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ABSTRACT

Effective nursing documentation facilitates information
flow supporting care continuity, quality, and safety.
Traditional views often overlook how documentation
functions as an interconnected network where data
points relate and influence each other. Understanding
this interconnectedness is crucial for safe, effective,
holistic patient care. This study aims to clarify and
analyze the concept of documentation as an
interconnected network in nursing. The design is
Concept analysis approach proposed by Walker and
Avant. The data sources is from Conceptual and
empirical literature review using databases including
PubMed, Cumulative Index to Nursing and Health
Literature (CINAHL), Ovid Medline, and Web of
Science. The review method include the application of
the 8-step concept analysis method proposed by Walker
and Avant. The result shows that initial steps of the
analysis clarified the definition and interpretive use of
documentation as an interconnected network, identified
key uses within nursing practice, and defined its core
attributes. Understanding documentation as an
interconnected network deepens insight into its role as it
links all member of the health care team, in improving
patient outcomes and communication in nursing. In
conclusion, the concept enhances care quality,
accountability, and system integration in contemporary
healthcare.
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INTRODUCTION

Nursing documentation serves as the formal
record of patient care, clinical decisions, and
outcomes, representing a critical component of
healthcare delivery and professional practice
(Muinga et al., 2021). It is fundamental for
ensuring continuity of care, facilitating
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communication among healthcare providers,
and providing legal protection (Kaihlanen et
al., 2021). However, viewing documentation
merely as a record-keeping task fails to capture
its dynamic nature. Nursing documentation as
a pivotal part of nursing care has many
implications for patient care in terms of safety
and ethics (Hosseinnejad et al., 2020).
Documentation is not merely a product; it is a
process of connection. It connects the nurse to
the physician, the day shift to the night shift, the
inpatient unit to the rehabilitation facility, the
family healthcare and even the patient to the
provider (Iwuchukwu et al., 2025). In this
context, interconnectedness signifies a
dynamic system where patient data, care plans,
interventions, evaluations, and
communications flow and interact to provide a
holistic patient picture. This network is
essential for safe, effective care (Johnson et al.,
2006). Nurses document primarily to
communicate within the health care team and
provide information for various stakeholders
involved in accreditation, legal,
reimbursement, research, and quality health
care deliveries and activities (Keenan et al.,
2018). While information is shared verbally,
written and electronic documentation provide
durable, retrievable records across settings
(Jefteries et al., 2012). Essential features of
quality nursing documentation include being
patient-centered, reflecting nurses' actual work
and objective clinical judgment, proceeding
logically, being recorded concurrently with
events, noting variances, and fulfilling legal
requirements (Walker etal.,2021).

The evolution of nursing documentation
reflects broader transformations in healthcare



18th Edition LAUTECH Journal of Nursing (LIN)

delivery, technology, and professional identity.
Traditional paper-based records served
primarily as legal documents and care
reminders, with limited capacity for data
aggregation, analysis, or sharing across
providers (Muinga et al., 2021). The
introduction of electronic health records
represented a paradigmatic shift, enabling
structured data capture, clinical decision
support, and electronic information exchange.

Muinga et al. (2021) conducted a
comprehensive scoping review examining how
paper-based nursing records have been
developed and implemented in inpatient
settings. The review synthesized evidence
from 12 studies that met eligibility criteria,
following a process of problem identification,
literature review, chart redesign, piloting,
implementation, and evaluation. The authors
found that well-designed documentation
systems can facilitate better patient tracking,
improved team communication, and better
patient outcomes, but only when they
incorporate feedback from nurses and address
real clinical workflow needs. They concluded
that paper-based charts should be designed in a
systematic and clear process that considers
patient and healthcare professional needs,
contributing to improved uptake of charts and
therefore better documentation (Muinga et
al.,2021).

