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ABSTRACT
Objective: to describe the methods used to analyze the associations between variables of service, nursing and the nursing 
process documentation in institutions of the Department of Health of the State of São Paulo. Method: multilevel analytical 
study with data obtained in the domains of institution, units of the institution and nursing professionals who work there, using 
standardized instruments. The analyses had as axis the degree of completeness of the nursing process documentation in units 
or institutions and their association with variables of nursing personnel, of units and of institutions. Conclusion: This study will 
provide important empirical evidence on the factors involved in the nursing process documentation.
Key words: Nursing Process; Methodological Research in Nursing; Nursing Research.

RESUMO
Objetivo: descrever os métodos usados para analisar as associações entre variáveis do serviço, da enfermagem e da documentação 
do processo de enfermagem nas instituições da Secretaria de Estado da Saúde de São Paulo. Método: estudo analítico multinível, com 
dados obtidos nos âmbitos da instituição, dos setores da instituição e dos profi ssionais de enfermagem que neles atuam, por meio de 
instrumentos padronizados. As análises tiveram como eixo o grau de completude da documentação do processo de enfermagem nos 
setores ou nas instituições e suas associações com variáveis do pessoal de enfermagem, das unidades e das instituições. Conclusão: este 
estudo empírico fornecerá importantes evidências sobre os fatores envolvidos na documentação do processo de enfermagem.
Descritores: Processos de Enfermagem; Pesquisa Metodológica em Enfermagem; Pesquisa em Enfermagem.

RESUMEN
Objetivo: describir los métodos usados para analizar las asociaciones entre variables del servicio, de la enfermería y de la 
documentación del proceso de enfermería en las instituciones de la Secretaria de Estado de la Salud de São Paulo. Método: 
estudio analítico multi-nivel, con datos obtenidos en los ámbitos de la institución, de los sectores de la institución y de los 
profesionales de enfermería que en ellos actúan, por medio de instrumentos empadronados. Los análisis tuvieron como eje 
el grado de la documentación completa del proceso de enfermería en los sectores o en las instituciones y sus asociaciones 
con variables del personal de enfermería, de las unidades y de las instituciones. Conclusión: este estudio empírico fornecerá 
importantes evidencias sobre los factores envueltos en la documentación del proceso de enfermería.
Palabras clave: Procesos de Enfermería; Investigación Metodológica en Enfermería; Investigación en Enfermería.
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INTRODUCTION

The nursing care model guided by the nursing process (NP) 
values the planning of actions, the interventions, the evaluation 
and specific goals established for each patient. In Brazil, the 
NP documentation in all situations in which the nursing profes-
sional care takes place began to be mandatory since 2002(1). 
Thereafter, such a requirement has mobilized health services 
to fullfil it and reports have been published highlighting numer-
ous factors potentially involved with the facilitating and inhibit-
ing factors for clinical documentation according to NP(2).

However, empirical correlational studies testing the ability of 
certain factors to explain the NP documentation in health ser-
vices are absent until present date. For this reason, the project 
“Nursing Process in Hospitals and Clinics of the Department 
of Health of the State of São Paulo” (SAE-SES Project) sought to 
advance the understanding of factors involved in its implemen-
tation through the analysis of clinical nursing documentation.

The present article discusses the rationale and methods of the 
SAE-SES Project. It is noteworthy that, while it is not common 
to publish articles with methodological details in Brazil, this 
practice is important for integrated research projects as provides 
sufficient information for the scientific community appraise the 
methodological quality of studies. However, this is not always 
possible when taking into account the usual and necessary 
length limitation of manuscripts in scientific journals.

The main purpose of SAE-SES Project is to expand the context 
in which factors involved in nursing practice guided by the NP, a 
fundamental tool for nursing practice, have been considered be-
cause it provides references to fundamental decisions of care(3).

The NP concept originated among educators of the United 
States of America in the 1950s as a tool to guide students in 
learning critical thinking skills necessary to the practice of 
nursing(4). Nursing leaders began to encourage its use in nurs-
ing services by recognizing it as a useful tool for implement-
ing ideas of integral care to the individual(4).

