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� Accurate clinical documentation incorporating adequate
detail related to the clinical presentation and nursing ac-
tions is essential to support continuity of care and
communication through the patient journey.

� The implementation of HIRAID and the associated docu-
mentation template improved quality of nursing docu-
mentation in the emergency department. It also
demonstrates relevance in diverse rural emergency set-
tings.

� Establishing a template to guide documentation
resulted in higher quality patient records of ED nursing
care. Accurate, consistent written documentation sup-
ports verbal communication and transfer of care from
the emergency department, which is essential for the
patient's health care journey and patient safety.
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departments in rural Australia using a strategy informed by
behavior change theory. The study aimed to determine whether
the implementation of HIRAID improved the accuracy of nurses'
documentation across a large rural health district.

Methods: A Quasi-experimental pre-post study design was
conducted across 10 rural emergency departments between
November 2020 and November 2021, with HIRAID implemented
in February 2021. Retrospective audit of clinical documentation
occurred 3 months pre-implementation and repeated at
6-months post. Based on power analysis and a sampling frame-
work, records that met study inclusion were randomized for
audit. Documentation accuracy was evaluated, using a modified
D-catch instrument, assessing quality and quantity by an expe-
rienced research nurse. Data were analyzed with descriptive
and inferential statistics.

Results: A review of 222 records (110 pre/112 post), demon-
strated an improvement in initial ED nursing assessment docu-
mentation. Audit scores increased significantly for quantity of
documentation across all areas, in particular history (P <
.001) and red flags (P < .001), with a 27.1% increase in all
red flags recorded. The quality of documentation also signifi-
cantly improved across all areas, most notably in history (P <
.001) and assessment (P < .001).
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Discussion: Implementation of HIRAID demonstrated a sus-
tained improvement in the quantity and quality of emergency
nurse documentation. Improved documentation accuracy is
key to informing and evaluating ongoing care and supporting
communication and continuity of care, and is essential to pa-
tient safety.
434 JOURNAL OF EMERGENCY NURSING
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Introduction

Communication failures contribute to adverse events in
health care around the world.1 Handover of care is a crit-
ical point of communication exchange, recognized as a
high risk for patients due to the risk of miscommunica-
tion between health care providers.1 Verbal handover
without written records to support recall has the potential
to result in communication errors, which can contribute
to failures in the delivery of care and pose a risk to patient
safety.2 Accurate documentation is crucial to support the
exchange of information between health professionals by
providing a full account of events throughout the patient
journey.2-4

Nursing documentation should be a contemporaneous,
logical, and objective record of patient assessment and care
delivery.1,5,6 Higher quality documentation is achieved
where it is consistent with the nursing process,6 and it
should cover all phases of nursing assessment and care to
justify nursing interventions and actions.5,6 Assessment of
documentation accuracy requires the presence of qualitative
and quantitative elements. That is, the record should be
clear and unambiguous, using the correct terminology,
and including the relevant details related to the purpose of
admission, assessment findings, nursing interventions, and
plan for ongoing care.7

Worldwide, clinical documentation in patient health
care records by nurses is an established professional and legal
responsibility.5,8,9 Failure to accurately document, even if
the care was provided, can lead to liability on the nurses'
part due to the absence of written evidence of events and
the plan of care.8 Despite this, it is a common aspect of
nursing care that is missed or incomplete,10-13 of poor
quality, or lacking accuracy.13,14 Barriers to documentation
include high workload and insufficient workplace resources
and time.11,15 The recognized barriers to documentation
remain present with ever-increasing ED workload as a result
of high patient acuity and volume of presentations. A small
study of emergency nursing documentation post-
implementation of the HIRAID emergency nursing frame-
work, which included modifications to documentation
processes, reported improvement in the quality of emergency
nursing documentation for 3 common presentations.16
The HIRAID Framework, developed through a
comprehensive review of the evidence and expert consensus,
encompasses the emergency nursing process and guides
assessment and care delivery post-triage.17 HIRAID is His-
tory including Infection risk, Red Flags, Assessment, Inter-
ventions, Diagnostics, reassessment and communication
(Figure 1). HIRAID has been tested in simulated and
metropolitan settings,18 demonstrating a positive impact
on nurses and on patient and health service outcomes.19