The digital transformation of nursing
documentation accelerated significantly during
the COVID-19 pandemic, which exposed both
the strengths and vulnerabilities of electronic
documentation systems. Interoperable
networks proved essential for tracking
infection rates, coordinating surge responses,
and maintaining continuity of care across
fragmented settings (Zhong et al., 2025)

For documentation to function as a true
interconnected network, the nurse's written
observation must reliably reach and influence
other team members. Hosseinnejad et al.
(2020) conducted a qualitative content analysis
exploring factors influencing nursing
documentation from nurses' perspectives in
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Iran. Using semi-structured interviews (n =
15), observations, and reviews of patients'
medical files, the researchers identified the
main theme of "unsafe documentation," with
two categories "types of errors in reporting"
and "reasons for errors in reporting" and 12
subcategories.

The findings revealed that individual,
organizational, and national factors affects
nursing documentation, including staffing
levels, management structures, regulations,
education, interpersonal relationships, and
hardware and software infrastructure. The
authors concluded that hiring more nurses,
applying healthcare management reforms,
devising appropriate regulations, providing
constant education, establishing clinical
governance, improving interpersonal
relationships, developing documentation
hardware and software, and providing support
are necessary to improve the quality of nursing
documentation. These improvements help
nurses achieve safe, ethical, lawful, and
reliable documentation in nursing practice
(Hosseinnejad et al., 2020).

Kaihlanen etal. (2021) conducted a nationwide
survey of 3,610 nurses examining whether
information system support for documentation
and nurses' documentation competence is
associated with how frequently nurses detect
documentation-related errors that have caused
adverse events. The results from linear
regression analyses showed that high
documentation support from the information
system and high documentation competence
were associated with fewer detected
documentation-related errors, while nurses
with low documentation support from the
system and low documentation competence
detected the most errors. The authors
highlighted the need to develop electronic
health record functions that better support
accurate documentation and emphasized that
organizations should invest in ensuring the
documentation skills of nurses through
appropriate training (Kaihlanen etal., 2021).
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An emerging area that aligns with the network
conceptualization is collaborative
documentation, in which patients actively
participate in recording their own data
alongside nurses. Iwuchukwu et al. (2025)
conducted a mixed-methods systematic review
synthesizing current knowledge on the
impacts, barriers, and facilitators of
collaborative electronic documentation in
nursing settings. The review included studies
that examined how patient involvement and
access to health information enable patients to
participate in decision-making regarding their
care, take an active role, and collaborate with
professionals toward health outcomes.

Participation provides patients with relevant
information about their health and improves
patient satisfaction, patient empowerment, and
health literacy. The authors concluded that
collaborative documentation could be a way to
overcome the challenges in the nursing process
associated with electronic documentation, as it
can save nurses' time and improve patient
experience. Implementation needs to be carried
out with end-user patients and nurses
(Iwuchukwu etal., 2025).

Despite the critical role of nursing
documentation in enabling collaboration, the
concept of documentation as an interconnected
network remains poorly defined in nursing
science. Most nurses and other health workers
use documentation daily, yet few explicitly
recognize how their written words function as
the "nervous system" of patient care. This
conceptual ambiguity has practical
consequences: fragmented documentation
practices, inconsistent use of standardized
terms, poor interoperability between electronic
health records, and underutilization of nursing
data for team decision-making.

While existing studies confirm that nursing
documentation influences team collaboration,
no prior work has formally analyzed the
concept of documentation as an interconnected
network using a structured concept analysis
method such as Walker and Avant (2018). Most
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literature focuses on documentation quality,
errors, or electronic health record usability,
rather than on the network properties that link
nurse observations to other health workers'
assessments. This concept analysis aims to fill
that gap. Conversely, documentation that is
incomplete, inaccurate, untimely, illegible,
inaccessible, or misleading can impede legal
processes, jeopardize patient and provider
rights, and increase liability risks (Collins and
Carto, 2023). Therefore, enhancing nurses'
knowledge and skills regarding documentation
is pertinent, as it serves as primary evidence for
measuring performance against standards
(Jefferiesetal.,2012)

The purpose of this concept analysis is to
systematically clarify the concept of
documentation as an interconnected network in
nursing, with special emphasis on how
documented nurse observations become the
foundation for other health workers' assessments
and enable effective interdisciplinary
collaboration. The analysis follows the eight-
step method of Walker and Avant (2018), a
widely used approach in nursing concept
development that provides a systematic process
for examining complex concepts.