In Brazil, the NP was introduced in the 1970s by Wanda 
de Aguiar Horta to operationalize the practice of nursing, con-
ceived as the science that deals with assistance to human be-
ings in their basic human needs(5). With its use in education and 
health services, NP was eventually called and recognized as 
Systematization of Nursing Assistance (SNA), although it is not 
known the exact origin of such designation. Due to the fact that 
the interchangeable use of these two expressions is too dissemi-
nated, in this project the terms Nursing Process and Systemati-
zation of Nursing Assistance are used interchangeably, despite 
their being differentiated in the legal provisions governing the 
nursing process documentation in the country(1).

There are several NP definitions that differ with respect to the 
aspects they focus or in the emphasis that they attach to them. 
In this study, NP is defined as an instrument that provides a sys-
tematic guide to develop a style of thinking that leads to appro-
priate clinical decisions required for nursing care(4) as well as its 
documentation. The NP states that nursing care must be guided 
by the assessment of the patient, which provides data for identi-
fication of nursing diagnoses. Diagnoses, in turn, direct the def-
finition of outcomes to be achieved. Diagnosis and outcomes 

are the basis for selecting the most appropriate interventions to 
the specific situation of the patient. After interventions, the out-
comes should be evaluated and based on that evaluation,  one 
returns to previous stages in the case of expected outcomes not 
reached or new diagnoses identified(3).

The NP in the present adopted perspective is a tool to guide 
clinical decisions of nurses and, as such, refers to cognitive 
and intellectual aspects of nursing work. However, nursing 
documentation in health services, when structured according 
to NP, allows for the estimation of how the process is operated 
by nurses and, at least in part, the quality of nursing care pro-
vided. The analysis of NP documentation in health services 
sets up a way to study it.

Because of the many presented benefits, NP has been the 
subject of discussion and research as a tool for nursing care to 
be taught, used in clinical and nursing management and to be 
evaluated. Besides constituting technical, scientific, legal and 
ethical records, and besides providing important health records 
of institutions for billing revenue purposes, the NP documenta-
tion aids the audit of nursing actions and, above all, allows for 
estimating the quality of care provided to the client(6). Health ser-
vices that did not use to document the NP have already initiated 
projects to meet the resolution 358/2009 of COFEN(1). More-
over, the “implementation of the SNA” was considered an ideal 
to be achieved even if the indispensable prerequisites for such 
a goal were not known. This situation has mobilized clinical 
nurses, managers and researchers to take positions more or less 
favorable to the NP and to its implementation.

The organization of work involves an accumulation of ad-
ministrative functions required by the demand of health institu-
tions. Therefore, the analysis of the applicability of NP should 
consider the profile, the demands of assistance of these insti-
tutions, the characteristics and complexity of the patient and 
the human capital available. Thus, the purpose of SNA-SES 
project was to evaluate in a quantitative way the influence of 
aspects related to services and nursing professionals over the 
implementation of the NP. The study was composed by the 
following objectives: 1) to describe the characteristics of ser-
vice units of hospitals and clinics and of nursing professionals 
under the context of the Department of Health of São Paulo; 
2) to relate these characteristics to the documentation of the 
NP. Variables related to human resources, characteristics of 
services and indicators of care, were used to identify factors 
that could explain the proper documentation of the NP.

METHOD

The SNA-SES project was a descriptive exploratory multi-
level study with search for data at the levels of institution, sec-
tor or unit of service and nursing professionals.

The research team conceived, developed and headed the 
project for funding agencies between 2008 and 2010. Within 
a year, from January 2011 to January 2012, data were col-
lected in accordance to guidelines determined by the team, 
found in a manual that brought conceptual and operational 
definition of variables and instruments to standardize data col-
lection procedures.
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The team of data collectors consisting of nurses or nurs-
ing baccalaureate students received theoretical training of 12 
hours, so as to allow to obtain reliable and consistent data. A 
large hospital in the capital of São Paulo set up the field for a 
pilot project, a moment for practical training of collectors of 
data and adjustment of instruments and collection procedures.

We chose to use different sources of data: 1) service of 
medical files and statistics, to obtain data on productivity of 
the institution and of sectors; 2) the chief nursing officer, to 
obtain data on quantity and quality of the nursing staff and 
quality indicators of nursing care; 3) the continued education 
service, with a view to obtaining data on historical aspects of 
the implementation of the nursing process; 4) nurse in service 
in the sector and observation of medical records, to collect 
data on operational characteristics of NP documentation; and 
5) nurses, nursing technicians and assistants for obtaining data 
on characteristics of the nursing staff.