The framework has also been incorporated into the Resi-
dency Program delivered by the Emergency Nurses Associ-
ation in the United States of America.20,21 In rural
emergency departments nurses may be the only clinician a
patient will see, and at smaller sites with fewer resources
and support, they are responsible for the majority of tasks
to deliver effective care.12 HIRAID has not previously
been tested in a rural context.
Aim

The aim of this study was to determine if the implementa-
tion of HIRAID, a structured framework for initial assess-
ment and management post-triage, improved the accuracy
of nurses' documentation across a large rural health district
in Australia.
Methods

Ethics approval was obtained through the Greater Western
Human Research Ethics Committee (2020/ETH02164)
before the commencement of the study. This report was
prepared taking into consideration the strengthening report-
ing of observational studies in epidemiology (STROBE)
checklist22 (Supplementary File 1).
STUDY DESIGN AND SETTING

The study was a quasi-experimental, pre-post design, con-
ducted through retrospective review of randomized clinical
records across 10 rural emergency departments from a single
VOLUME 51 � ISSUE 3 May 2025



FIGURE 1

HIRAID Emergency Nursing Framework.
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health district in Southern New South Wales (NSW),
Australia. The local health district (LHD) covers an area of
44,534 km2, and the 10 emergency departments had over
110,000 patient visits in 2020/21.23 There are a mix of level
2 to 4 emergency departments within the LHD.24 The level
of emergency department corresponds to available onsite ser-
vices, from 5 facilities with limited diagnostic and medical
services onsite, often provided by a general practitioner or
virtual care (level 2), to emergency departments with 24-
hour onsite medical services, more physicians with specialist
emergency training, and access to diagnostic clinical services,
allied health, and administrative support (level 3/4).25
STUDY PROCEDURE

Implementation

TheHIRAID emergency nursing frameworkwas implemented
as guided by a locally contextualized behavior change informed
multi-modal strategydescribed elsewhere.26The frameworkwas
implemented using a train-the-trainer model, with staff from
each site completing instructor training and then assisting in
May 2025 VOLUME 51 � ISSUE 3
delivering the education program and onsite support. The edu-
cation program included an eLearning module and in-person
training. A range of other strategies supported implementation,
including documentation templates, audit and feedback, staff
incentives, executive support, anddistrict-wide communication.

Prior to HIRAID implementation, nurses completed free
text clinical documentation or used individual or locally
created templates.Therewas no evidence-basednursing frame-
work taught nor standardized documentation templates used
across the LHD. Documentation templates (Figure 2) were a
key implementation strategy, designed to capture emergency
nurse assessment findings and nursing actions. Based on senior
clinician feedback, templates were modified to suit the local
context, and instructor training included discussion related
to appropriate application in the clinical setting. The templates
required modification of the electronic medical record (eMR).
Pre-formatted documentation templates were created as
macros, making them available to all nurses to input free text
documentation. The creation of macros is an eMR modifica-
tion that is relatively straightforward, withminimal cost impli-
cations. HIRAID was implemented on February 22, 2021,
following extensive pre-implementation consultation.
WWW.JENONLINE.ORG 435
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FIGURE 2

HIRAID Adult Documentation template.
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POPULATION

Patient clinical records were reviewed for a 3-month period
immediately before implementation, November 2020 to
January 2021, and repeated from 6 months post-
implementation, September to November 2021. The
436 JOURNAL OF EMERGENCY NURSING
timeframe for review following implementation was
determined to ensure adequate time for HIRAID and
the associated documentation template to be established
as part of routine practice and to assess sustainability.
Criteria for inclusion were adult or pediatric presentations
with either shortness of breath, fever, or abdominal/chest/
VOLUME 51 � ISSUE 3 May 2025
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limb pain; an Australasian Triage Scale (ATS) 2, 3 or 4;
admitted or transferred for ongoing care; and ED length
of stay (LoS) greater than 1 hour. Any records meeting in-
clusion with no evidence of nursing care, ie, interventions
such as medications or observations documented by
nurses, were excluded.