METHODOLOGY

This concept analysis utilized the
methodological approach developed by Walker
and Avant (2018). This method, derived from
Wilson's (1963) ordinary language philosophy,
aims to clarify the meanings of terms within
their specific context of use (Risjord, 2009).
Unlike Wilson's focus on daily language,
Walker and Avant's method acknowledges that
a concept's meaning can differ according to
theoretical context, emphasizing review of
multi-disciplinary scientific literature (Arabi et
al., 2014). The Walker and Avant (2018)
method provides an appropriate guide for
elucidating the phenomenon of documentation
as an interconnected network in nursing. The
eight steps involved are:
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1. Selection of the concept for analysis.

2. Determination of the aims or purpose of
analysis.

3. Identification of all uses of the concept.

4. Determination of the defining attributes.

5. Construction of amodel case.

6. Construction of additional cases

(borderline, related, contrary).

7. ldentification of antecedents and
consequences of the concept.

8. Definition of the empirical referents for the
concept.

Data for this analysis were gathered through
conceptual and empirical literature searches in
databases including PubMed, CINAHL, Ovid
Medline, and Web of Science Review.

RESULTS OF ANALYSIS (Initial Steps)
1. Selection of Concept

The concept "documentation as an
interconnected network" was selected for
analysis because it represents a focal point of
nursing care and involves a critical process
with significant implications for practice,
including purpose, type, content, and
legal/ethical considerations. This concept
highlights the importance of collaboration,
communication, integration, quality
improvement, and patient-centered care.
Understanding and leveraging this concept is
vital for enhancing care quality, improving
patient outcomes, and contributing to
healthcare system effectiveness.

2.Aims and Objectives of Analysis

The aim of this analysis is to investigate the
philosophical and theoretical constructs
surrounding "documentation as an
interconnected network" to provide enhanced
knowledge, definition, and clarity using
Walker and Avant's (2018) method.

The overarching goal is to contribute to a more
efficient, effective and patient-centered
healthcare system. facilitating seamless
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information sharing among healthcare
professionals (nurses, physicians, pharmacists,
etc.) for better-coordinated care, reducing
miscommunication risks, ensuring access to
current and accurate patient information for
informed decision-making, and enhancing
professional practice through knowledge
sharing and access to best practices.

Specific objectives include;

e To distinguish this concept from related
terms (e.g., "medical record," "charting")

e Toidentify its essential attributes

e To develop a model case illustrating how a
nurse's documented observation becomes
the basis for other health workers'
assessments

e To identify antecedents (what must be in
place) and consequences (what results
from the concept)

e To propose empirical referents for
measurement

3. Definitions and Use of the Concept

Nursing documentation involves the accurate,
timely, systematic and comprehensive
recording of patient information, treatment
plans, care provided, outcomes, and clinical
observations, standardized and evidence-
based, that enhance interdisciplinary
communication, patient safety and quality care
outcomes (BMC Nursing, 2021, De Groot et
al.,2020, Tajabadietal.,2020, & Irvingetal.,
2006). It serves as a communication tool, a
legal record, and a means for evaluating patient
outcomes (Urquhart et al., 2009). Viewing
documentation as an interconnected network
reframes it from a standalone activity to an
integrated system facilitating communication,
collaboration, and continuity of care. This
perspective is particularly relevant as paper-
based charts are replaced by Electronic Health
Records (EHRs) (Tanya & Elspeth, 2022).
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In this context, documentation functions like a
communication web or network, where every
documented information by a nurse influences,
support and guide other healthcare
professionals in patient management and also
enhances multidisciplinary collaboration. The
use of documentation as an interconnected
network manifests in several ways:

e Interoperability/Data Integration:
EHRs enable linking information from
various sources (vital signs, labs, notes) for
acomprehensive patient view.