Background of the study
Study conducted in clinics and hospitals of the Department 

of Health of São Paulo (SES-SP). The acknowledgement that NP 
documentation was indispensable to improve the quality of 
nursing care resulted from the implementation of indicators of 
quality of care and institutional accreditation processes within 
the institutions under direct administration of the SES-SP. Since 
the implementation of NP involves slow, dynamic and gradual 
changing with regard not only to nursing personnel but also to 
the administrative management of the institutions, the SES-SP 
assigned a SNA Central Committee and structured the Building 
the SNA Project. This project aimed to improve the quality of 
health care provided by the SES-SP in units linked to the Coordi-
nating Body of Health Services, through the Implementation of 
the Nursing Process and Management for Nursing Quality in all 
its health units(7). The construction and implementation of this 
project are reported elsewhere(7).

All clinics and hospitals of the SES/SP were eligible and 
were invited to participate. The adoption of the NP did not 
represent an inclusion criterion because this was a variable of 
the study. According to the Coordinating Body of Health Ser-
vices, seven specialized clinics, six mental health units and 30 
hospitals located in various regions of São Paulo were under 
its direction at the time of data collection.

The recruitment of institutions to participate in the study 
followed the following flow: request through a letter directed 
to each hospital or clinic Technical Director of Department for 
appropriate referrals for expression of interest of the institution 
to participate in the study. An answering document was sent 
along with the request to be completed by the Technical Direc-
tor of Department with expressions of interest within 15 days. 
In cases where there was no return after 20 days, a telephone 
contact was proceeded, considering the possibility of mis-
placement of documents or other reasons being causing lack 
of return. If necessary, call procedures were redone, waiting 
10 further days after the second request. Absence of response 
within that period was regarded as refusal to participate.

Twenty-seven hospitals joined in this study, seven ambula-
tory specialties and six mental health units, which provided 

a fertile setting for the investigation of similarities and differ-
ences in each NP context. The basis for the analysis was the 
service unit or sector. Since the definition of “service unit” 
is variable (wing, floor, sector etc.), it was established for the 
present project that “service unit” within a clinic or hospital 
would be defined by monthly schedule of nursing service. 
That is, a clinic or a hospital “service unit” is the area covered 
by the nursing personnel that make up a monthly schedule for 
patient care. Thus, the total number of “units” was equivalent 
to the number of monthly nursing schedules intended for pa-
tient care in the hospital or clinic.

All service units where patient care is carried out and 
whose institution had authorized participation in the study 
constituted data collection sites. It was considered that each 
sector would present specificities in terms of serviced special-
ty, profile of patients and nursing professionals that could be 
associated with NP’s operational characteristics.

Variables and instruments
Variables and instruments are described below according 

to the level of the variables. The institutional level refers to 
the hospital or clinic as a whole; the level of service units 
refers to variables related to a service area defined by the set 
of nurses organized in monthly nursing schedules to meet a 
given movement of patients; finally, the level of nursing pro-
fessionals comprehend variables of people who worked in the 
service unit of an institution.

Institutional level
Besides the name, address and type of institution, data were 

surveyed to characterize the nursing work environment. Some 
variables expected to be linked to sectors were eventually col-
lected at the level of institution due to reasons explained in 
the Data Collection section.

The option to collect these data comes from the well docu-
mented influence that hospital work environment exhert on 
satisfaction and turnover of nurses(8-9). In this sense, the pro-
fessional setting of nursing practice is understood as the sup-
port system for nurses control the realization of nursing care 
and the environment in which it is provided. The NP, in turn, 
represents an instrument for realization of nursing care and 
its implementation and maintenance require a suitable work-
place. The present study made use of the Nursing Work Index 
- Revised (NWI-R)(8) to obtain data on work environment char-
acteristics, as there was interest in examining the relationship 
between these attributes and the operationalization of the NP.