Not all patients presenting to the emergency depart-
ment will see the nurse post-triage; therefore, inclusion
criteria were established to identify records for review where
nurses would be required to document assessment and man-
agement. The 5 presenting problems were selected because
they were among the most common problems presenting to
emergency departments in NSW, Australia.27 For patients
presenting with these conditions, it was anticipated when
a patient had an ED LoS greater than 1 hour and were
admitted or transferred for ongoing care, nurses would be
involved in care delivery for this patient group and required
to complete and document a detailed assessment and rele-
vant management. The ATS is used by Australian triage
nurses to determine the urgency of the presentation based
on a combination of the presenting problem in conjunction
with physiological indicators, and the allocated category is
associated with a recommended waiting time for treatment,
ie, 1- immediate to 5- within 120minutes.28 For category 2-
4 presentations, nurses are commonly involved post triage
for assessment and commencement of treatment.
SAMPLE SIZE

Based on the 5 presenting problem types, it was determined
that the minimum required sample was 110 records, 22 per
presenting problem, to achieve 80% power at a significance
level of 0.05, with an effect size of 0.3, and data analysis was
conducted using 2 independent sample t-tests.

To identify patient records for audit, a report of all ED
attendances during the study period was generated from
the eMR system - FirstNet. Records were screened per
the inclusion/exclusion criteria by the research nurse
at the study site. Records were allocated a unique study
ID and a study site ID. To ensure the sample was equitably
distributed, a random sample of records based on the pro-
portion of presentations according to established regions in
the 12 months before commencing the study was gener-
ated using Statistical Package for Social Sciences (SPSS),
version 2.29 Randomization based on 3 established regions
within the LHD was required; due to the small volume of
presentations at some sites, it was not feasible to randomize
per site.
May 2025 VOLUME 51 � ISSUE 3
DATA INSTRUMENT

The D-Catch instrument, developed through expert
consensus and rigorous testing, has demonstrated validity
and reliability in the assessment of nursing documentation
in hospital settings.7 A modified version of the D-Catch in-
strument, previously used by Munroe and colleagues,16 was
used to assess the accuracy of emergency nursing documen-
tation. The tool captures the 7 essential elements of emer-
gency nursing care, including history, red flags,
assessment, interventions, diagnostics, reassessment, and
communication.17 The elements evaluated by the modified
D-Catch are: (i) Structure of note, (ii) Patient history, (iii)
Red flags, (iv) Assessment, (v) Interventions, and (vi)
Ongoing plan for care; each is defined in Table 1. Quantity
is evaluated for each item on a 4-point ordinal scale, from 1
(no relevant details) to 4 (all relevant details). Quality Items
ii, iv-vi are also assessed for quality, scored on an ordinal
scale of 1 (poor) to 4 (very good), detailed scoring criteria
are available in Supplementary File 2. The identification
of red flags relevant to the clinical presentation was guided
by a predetermined selection of red flags associated with
each presenting problem type as determined by clinical
guidelines that were developed with emergency medicine,
nursing, and pharmacy experts.30
Data Collection

The data collection tool was established in REDCap
(Research Electronic Data Capture) (https://catalyst.
harvard.edu/services/redcap/), a secure web-based applica-
tion used for data collection and management31 managed
by The University of Sydney. The instrument provided
prompts if data were missing.