e Information Flow and continuity:
Facilitates seamless data sharing among
professionals, promoting care continuity.
Identifying relationships between data points
(e.g., medication effects on vitals) is key.

o Holistic Patient View: Supports a
comprehensive approach by integrating all
aspects of the patient's condition for
effective, personalized care.

e Clinical Decision Support: Enables
systems to analyze data, identify trends,
alert clinicians to potential issues,
monitoring and provide evidence-based
recommendations.

e Legal and professional Accountability:
Documentation serves as a legal evidence,
proof of care provided and professional
accountability.

e Multidisciplinary collaboration: Link
healthcare professional, patient care
activities and clinical decision to ensure
safe, continuous and quality healthcare
delivery

4. Defining Attributes of Documentation as
an interconnected Network in Nursing

Defining attributes are the essential
characteristics necessary for an instance to be
classified as the concept. For documentation to
function effectively as an interconnected
network, it must possess the following attributes:

e Legibility: Information is clear and easily
readable, whether handwritten or electronic.
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e Timeliness: Documentation occurs
concurrently with care or shortly thereafter.

e Confidentiality/Security: Patient
information is protected according to
privacy regulations (e.g., HIPAA).

o Temporal continuity: Documentation create
a longitudinal record that connect past,
present and future care episodes, enabling
trend detection and care coordination across
shifts and transitions. A physician can see a
trend in nurses daily respiratory assessments
(Muingaetal.,2021)

Structured Data Capture: Documentation
uses standardized formats, terminology,
and language that enable data aggregation,
consistency and analysis across users and
settings

e Objectivity/ Relevance: Information is
factual, based on observation and
measurement, also pertinent to patient and
care plan.

e Interdisciplinary Communication/
Collaboration: Effectively conveys
necessary information among all
healthcare team members.

e Compliance with Standards: Adheres to
institutional policies, legal standard and
regulatory requirements.

o Interoperability/Integration: Data can be
exchanged and used across different
systems and settings. (Attribute added for
specific relevance to the "network"” concept)

o Relational Connectivity: Documentation
traces and reinforces relationships
among providers. Explicitly designed to
link users and information sources.
(Attribute added for specific relevance to the
"network" concept)

e Feedback loop : Generate data/
information that can be analyzed and
returned to clinician as actionable insight,
creating learning loop that improves care
quality
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5. Construction of a Model Case

A model case is a quintessential example
demonstrating the defining attributes of the
concept (Walker & Avant, 2018). It serves as a
clear illustration of documentation functioning
effectively as an interconnected network.

At 08:00, A.M, 24/5/2025. Nurse Juliet.
documents in the electronic health record:
"Patient reports shortness of breath when
walking to bathroom. Respiratory rate 26,
SpO, 90% on room air. Lung sounds: fine
crackles in bilateral bases." She uses
standardized assessment fields for vital signs
and structured nursing note templates.

At 08:15, the physician reviews the nurse's
note, orders a chest X-ray and 2L oxygen via
nasal cannula. The respiratory therapist sees
the note and initiates oxygen before the
physician's order is fully written. The physical
therapist reads the note and modifies the
morning mobility plan to bedside exercises
only. The charge nurse uses the data to adjust
staffing ratios. The night shift nurse later reads
the same note to understand the patient's state
ofhealth in the previous shift

Analysis of Model Case:
attributes are present:

All defining

e Structured data capture (SpO,, respiratory
rate entered in standardized fields)

e Semantic interoperability/ Integration (other
disciplines understand the terminology)

e Temporal continuity (morning note
informs evening care)

e Relational connectivity (multiple
providers access and use the information)

e Feedback loops (oxygen order appears in
the electronic health record in response)

e Collaborative production (patient-reported
symptom is documented)

e Interdisciplinary communication:
Effectively conveys necessary information
among all healthcare team members

e Relevance: Information is pertinent to the
patients condition and care plan
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e Completeness: All relevant data,
interventions, responses and progress are
included

Identify Additional Cases.
Borderline Case Analysis

A borderline case shows documentation is
present, with some defining attributes, lacks
full integration, may show inconsistency or
partial application and not fully an
interconnected network.