The NWI-R, translated and validated in Brazil in 2008(10), 
consists of 57 items among which 15 were distributed, con-
ceptually, in three subscales: autonomy, control over the en-
vironment, and relationships between doctors and nurses. 
Among these 15 items, ten were grouped to form the fourth 
subscale: organizational support(8). Each item was answered 
using a Likert-type scale that goes from one to four points. The 
lower the score, the greater the presence of attributes favorable 
to professional nursing practice(10). The scores of the subscales 
are obtained by averaging the scores of subjects’ answers and 
may vary between one and four points(8). In a Brazilian study 
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carried out in intensive care units(11), the Brazilian version of 
the NWI-R presented the following internal consistency (Cron-
bach’s alpha): Nurse Autonomy Subscale - 0.645; Nurse Con-
trol Subscale - 0.732; Nurse-Physician Relationship Subscale 
- 0.702; and Organizational Support Subscale - 0.748.

Level of service units
The variables on documentation of NP collected by service 

units of the institutions were: documentation of the patient 
assessment, diagnoses, orders, and patient progress. Whereas 
the annotation is a classic practice of nursing documentation, 
especially when the NP is not documented in a structured 
manner, this was included as a variable in the data set on the 
NP. Frequency, location, support and the responsible for car-
rying out the documentation for each stage were investigated.

In addition to the data to describe the operationalization of 
NP at the level of service units, further data were collected: a) 
general characterization of the service unit; b) productivity and 
quality indicators; and c) quantitative of the nursing staff. Sectors 
were characterized according to the type of specialty (pediatrics, 
psychiatry, general medicine etc.); type of physical structure (sur-
gical center, emergency room, intensive care unit, etc.); facilities 
available for the service (number of beds, number of offices and 
surgical rooms, etc.); and estimated degree of dependence of the 
typical patients of the unit. In terms of productivity and quality 
indicators, data was collected concerning movement of patients 
(admissions, transferences, discharges, deaths); performed proce-
dures (consultations, childbirths, surgeries, checkups, etc.); infec-
tion rates, pressure ulcers, phlebitis and not drug compliance). 
The composition of the nursing staff was described in terms of 
number of nurses and auxiliars by 6 hours and 12 hours on-call 
service shifts. The number of 6 and 12 hours on-call service shifts 
to be carried out per month was computed, and after this, the 
number of active beds in each sector/unit. Quantitative data on 
personnel, productivity and quality indicators were related to 
three alternated months previous to data collection. This strat-
egy was adopted in order to reduce the effect of seasonality on 
the data obtained. For example, if the collection occurred in July 
2010 at a given hospital, productivity and indicators data were 
collected for the months of June, April and February 2010, calcu-
lating the monthly average of values of each variable.

Level of nursing professionals
Nursing professionals responded to standardized instru-

ments for evaluating variables related to them in order to learn 
the nursing workforce characteristics.

The following instruments were answered by professionals: 
Positions on the Nursing Process, Power as Knowing Partici-
pation in Change Tool, Life Quality at work Index for nurses, 
Work Stress Scale and Maslach Burnout Index.

Positions on the Nursing Process: the instrument refers to at-
titudes more favorable or less favorable to the NP. Nurses who 
have more favorable attitudes toward NP will probably find it 
easier to engage in the changes required to deploy and main-
tain the SNA, and those with less favorable attitudes are likely 
to have more difficulty. This variable is measured by means of 
standardized instrument positions about the Nursing Process(12). 

The instrument, an adaptation of the Positions on Nursing Diag-
nosis, consists of 20 pairs of adjectives and each pair consists in 
a favorable and a unfavorable disposition toward the concept(12). 
Each pair is separated by seven equidistant points and the re-
spondent must select one of them according to the proximity of 
its disposition with the adjectives of each pair. The total score 
on the instrument varies from 20 to 140 and the higher the 
score, the more favorable is the attitude towards NP. In the study 
where the instrument Positions on the Nursing Process was de-
veloped(12), estimates of internal consistency (Cronbach’s alpha) 
proved to be adequate: this was 0.95 for a total sample of 1,489 
assistants and nurses; 0.96 for the subsample of 889 assistants; 
and 0.95 for the subsample of 600 nurses(12).