Prior to use, the REDCap instrument was tested by 2
research nurses experienced in provision of emergency
care, guided by a comprehensive data dictionary with
scoring criteria (Supplementary File 2). This process tested
the instrument for functionality, as well as training in the
data collection. The reviewer was provided with an overview
of the D-Catch instrument and was required to review the
data dictionary and identify where the data elements were
recorded within the health district records. Once this was
established, data were collected on a sample of records,
and reviewers met virtually to review the record content
and scoring to identify discrepancies and ensure interpreta-
tion of the scoring criteria was consistent. Some minor
changes in the original wording were made to the scoring
criteria for greater clarity.
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TABLE 1
Definition of elements evaluated by the modified D-
catch instrument

Element Definition

Structure* Refers to the presence of a format that
allows for meaningful and thorough
description of all the essential
elements of ED nursing care.

Patient history Is the reason for the patient attending
the ED (presenting problem) and
associated history of symptoms/
events, along with relevant medical/
surgical and social history.

Red flags* Indicators of urgency identified through
history or assessment, highlighting
need for timely escalation of care due
to actual or potential threat to life or
limb.

Assessment This refers to the physical assessment of
the patient, including a general
assessment and a focused assessment
relevant to the presentation.

Interventions This includes both interventions and
diagnostics.

Interventions are actions taken to aid in
managing acute deterioration or
symptom control (e.g., pain relief), or
to prevent complications and
maintain functional status.

Diagnostics are investigations relevant
to the presentation that will provide
further information about the clinical
condition, such as pathology,
urinalysis, or imaging.

Plan Details the plan for ongoing care and
follow up including communication
with patient/family or medical staff as
required. For example, noted
abnormal assessment findings that
require escalation.

ED, emergency department.
* Assessed based on quantity only.

RESEARCH/Kennedy et al
Records for the study were uploaded directly to
REDCap by a research nurse employed by the LHD.
They were then audited by an ED clinician experienced in
clinical care and research, external to the study site. If any
438 JOURNAL OF EMERGENCY NURSING
clarification was required during the audit, a second auditor
was consulted.
Data Analysis

Audit data were extracted from REDCap, imported to the
secure Research Data Store managed by The University of
Sydney, and then analyzed using SPSS, version 28.29 Data
were summarized using descriptive statistics, mean and
SD or median and interquartile range (IQR), based on dis-
tribution for continuous data and frequencies and percent-
ages for categorical variables. The modified D-catch scores
were calculated as mean (SD). Differences pre- and post-
intervention were assessed using a 2-sample t-test for contin-
uous variables, and the association between phase of inter-
vention for categorical variables was examined using
Pearson’s Chi-Square. The ordinal scale scores measuring
the quantity and quality of documentation were calculated
as mean scores. A P-value of <.05 was considered statisti-
cally significant.
Results

There were 56,595 presentations to the emergency depart-
ment during the study period with 12,967 having a present-
ing problem included in the study eligibility criteria. After
the removal of records based on exclusion criteria (triage
category, LoS or not admitted/ transferred), 3248 records
remained, from which 248 records were randomized and
audited, and 110 pre and 112 posts were reviewed in full.
A further 26 records were excluded as they did not meet
study inclusion on full review (46.2%, n ¼ 12); primarily,
the presenting problem was not included in study, followed
by those with no evidence of nursing documentation nor in-
terventions performed by nursing staff beyond triage
(34.6%, n ¼ 9).
SAMPLE POPULATION

All sites were represented. Records of patients audited in the
3 months prior to HIRAID implementation were younger
compared to the time period post, median (IQR) 61 (49-
73) years and 70 (55-79) years (U¼ 6886, P¼ .03). There
was no significant difference in sex, day/time of presenta-
tion, ED LoS, triage category, or time to initial
VOLUME 51 � ISSUE 3 May 2025



TABLE 2
Sample characteristics of clinical records included in documentation audit analysis

Characteristic Pre N [ 110 Post N [ 112 Test statistics/P value*,�

Age- median (IQR) 61 (49-73) 70 (55-78.5) U ¼ 6886, P ¼ .03
Sex P ¼ .90

Female 51 (46.4%) 51 (45.5%)
Male 59 (53.6%) 61 (54.5%)

Triage category x2(2) ¼ 1.39, P ¼ .50
2 42 (38.2%) 35 (31.3%)
3 48 (43.6%) 57 (50.9%)
4 20 (18.2%) 20 (17.9%)

