas of care were reflected in the written evaluation of that care.

The results of the audit demonstrated that the evaluation of care was often inadequately recorded, which reflected poor written documentation of the initial nursing assessment.

The implications of the findings of the audit for practice development in the four areas of care are discussed.


	Database
	British Nursing Index (BNI)

	Author
	Eiloart, L; Cooper, S.

	Title
	How to implement an audit to improve records. (Ward-based nursing documentation audit. 5 refs).

	Source
	Nursing Times. 1994. 31 Aug. 90(35). p48-50.

	Abstract
	This article details the development of an auditing tool in response to the UKCC [1993] Guidelines for records and record keeping document. The aim was to increase the standard of patient care and the article describes the pilot project of standardising an audit tool.  A range of nursing documentation was audited within a NHS Trust.  Staffing pressure and workloads were identified as a barrier to effective record keeping. The results of the pilot study were a successful implementation of change.  This resulted in education of staff in the audit cycle and feedback workshops.  The workshops developed the reporting process of good and bad practice in relation to record keeping.  A revised audit tool was acceptable to staff that took considerably less time to complete.  Standardisation of nursing documentation increased staff awareness.