Power of Knowing Participation in Change Tool. The percep-
tion of nursing as to its own power has been analyzed by sev-
eral theoretical views(13-14). There are two opposing perspectives 
in the study of power. In one perspective, power is addressed as 
element for domination over others - ‘power over’ something or 
someone; in the other, power is addressed as an element neces-
sary to take part in the changes in living environments - ‘power 
to’ do something, to participate in the changes. From the perspec-
tive of ‘power to’, a study found differences of knowledge and 
involvement with the care, among other variables, by nurses who 
perceived themselves with more power or less power(13). In the 
other perspective, the ‘power over’, the analysis of speeches of 
nurses from clinical and surgical inpatient units of identified the 
scientific knowledge as value and means of obtaining confidence 
in the process of acting and ensuring power(15).

In this study, we intend to know the perception of power 
that nursing has in relation to the changes, assuming that such 
a perception may be associated with the attitudes and behav-
iors related to the operationalization of the NP. The power in 
this study was defined as knowing participation in change(14). It 
involves the awareness that one has of the context in which he/
she is inserted (Awareness), the perception of the way how he/
she makes choices (Choices), the perception of freedom that he/
she has to act intentionally (Freedom) and about his/her involve-
ment in creating changes (Involvement)(14). Power as intentional 
participation means to be aware of what the person chooses to 
do, feel free to do what he/she choose, intentionally do what 
was chosen and get involved in creating change(14).

The perception of power was assessed by the instrument 
Power as Knowing Participation in Change Tool (PKPCT)(14), 
which uses the technique of semantic differential to measure 
the meaning of operational indicators of power: awareness, 
choices, freedom to act intentionally and involvement in cre-
ating changes. The PKPCT has the same 12 pairs of adjectives 
applied to the four operational indicators of power, totaling 48 
items that can vary from 1 to 7 points(14). The thirteenth pair of 
adjectives of each subscale is the inverted repetition of a pair 
of adjectives to test the reliability of the answers and is not 
punctuated in the total score(14). The total score of PKPCT may 
vary from 48 to 336 and there is no cut-off point: the higher 
the score, the greater the perception of power(16). The reliabil-
ity of the 48 items, verified by Cronbach’s alpha ranged from 
0.88 (first application) to 0.98 (second application) in a pre 
and post-test study involving 60 Brazilian nurses(16).
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Quality of Life at Work Index for Nurses - brief version. In 
this study, the quality of life at work is defined as the nurses’ 
perception of satisfaction with work aspects that they consider 
important(17). This variable was chosen based on the assump-
tion that the better the quality of life at work perceived by nurs-
ing professionals, the better is also a willingness to change, as 
the implementation of the NP. Quality of life at work was in-
vestigated through the Quality of Life at Work Index for Nurs-
es (QLWI)(17). The QLWI consists of 31 items divided into four 
areas: institutional appreciation and acknowledgement; work-
ing conditions, safety and compensation; identity and profes-
sional image and integration with the team(17). Measures in the 
QLWI are based on the degree of satisfaction and importance 
perceived by the nurses(17). Each item is scored on two scales 
of Likert. The first scale, which measures satisfaction, can vary 
from one - very dissatisfied to five - very satisfied. The second 
scale measures the importance and can vary from one - un-
important to five - very important. The instrument features a 
general question on quality of life that does not enter the cal-
culation of the total score(17). In order to calculate the score for 
each domain, one should first recode the scores of satisfaction 
items. To do so, one must subtract the value of three from the 
scores attributed to each of the five levels of satisfaction and 
thus obtain the values -2, -1, 0, +1 and +2. Then, recoded 
values are multiplied by the scores assigned in order of im-
portance. The total score is obtained by adding the values of 
the items of each domain and dividing by the number of an-
swered items. In order to eliminate negative scores, the value 
of 10 is summed up to the values, so the score in the domain 
can range from 0 to 20. Higher values indicate better quality 
of life at work(17). In a study of 348 nurses, the QLWI presented 
Cronbach’s alpha of 0.94 for the total items and 0.77 to 0.92 
for the domains(17).

Work Stress Scale. Occupational stress, the subject of many 
investigations, can be approached from the standpoint of orga-
nizational stressors, responses of individuals to these stressors 
or various aspects involved in the stressor-response process(18). 
From the perspective of the stressor-response, work stress can 
be understood as a process in which the individual evaluates 
work demands as stressors that exceed their coping skills and 
result in negative reactions(18). Occupational stress was as-
sessed using a brief version of Work Stress Scale composed of 
13 items, the answers to which may vary from one – I totally 
disagree to five points - I totally agree; the higher the score, 
the greater the stress(18). The instrument consists of a general 
measure of stress, with items addressing various stressors and 
emotional reactions constantly associated with them(18). This 
scale showed adequate estimates of validity and reliability of 
0.85 (Cronbach’s alpha) in the development study(18).