ED length of stay (hours) mean (SD) 4.86 (3.67) 5.17 (2.76) t(220) ¼ 0.70, P ¼ .48
Time of presentation x2(2) ¼ 1.75, P ¼ .42

Morning (8 AM - 3:59 PM h) 43 (39.1%) 53 (47.3%)
Afternoon (4 PM -11:59 PM h) 48 (43.6%) 40 (35.7%)
Night (12 AM -7:59 AM h) 19 (17.3%) 19 (17%)

Day of presentation x2(2) ¼ 5.86, P ¼ .22
Monday 28 (25.5%) 16 (14.3%)
Tuesday 13 (11.8%) 20 (17.9%)
Wednesday 11 (10%) 13 (11.6%)
Thursday 15 (13.6%) 19 (17%)
Friday 12 (10.9%) 16 (14.3%)
Saturday 14 (12.7%) 18 (16.1%)
Sunday 17 (15.5%) 10 (8.9%)

Time (min) documentation from arrival –
median (IQR)

67 (42-122) 73.5 (37.5-121.5) U ¼ 6071, P ¼ .87

Presentation P ¼ .59
Yes 8 (7.5%) 6 (5.5%)
No 99 (92.5%) 103 (94.5%)

Discharge disposition� x2(2) ¼ 1.27, P ¼ .53
General Ward/ Short stay 76 (69.1%) 84 (75%)
Critical care 9 (8.2%) 8 (7.1%)
Transfer 25 (22.7%) 19 (17%)

IQR, interquartile range.
* Fisher exact test for 2 3 2 comparisons.
� P value rounded to 2 decimal places.
� One record post phase excluded from analysis discharged to operating theater.

Kennedy et al/RESEARCH
documentation between the groups (Table 2). More than
80% of presentations were between 8 AM and 11 PM.
QUANTITY AND QUALITY OF NURSING DOCUMEN-
TATION

Following the implementation of HIRAID there was a signif-
icant improvement in the accuracy of documented nursing
assessment following triage. There was a significant increase
May 2025 VOLUME 51 � ISSUE 3
in the mean (SD) average score for quantity from 1.8 (6
0.6) to 2.6 (6 0.7), t(219)¼ 9.99, P< .001, and for quality
from 1.6 (6 0.5) to 2.2 (6 0.6), t(219) ¼ 8.45, P < .001).
STRUCTURE

The presence of structural elements (the elements required
for meaningful and thorough emergency nursing docu-
mentation) was demonstrated with an increased mean
WWW.JENONLINE.ORG 439
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score (SD) from 1.6 (6 0.9) to 3.3 (6 1.1) (t (220) ¼
12.63, P < .01). This is reflected with more than 75%
of records scoring 3 or 4 post-implementation, ie, they
were structured to allow the description of a minimum
of 4 out of 6 elements considered relevant in ED docu-
mentation (Table 3). Before the implementation of
HIRAID fewer than half of the records audited incorpo-
rated a structured format for documenting the initial
nursing assessment post-triage (45.5% pre vs 83.9%
post, P < .001). Where a structure was used in the pre-
group, the most common was an A-G format (72%), ie,
airway, breathing, circulation, disability, fluids, glucose.
Following implementation, when a structured format
was noted, HIRAID was the most common (79%)
(Supplementary File 3).
TABLE 3
Quantity and quality of initial emergency nursing documentatio
D-catch tool