Borderline Case: A paper-based chart where
nurses write narrative notes as thus,
documentation of vital signs and medication in
the ward register, but other health workers
rarely read them because they are not indexed
or standardized. Some attributes (temporal
continuity) are present, but semantic
interoperability and relational connectivity are
weak. The network exists in theory but fails in
practice. However, it lack structured data
capture and feedback loops, meaning
documentation does not function as a true
network. It is not a model case because the key
attributes are missing.

Related Case Analysis

Acrelated case is a different concept that shares
some similarities with the target concept but is
not the same.

Related Case: "Medical record" or the hospital
electronic health records, is a broader term that
includes all disciplines' documentation, not
specifically the nurse's role as a network hub.
This is a related case, because nurses'
documentation is part of the medical record as a
whole, serves a different purpose and involves
different primary actors. it does not capture the
unique position of nursing documentation as
the most continuous, bedside source of patient
information.

Contrary Case Analysis

A contrary case is the opposite of the concept. It
demonstrates what happens when the concept
is completely absent, helping to highlight its
essential features
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Contrary Case: A nurse who documents only
for legal protection, using vague phrases
("patient doing well, no complaint, vital signs
within normal range"), she never documents
specific assessment findings concerning the
patient, whose condition changes drastically and
never checks whether other team members read
the notes. The documentation is completed and
exist as a legal formality but does not function as
a network because it lacks the specificity,
relevance information and timeliness required
for other providers to rely upon for effective
patient outcomes. This case demonstrates why
the concept matters, when documentation is not
an interconnected network, patient care and
safety suffers (Hosseinnejad et al.,2020
Kaihlanenetal.,2021)

Illegitimate Case: Using the term "network"
to mean only the computer hardware
(electronic health record servers), ignoring the
human and organizational dimensions of
information sharing. A technical network
without human engagement does not constitute
an interconnected documentation network.

Identify Antecedents

Antecedents are the conditions or factors
required before the concept can occur (Walker
& Avant, 2018). For documentation to function
as an effective interconnected network, certain
antecedents must be present:

e Clinical Knowledge and Competence: A
strong understanding of medical
terminology, procedures, and clinical
guidelines is essential for accurate and
complete documentation.

e Assessment and Observation SKkills:
Thorough and accurate patient assessment
(vitals, pain, mental status, etc.) forms the
basis of reliable documentation.

e Critical Thinking and Decision-
Making: Nurses must interpret data and
determine the relevance and priority of
information to be documented (e.g.,
changes in condition, intervention
responses).

e Communication Skills (Verbal and
Written): Clarity in both written
documentation and verbal exchanges among
the team prevents misunderstandings and
ensures consistency.

e Awareness of Policies and Legal
Guidelines: Knowledge of institutional
protocols, nursing standards, and legal
regulations (e.g., HIPAA) guides
compliant documentation practices.

o Technological Competence (EHRs):
Proficiency in using electronic health
record systems and related technology is
crucial for efficient and accurate digital
documentation.

o Time Management Skills: The ability to
balance direct patient care with timely and
thorough record-keeping is necessary to
avoid errors associated with rushed or
retrospective charting.

o Ethical and Professional Accountability:
A commitment to honesty, accuracy, and
timeliness in recording patient care
information is fundamental.

e Supportive Work Environment:
Organizational culture promoting
teamwork, adequate staffing, leadership
support, and open communication
encourages high-quality documentation
practices.

These antecedents are interconnected; for
instance, poor time management can
compromise assessment accuracy, while
deficits in clinical knowledge can limit critical
thinking during documentation. Weakness in
one area can negatively impact the overall
quality of documentation within the network.

