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Abstract 

An adequate documentation in medical records is essential for 
patient safety and high quality care. The aim of this study was
to evaluate documentation by dietitians in Swedish medical 
records. A retrospective audit of 147 dietetic notes in electron-
ic medical records was performed. The audit focused at doc-
umentation of essential parts of the dietetic care, as well as 
other quality aspects such as lingual clarity and structure of 
the documentation. The nutrition intervention showed to be 
the most documented part of dietetic care. However, the audit 
showed that several important parts of nutrition care were 
poorly documented, for instance nearly half of the audited 
records had no clear nutrition problem documented, and in 
most of the records, the goal of nutrition intervention was 
missing. The study shows that Swedish dietitians need to im-
prove documentation in medical records, as a suggestion by 
implementing a more structured documentation model.
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Introduction 

High quality documentation and structured communication 
among health care professionals is essential to patient-safety, 
as it facilitates the continuity of care, the coordination of the 
treatment and the evaluation of patient outcomes [1]. High 
quality documentation is considered to be patient centered and
to contain all essential parts of the given care in a logical and 
sequential manner [2]. Documentation is widely studied 
among nurses, but studies are still lacking among dietitians. 

The aim of this study was to evaluate the quality of documen-
tation in medical records by Swedish dietitians.

Methods

A retrospective audit of 147 dietetic notes in Swedish elec-
tronic medical record was performed. The dietetic notes were 
systematically collected and written in 2009 by dietitians in 
four hospitals and six primary care centers in central Sweden. 
The instrument “Diet-NCP-Audit” was used auditing the med-
ical records. The Nutrition Care Process is a structured 
framework for dietetic care and identifies the four essential 
parts of dietetic care as Assessment, Diagnosis, Intervention 
and Monitoring and evaluation [3]. The audit instrument con-
tains 13 items, covering the essential parts of nutrition care as 
identified by the Nutrition Care Process, as well as other quali-
ty aspects such as lingual clarity and structure of the documen-
tation. Each item is ranked 0-2 points, depending on the quali-
ty of the documentation. The maximum total score is 26 
points. The instrument has recently been tested, showing high 
validity and moderate to high reliability.

Results

The median total score of the audited records was 14.5, with a 
range between 8 to 21 points. Of the 147 medical records, 56 
% contained a clearly documented nutrition problem. Inter-
vention was clearly documented in 90 %, though a goal for the 
intervention was missing in 76 % in the audited records. In-
formation of whether or not monitoring and evaluation was 
planned was documented in 70 % of the medical records, but 
only in 24 % information of which parameters to evaluate was 
found. Regarding the structure of the records, 29 % followed 
the sequential manner of assessment-diagnosis-intervention-
evaluation. Of the audited records, 72 % had flaws in clarity, 
such as confusing formulations and own abbreviations.

Discussion

The audit showed that Swedish dietitians need to improve 
documentation of several of the essential parts of dietetic care.
Documentation was often fragmentary and inconsistent, with 
important parts of the dietetic care missing. For instance, in-
tervention goals and evaluation parameters are important for 
evaluating the given care, and if these parts of dietetic care are 
missing in the documentation, the interventions cannot be 
evaluated in a reliable way. Earlier studies have shown that the 
implementation of standardized documentation models 
through education sessions, training and individual supervi-
sion improve documentation of essential parts of the care [4].
Therefore, a suggestion is that Swedish dietitians need to im-
plement a more structured and standardized model of docu-
mentation, increasing patient safety and quality in care.
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