Modified D-Catch element n Score*

1 2

Quantity of documentation
Structure (pre) 110 59 (53.6%) 38 (34.5%
Structure (post) 112 14 (12.5%) 10 (8.9%)
History (pre) 110 56 (50.9%) 19 (17.3%
History (post) 112 15 (13.4%) 18 (16.1%
Red flags (pre) 101 68 (67.3%) 19 (18.8%
Red flags (post) 103 44 (42.7%) 16 (15.5%
Assessment (pre) 110 46 (41.8%) 41 (37.3%
Assessment (post) 112 16 (14.3%) 44 (39.3%
Interventions & diagnostics (pre) 110 19 (17.3%) 45 (40.9%
Interventions & diagnostics (post) 112 9 (8.1%) 23 (20.7%
Plan (pre) 110 62 (56.4%) 41 (37.3%
Plan (post) 112 27 (24.1%) 60 (53.6%
Quality of documentation
History (pre) 110 62 (56.4%) 43 (39.1%
History (post) 112 19 (17%) 47 (42%)
Assessment (pre) 110 60 (54.5%) 37 (33.6%
Assessment (post) 112 25 (22.3%) 32 (28.6%
Interventions & diagnostics (pre) 110 37 (33.6%) 48 (43.6%
Interventions & diagnostics (post) 112 16 (14.4%) 49 (44.1%
Plan (pre) 110 78 (70.9%) 29 (26.4%
Plan (post) 112 45 (40.2%) 50 (44.6%

* Modified D-Catch Scoring Criteria Supplementary File 2.
� P value rounded to 3 decimal places.
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HISTORY

Documentation of History, ie, the reason for attending
emergency department and relevant health history, signifi-
cantly improved post the implementation of HIRAID.
More than 70% of records audited scored 3 or more for
quantity compared to only 32% of records audited before
implementation, equating to an increased mean score
(SD) from 1.9 (6 1.1) to 3 (6 1.1) (t[220] ¼ 7.06, P <
.001) (Table 3).

There was a significant improvement in documentation
of “what” the presenting problem was (P < .001), along
with the onset of symptoms (P< .001) and symptoms asso-
ciated with the presenting problem (P <.001). The areas of
individual health history also improved with documentation
n pre- and post-HIRAID implementation using modified

Mean (SD) Test statistics�

3 4

) 6 (5.5%) 7 (6.4%) 1.6 (0.9) t(220) ¼ 12.63,
18 (16.1%) 70 (62.5%) 3.3 (1.1) P < .001

) 20 (18.2%) 15 (13.6%) 1.9 (1.1) t(220) ¼ 7.06
) 34 (30.4%) 45 (40.2%) 3 (1.1) P < .001
) 7 (6.9%) 7 (6.9%) 1.5 (0.9) t(202) ¼ 5.00
) 8 (7.8%) 35 (34.0%) 2.3 (1.3) P < .001
) 23 (20.9%) 0 (0%) 1.8 (0.8) t(220) ¼ 5.45
) 49 (43.8%) 3 (2.7%) 2.3 (0.8) P < .001
) 43 (39.1%) 3 (2.7%) 2.3 (0.8) t(219) ¼ 5.34
) 53 (47.7%) 26 (23.4%) 2.9 (0.9) P < .001
) 6 (5.5%) 1 (0.9%) 1.5 (0.6) t(220) ¼ 5.33
) 23 (20.5%) 2 (1.8%) 2 (0.7) P < .001

) 5 (4.5%) 0 (0%) 1.5 (0.6) t(220) ¼ 8.54
39 (34.8%) 7 (6.3%) 2.3 (0.8) P < .001

) 13 (11.8%) 0 (0%) 1.6 (0.7) t(220) ¼ 6.98
) 50 (44.6%) 5 (4.5%) 2.3 (0.9) P < .001
) 24 (21.8%) 1 (0.9%) 1.9 (0.8) t(219) ¼ 4.06
) 40 (36%) 6 (5.4%) 2.3 (0.8) P < .001
) 2 (1.8%) 1 (0.9%) 1.3 (0.6) t(220) ¼ 4.95
) 17 (15.2%) 0 (0%) 1.8 (0.7) P < .001
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of pertinent medical (P <.001) and surgical history (P <
.001), as well as aspects related to social and habitual history
in the initial assessment (Supplementary File 3).