Identify Consequences

Consequences are the outcomes or results that
occur because of the concept (Walker & Avant,
2018). Effective or ineffective documentation,
viewed as an interconnected network, leads to
significant consequences:

e Patient Safety: Accurate, timely
documentation supports informed decisions,
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reduces errors (e.g., medication, missed
treatments), and enhances positive patient
outcomes. Also Incomplete, inaccurate, or
false documentation can lead to errors, missed
diagnoses, and compromised patient safety.

e Continuity of Care: Clear, comprehensive
records ensure seamless handoffs and
consistent care across shifts, departments,
and providers. More so, Poor documentation
can cause communication breakdowns,
duplication of efforts, missed interventions,
or gaps in care during transitions.

e Legal and Ethical Accountability:
Proper documentation serves as legal proof
of care provided according to standards,
protecting nurses and institutions, while
Inaccurate or missing records increase
vulnerability to malpractice claims and
legal consequences.

e Research and Quality Improvement:
Significantly, accurate, aggregated data
from documentation supports research,
identifies trends, and informs evidence-
based practice and quality improvement
initiatives, while faulty documentation
yields unreliable data, hindering research
validity and potentially leading to flawed
policy or practice changes.

e Team Communication and
Collaboration: Accessible, clear
documentation fosters effective
collaboration among all healthcare team
members. Poor documentation leads to
miscommunication, potentially causing
conflicting treatments or care delays.

e Resource Management and Efficiency:
Streamlined documentation prevents task
duplication and ensures appropriate
resource allocation. Notably, inadequate
records can lead to unnecessary tests,
procedures, or resource waste.

Define Empirical Referents

Empirical referents are the concrete,
measurable, or observable indicators
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demonstrating the existence of the concept in
practice (Walker & Avant, 2018). For
documentation as an interconnected network,
empirical referents include:

o Standardized Assessment Tools: Use of
validated scales (e.g., pain scales, Braden scale),
flowsheets (e.g., vital signs, intake/output), and
structured assessment forms.

e Care Plan Documentation: Recorded
nursing diagnoses, goals, interventions, and
evaluations reflecting the nursing process.

e Medication Administration Records
(MARs): Accurate, timed entries of
medication administration.

o EHR Audit Trails: System logs tracking
access and modifications to patient
records, demonstrating accountability and
timeliness.

o Interdisciplinary Notes/Entries:
Documentation reflecting communication
and collaboration between nurses,
physicians, therapists, etc., within the
shared record.

e Use of Clinical Decision Support
Systems (CDSS): Alerts, reminders, and
evidence-based prompts integrated within
the EHR that guide care based on
documented data.

e Quality Metrics Reports: Data extracted
from documentation used for reporting on
compliance with standards, patient
outcomes, or performance indicators.

o Handoff Report Tools: Standardized
tools (e.g., SBAR) used and documented
for transferring patient information
between providers or shifts.

These referents provide tangible evidence of the
interconnected network in action, linking nursing
actions and patient data to broader concepts like
quality, safety, and communication.

Implications for Nursing Practice

For practicing nurses, the network
conceptualization suggests several practical
implications:
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Document for connection, not just
compliance. Beyond meeting regulatory
requirements, nurses should consider how their
documentation connects care across shifts,
disciplines, and settings.

Use structured data fields. When available,
structured data entry enables other providers to
find and interpret information more efficiently.

Develop documentation competence. Given
the strong association between documentation
competence and error detection (Kaihlanen et
al., 2021), nurses should actively seek training
in electronic health record use and
documentation best practices.

Enhanced Communication and
Collaboration: It underscores the need for
systems that facilitate seamless, real-time
information sharing among the entire healthcare
team, patient inclusive for patient- centeredness,
hence, reducing communication errors.

Improved Patient Safety and Care Quality:
Emphasizes continuous monitoring and data
integration, enabling early trend detection and
facilitating the use of clinical decision support
tools for evidence-based care.