Maslach Burnout Inventory. The professional burnout of 
nurses seems to be involved in labor factors that contribute to 
patient outcome(19). Brazilian and international studies show 
that members of the nursing staff are particularly susceptible 
to professional burnout due to own essence and context of the 
work they perform(8,20). The burnout was introduced this proj-
ect for being possibly associated with the results of changes 
in the health services as the introduction of NP. The burnout 

was valuated through the instrument Maslach Burnout Inven-
tory (MBI) that contains 22 items divided into three domains: 
emotional exhaustion, lack of personal accomplishment and 
depersonalization. The sum of the responses of the subject 
determines the variation of each domain: nine to 45 points 
for emotional exhaustion, from five and 25 points for deper-
sonalization and from 8 to 40 points for personal accomplish-
ment(21). In the exhaustion and depersonalization domains, 
the higher the score, the greater the feeling of emotional ex-
haustion and depersonalization perceived by nurses. Regard-
ing the personal accomplishment domain, higher scores por-
tray greater sense of accomplishment(21).

In this study we used five categories of response (nev-
er, rarely, sometimes, often, always), what differs from the 
original instrument with seven categories of response. The 
choice of 5 categories stems from the observation that the 
Brazilian sample had difficulties in discriminating between 
response categories of the original instrument(22). A study 
evaluated of MBI’s psychometric properties reported in em-
pirical studies identified Cronbach’s alpha 0.71 to 0.88 for 
the domains(23).

Data collection
The Department of Health of the State of São Paulo has an 

integrated data system managed by the Hospital Information 
Center (HIC) which is responsible for capturing assistance and 
administrative data from units under direct administration of 
SES/SP. Tests to check the feasibility of collecting productiv-
ity data of services directly from the information system were 
unsuccessful, especially because the records were stored ac-
cording to medical specialties and, because they are consoli-
dated in this structure, it was not possible to unravel them by 
service sectors per institution, a crop needed for the present 
study. As for human resources, information requests per insti-
tution in the administration of SES/SP were unsuccessful. For 
these reasons, all data were collected locally by paid research 
assistants, who received training for the study and were su-
pervised in person by at least one researcher responsible for 
managing the collection and the quality of obtained material. 
Undergraduate nursing students or nurses with experience in 
NP could act as research assistants.

Estimates of time and number of teams needed for data col-
lection were based on the location of the eligible institutions 
and in the prediction of number of sectors in each institution 
since such data were inexistent until then. Clinics and hospi-
tals of the Coordination Body of Health Services/SES of Sao 
Paulo were grouped into five regions according to the location 
in the state of São Paulo. The Region 1 reunited institutions 
based in the capital; Region 2 was composed by the institu-
tions in municipalities around the capital; Region 3 reunited 
the municipalities of Itu, Sorocaba and Botucatu; Region 4, 
Ribeirao Preto, Américo Brasiliense, Santa Rita do Passaquatro 
and Casa Branca; and Region 5 represented the institutions 
in the municipalities of Presidente Prudente, Mirandópolis, 
Promissão, Lins, and Assis.

Data collection was scheduled in each institution whose 
Technical Director authorized participation, and telephone 
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contact was made with the nursing Chief of Executive Offi-
cer, explaining the purpose of the study and data collection 
procedures. Collection instruments were previously sent by 
e-mail, with the expectation that the data to be provided by in-
formation services (movement of patients and productivity) of 
each institution were available on the day of data collection. 
However, the lack of standardized definitions of variables and 
the lack of standardization in methodology of collection and 
storage of data among institutions, as well as variations in the 
units of analysis in which data were consolidated, demanded 
that the person responsible for collection made contact with 
the information sector of each institution. Data on many ex-
pected variables were consolidated to the institution, which 
prevented them to be recovered by sector/unit. For this reason, 
many of the analyses expected at level of sector could only be 
performed at level of institution.