The quality of patient history documentation also
significantly improved post-intervention (mean [SD] 1.5 [
6 0.6] vs 2.3 [ 6 0.8], t[220] ¼ 8.54, P < .001). This
change reflected improved documentation of the presenting
problem and patient individual health history reported in
adequate detail and with clarity, scoring >_3 on the audit
scale, increasing from 4.5% pre- to 41.1% of records
audited post-implementation of HIRAID (Table 3).
RED FLAGS

Emergency nurses documented a greater number of the his-
torical and/or clinical red flags identified in initial nursing
assessment, with 41.8% documenting >_75% of red flags
noted by the auditor, compared with only 13.8% pre-
implementation (mean [SD] 1.5 [ 6 0.9] vs 2.3 [ 6 1.3],
t[202]¼ 5.00,P< .001) (Table 3). Themean (SD) percent-
age of red flags recorded by emergency nurses increased
significantly from 27.5 (33.6) to 54.7 (40), (P < .001)
post-implementation. There was no change in the number
of red flags identified in the clinical record by the reviewer
pre/post (Supplementary File 3).
ASSESSMENT

The proportion of records with physical assessment findings
documented improved from 58.2% to 85.8% of records
audited in the post phase, reflected in a significant increase
in mean (SD) from 1.8 (6 0.8) to 2.3 (6 0.8), t(220) ¼
5.45, P < .001. (Table 3).

The quality of assessment had the second largest
improvement in mean score (SD) after history, with only
11.8% of records scoring >_3 before and 49.1% scoring >_3
post-implementation (Table 3). Where observations were
recorded in the observation chart and interpreted in the clin-
ical documentation, there was a significant improvement in
the accuracy for heart rate (P ¼ .01), blood pressure
(P ¼ .02), oxygen saturation (P ¼ .02) and temperature
(P¼ .002). There was no change in documented pain score
post-implementingHIRAID. Focused assessments for those
with fever-related presentations significantly improved
(P ¼ .03) but abdominal assessment remained poor.
(Supplementary File 3).
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INTERVENTIONS AND DIAGNOSTICS

The quantity of the required interventions and diagnostics
documented with the initial nursing assessment post-
triage, increased post the implementation of HIRAID
(mean [SD] 2.3 [ 6 0.8] vs 2.9 [ 6 0.9], t[219] ¼ 5.34,
P<.001) (Table 3). There were more records where at least
50% of relevant nursing interventions were documented
(42% pre vs 71% post). The frequency of interventions
and diagnostics recorded in eMR was similar pre and post
(Supplementary File 3). The quality of documentation for
interventions also improved with an increase in mean
(SD) 1.9 (6 0.8) to 2.3 (6 0.8), t(219) ¼ 4.06, P <.001
(Table 3).
PLAN

The quantity and quality of the recorded plan significantly
improved, 1.5 (6 0.6) vs 2 (6 0.7), t(220) ¼ 5.33, P <
.001 and 1.3 (6 0.6) vs 1.8 (6 0.7), t(220) ¼ 4.95, P <
.001, respectively (Table 3). In the post-implementation
phase a greater number of records documented consultation
with the medical officer (P ¼ .001), a care plan (P < .001)
and communicationwith family (P¼ .01) as part of the initial
nursing documentation post triage. (Supplementary File 3).
Discussion

The implementationofHIRAID in a large rural healthdistrict
resulted in a significant improvement in the accuracy (quality
and quantity) of nursing documentation. This correlates with
and builds on a smaller study conducted in a regional health
setting.16 Improvement was noted across all essential compo-
nents of emergency nursing documentation: structure, his-
tory, assessment, red flags, interventions, and plan.