Strengthened Accountability and Legal
Protection: Highlights the importance of
accurate, time-stamped, and comprehensive
records as legal evidence of care provided and
clinical reasoning.

Optimized Continuity of Care: Reinforces the
need for integrated systems where patient
information follows seamlessly across different
care settings and providers, preventing care gaps.

Increased Efficiency and Time Management:
Promotes the use of streamlined digital systems
that reduce redundancy and allow nurses more
time for direct patient care, while incorporating
tools like smart alerts.

Facilitation of Professional Development
and Research: Positions documentation as a
valuable data source for nursing research,
quality improvement, and reflective practice to
identify areas for growth.
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Implications for Nursing Education

Nurse educators must prepare students for a
documentation landscape that is increasingly
networked, standardized, and Al-enhanced:

e Informatics competencies. Core
informatics competencies—including
electronic health record use, data quality,
and interoperability concepts—should be
integrated throughout nursing curricula.

e Critical evaluation of documentation
technologies. Students should learn to
critically evaluate documentation systems
for usability, safety, and ethical implications.

¢ Simulation of networked documentation.
Simulation experiences should expose
students to realistic documentation
scenarios involving handoffs,
interprofessional communication, and
transitions of care.

Implications for Nursing Administration

Healthcare administrators face critical
decisions about documentation systems and
practices:

Invest in usable electronic health record
systems. Documentation burden is a major
contributor to nurse burnout; organizations
should prioritize system usability.

Support ongoing education. Initial training is
insufficient. Organizations should provide
ongoing education on documentation
competence and emerging technologies.

Monitor documentation quality and safety.
Using data from electronic health record audit
logs, organizations should track
documentation quality metrics and error rates
(Kaihlanenetal.,2021).

Support interoperability initiatives.
Investments in standards-based data exchange
enable the network to extend across care
settings (Fraunhofer Institute for Software and
Systems Engineering, 2025).

Implications for Nursing Research

This concept analysis identifies several
priorities for future research:
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Develop and validate measurement tools.
Empirical referents identified in this analysis
require instrument development and
validation.

Test network-informed interventions.
Researchers should develop and test
interventions designed to strengthen
documentation networks.

Evaluate Al integration. As Al tools are
deployed for documentation support, rigorous
evaluation is needed to assess their impact on
documentation quality, nurse workload, patient
outcomes, and ethical considerations (Milliren
etal.,2023; Zhongetal.,2025).

Investigate collaborative documentation
models. Further research is needed on effective
implementation strategies for collaborative
documentation (Iwuchukwu etal., 2025).

CONCLUSION

This concept analysis, guided by Walker and
Avant's (2018) methodology, has clarified the
meaning, attributes, antecedents,
consequences, and empirical referents of
viewing nursing documentation as an
interconnected network. Nursing
documentation is undergoing a fundamental
transformation: from a static, linear record to a
dynamic integrated system vital for
contemporary healthcare delivery. This
transformation carries profound implications
for how nurses work, how care is coordinated,
and how the nursing profession demonstrates
its value. In today's complex healthcare
environment, recognizing documentation as an
interconnected network is essential. It directly
supports evidence-based practice,
collaborative decision-making, quality
improvement initiatives, and ultimately,
patient safety. Nursing documentation is an
integral component of nursing practice; its
contribution to patient health outcomes is
undeniable as it organizes care and facilitates
crucial communication among the healthcare
team. The information created and stored
through documentation is constantly modified

by new data, rendering nursing documentation
a dynamic and indispensable process within
the interconnected web of patient care. As
nursing moves further into the digital age, the
profession must embrace its role not merely as
documenter but as network weaver creating the
connections that enable safe, effective, person-
centered care. The rapidly evolving nature of
documentation technologies means that
findings may require frequent updating. The
concept analysis framework used (Walker &
Avant, 2018) emphasizes conceptual clarity
over empirical validation; future work should
include empirical testing of the defining
attributes and empirical referents.
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