Researchers asked for the nursing schedule and counted 
the numbers of professionals in each category, identifying 
those who were on vacation and on leave. The expedient 
of the Nursing Chief Officer provided data on indicators of 
quality of nursing care and every service unit was visited. 
The nurse on duty was interviewed and provided data on 
the NP’s operational characteristics, through answers to 
closed and open questions, and indicated the medical chart 
of a typical inpatient at the time of collection to be evaluat-
ed. The medical chart indicated was observed for variables 
previously defined on the documentation of the NP. Nurses 
in direct care and also nurses in management positions were 
asked to respond to the questionnaire Nursing Work Index 
- Revised (NWI-R) in order to obtain data on characteristics 
of the work environment. The nursing professionals who 
were on duty on the day of collection were informed about 
the objectives of the study and were asked to respond to 
questionnaires Positions on the Nursing Process, Power of 
Knowing Participation in Change Tool, Quality of Life at 
Work Index for Nurses, Work Stress Scale and the Maslach 
Burnout Index.

The dynamics of data collection proved to be flexible 
enough to ensure the quality of data and cause the least im-
pact on the nursing routine of the institution.

Ethical aspects
After submission of the project to the Ethics Committee of 

the School of Nursing of the University of São Paulo, autho-
rization was obtained from Coordinating Body of Health Ser-
vices - SES/SP to proceed. Potential participants were informed 
about the study and its procedures and those who agreed to 
participate signed the Informed Consent form specific for each 
type of participation.

Data analysis
It was decided to build separate databases for information 

of the institution, of sectors and of nursing professionals, keep-
ing at every level those corresponding to the next higher level, 
so that they could be integrated into any of the three levels. 
A preliminary analysis to test the consistency of data was per-
formed identifying outliers or typing errors. The design of this 

database contains information at the institutional level (hos-
pital or clinics), at the level of service unit of each hospital 
or clinic, and at the level of nursing personnel (nurses and 
auxiliary nurses).

Descriptive analyses of the involved variables are in prog-
ress. For inferential or explanatory analyses in which the 
NP documentation is the dependent variable in the level of 
service unit, this will be considered dichotomous (complete 
or incomplete) by applying the following rule: complete if 
documentation of the patient/user assessment, nursing di-
agnosis, nursing prescription and patient progress notes ex-
ist; incomplete if documentation of one or more phases of 
the NP is lacking. In the case of analyses in which NP is 
the dependent variable on the institutional level, this will 
be treated as continuous and calculated as the proportion 
of completeness of the NP documentation by dividing the 
total number of documented phases in all sectors/units per 
four times the number of service units of the institution. The 
result must then be multiplied by 100. The multiplication of 
the total number of sectors/units by four aims to obtain the 
maximum possible number of documented phases in the 
institution as a whole (assessment, diagnosis, prescription 
and progress notes).

FINAL CONSIDERATIONS

The results of this study will be used for analysis from the 
scientific and political point of view; scientific because it will 
provide empirical evidence about the variables involved in 
documentation of the nursing process. This evidence may 
confirm or refute the qualitative assessments on the relations 
between personnel variables and implementation of NP, be-
sides broaden the analytical perspective to larger variables 
such as organizational environment. However, it is important 
to be aware of the fact the NP documentation is only an ex-
trapolation of its implementation in services. The idea that the 
NP is an instrument that provides a systematic guide for the 
development of a style of thinking that directs clinical deci-
sions required for nursing care(6) makes it intangible in its own 
nature; thus the evaluation of NP documentation provides 
only indirect measure of the degree of NP implementation in 
health services.

From the political point of view, the results of this study 
can inform professional inspection bodies and accreditation 
services on the requirements or quality standards guided by 
the NP documentation. The identification of variables that ex-
plain the degree of NP’s documentation can guide the defini-
tion of strategies and policies to promote the necessary condi-
tions for good documentation.

The implementation and documentation of the NP in all 
patient-nurse care encounters is an ideal that has challenged 
the profession and discipline of nursing. However, the exis-
tence of a good documentation of the PE does not guarantee 
the best possible health outcomes for patients/users who re-
ceive nursing care. For research, the challenge that remains is 
to answer the question: what is the impact of the implementa-
tion of NP in health outcomes of patients?
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