This significant increase in structure is important as it
enables necessary information to be recorded in clinical
documentation. Variable and inconsistent documentation
practices have the potential for information to be omitted
or miscommunicated, which poses a risk to patient
safety.1,32 The HIRAID framework encapsulates the emer-
gency nursing process.33 The documentation template,
established during implementation, provided a consistent
structure to capture the findings from HIRAID assessment
that inform clinical decision-making, interventions, and
plans for ongoing patient care and reassessment. The
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template structure followed the emergency nursing process,
and previous studies have shown documentation that aligns
with the nursing process improves the quality of documen-
tation.6

The study results reflected an improvement in the accu-
racy of history and assessment details that were docu-
mented. This accurate information is essential to provide
a baseline for the patient's condition and inform ongoing
patient care and assessment.33 Although improvement was
significant, there is scope for further improvement. For
example, although the documentation of pain history, ie,
location, radiation, and aggravating/relieving factors
improved, it was still only present in fewer than half of
the records audited, for presentations related to a painful
condition. Collection of this information not only aids de-
cision making, it provides justification for nursing actions
taken and is also relevant in the transfer of care. Poor quality
documentation is associated with increased adverse events
following transfer of care, resulting from information not
being accurately communicated throughout the patient
journey.2,4 Documentation of a complete history and assess-
ment was associated with reduced adverse events in the 24
hours following the transfer of critically ill patients in 1
study.4

The early recognition and response to clinical deteriora-
tion is health service priority, to ensure appropriate manage-
ment of deteriorating patients and minimize avoidable
adverse events.34 Nurses play an important role in the early
recognition of deterioration, as they have more contact with
the patient throughout their admission and are responsible
for ongoing patient assessment.35 There was an improve-
ment in the documentation of red flags post HIRAID
implementation. Red flags are actual or potential indicators
of urgency associated with the patient presentation that are
identified based on the history and/or assessment.33 While
not all red flags may require immediate escalation, they
inform decision making around severity and ongoing assess-
ment and management decisions. In this study there was a
greater proportion of red flags documented in the clinical re-
cords. It is well established that accurate clinical records sup-
port the ongoing monitoring of patient progress, which is
critical to the recognition of clinical deterioration.

While there is an overall improvement in documenta-
tion, based on the results of this study there is room for
further improvement in the quality. The contributing fac-
tors to poor-quality documentation can be multifactorial.
Workload, staff resources and a lack of time are all attributed
to the inability to complete required nursing tasks,
including documentation.10-12 It has also been reported
that greater priority is placed on practical nursing tasks
and hence a barrier to documentation.36 These challenges
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are particularly heightened in rural areas because many
nurses work on sites without 24-hour medical coverage
and are required to fulfill a variety of clinical roles.12 The
initial work to inform the implementation of HIRAID
raised similar concerns related to workload and resources
at the study sites.37 To further improve the accuracy of
documentation, exploring the barriers to completion in
the local context would be necessary.
Limitations

There are limitations to this study. It was conducted across
10 sites, with a relatively small sample size, which was not
large enough to report results for individual sites. While
there were more red flags recorded in the initial documented
assessment, the actions taken by nurses based on these find-
ings were not established. The documentation improved
post HIRAID implementation, however, the impact on
clinical practice and patient outcomes was not measured.
Data related to the nursing staff profile across the sites
were not collected, and therefore any change related to staff
changes cannot be accounted for. The intervention training
was embedded into local orientation processes to ensure all
nurses commencing after initial implementation were
trained. Data were collected by a single reviewer for this
study, which may pose a risk to the validity of results; mea-
sures were taken to address using a reviewer external to the
study site who was trained in data collection.
Implications for Emergency Nurses

Aligning the emergency nursing documentation with the
nursing process in the emergency department improves the
detail and quality of information recorded related to the pa-
tient presentation and treatment in themedical record. In an
environment where emergency nurses frequently initiate
treatment, improved documentation ensures that there is
adequate detail to support clinical decisions. In addition,
this has the potential to support transfer of care and continu-
ity of care for the patient with improved communication.
Conclusion

The implementation of the HIRAID emergency nursing
framework intervention, using an evidence-informed imple-
mentation strategy, resulted in significant improvement in
the quality and quantity of initial emergency nursing docu-
mentation. There remains room for improvement and
VOLUME 51 � ISSUE 3 May 2025
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further work is required to identify the relevant strategies to
address barriers to accurate and complete documentation by
emergency nurses.
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