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 At the completion of the session, the participants will 
be able to: 

  Identify standardized nursing languages and their 
role in describing nursing care. 

  Describe the barriers to using standardized 
nursing language in the electronic health record   

 in ambulatory care practice. 
  Review strategies to address barriers in using 

standardized nursing language in the  electronic 
health record in ambulatory care practice. 
 



 Future of Nursing Report  
IOM and Robert Wood Johnson, 

2011 
◦ Importance of nurse 

practitioners as primary care 
providers 
◦ Electronic health records and 

other technological tools for 
management of complex 
health information 
 



◦ “Electronic record of health-related information on an 
individual that can be gathered, managed, and 
consulted by authorized clinicians and staff within a 
health care organization”   (Morrisey, Horowitz and 
Haughom, 2008) 
 
 
◦ Cost:  especially with small ambulatory care practices 

implementing an electronic record.  Predicted break-
even 3-13 years, greater financial gains with 
interoperability of systems on a national level (meta-
analysis, AHRQ, 2006) 



Health Information Technology 
component of the American Recovery 
& Reinvestment Act, commonly know 
as the Stimulus Act  
◦ Government leadership 

and monetary incentives 
for implementation and 
standardization of health 
information technology 
◦ NPs are “eligible providers” 

for Medicaid portion of 
incentives for meaningful 
use 

 



 International Classification of Diseases, now ICD-10, 
standardized medical diagnoses 
◦ First edition, Internal List of Causes of Death adopted in 1893 

 First nursing standardized language in 1973 
◦ North American Nursing Diagnosis Association (NANDA) 

 Definitions: 
◦  “Common language, readily understood by all nurses to describe 

care”(Keenan, 1999) 
◦ “Common terminology used to describe assessments, interventions, 

and outcomes related to the documentation of nursing care. 
Standardizing the language of care with commonly accepted definitions 
of terms allows a discipline to use an electronic documentation 
system.” (Rutherford, 2008) 

 Since 1973, ANA formally recognized 13 standardized 
nursing languages, one has been retired 
 2 are Minimum Data Sets, 7 are nursing specific, 2 are interdisciplinary 

(examples:  NANDA, NIC, NOC, Omaha System, CCC, Perioperative 
Nursing Data Set) 



 Reimbursement for NP practice is tied to Medical 
Standardized Language with use of ICD-9 and Current 
Procedure Terminology (CPT) codes 

 Data is discreet:   
◦ Recognized at the national level 
◦ Able to be captured electronically 
◦ Can be analyzed for medical research/outcomes 
◦ Used to generate data for reimbursement 

 Nursing language:  
◦ Not standardized 
◦ Not easily available to capture electronically in ambulatory 

electronic records (EHRs) for research and outcomes data 
◦ Not reimbursed 



 Barriers to use of Standardized Nursing 
Language (SNL) to reflect full scope of nursing 
practice, particularly in the electronic health 
record 

 Three categories of barriers: 
1. System Barriers 
2. EHR Operational Barriers 
3. NP User Barriers 



         Nurse  Practitioner Practice 
          

Medical Assessment, Diagnoses, Interventions                  Nursing Assessment, Diagnoses, Interventions 

System Barriers 

EHR Implementation &  
Use 

• Cost 
• Availability 
• Time to Document 

  

EHR Operational 
Barriers 

•     Incorporation of SNL in EHR 
• Mapping SNL in Reference 

Terminologies 
• Ambulatory EHR Access to 

Terminologies (ie 
SNOMED-CT) 

• Reporting Capability of 
EHR 

  

NP User Barriers 

• Perceived Value of Using 
Nursing Language, 
Reimbursement 

• -Familiarity with 
Standardized Nursing 
Language 

• Computer 
Confidence/Competence 

  

Standardized Medical Language in 
EHR 

• Medical Diagnoses-ICD-9 
• Interventions-CPT Codes 
• Outcomes-Quality Indicators 

 
Standardized Nursing Language in EHR 

• Nursing Diagnoses 
• Nursing Interventions 
• Nursing Outcomes 

  

             Quality Outcomes 

 Meaningful Use                                     Reporting/Research                Quality Measures, Pay for Performance 



 Competence/Confidence:   
◦ Competencies not defined until 2002 (Hart, 2008)  
◦ Surveys of  NP users utilize computers at work but 

uncomfortable with competency (Gaumer, et al., 2007) 
 Perceived Value/Familiarity with SNL:  
◦ Thede & Schwiran (2011) online survey of 1268 RNs. Over ½ 

had neither knowledge of, nor experience with 8 of 12 
standardized languages.  NANDA was the most recognized 
◦  Descriptive studies use of SNL with student NPs (O’Connor, 

et al, 2000)  
◦ Keenan et al. (2003) identified common nursing diagnoses,   

 interventions and outcomes (NNN) by adult NPs 



 Lack of Single Recognized Standard Language: “No 
single terminology can provide a comprehensive 
coverage for the domain of nursing” (Saranto & Kinnunen (2009) 

 Lack of Reimbursement: NP practice only reimbursed 
for medical dx with ICD-9 codes, interventions with 
CPT codes, able to assess impact on patient outcomes 
and measure financial status of a practice (Saba & Taylor, 2007) 

 Lack of Data: NP perceptions on value of 
documenting nursing practice with SNL in addition to  
medical practice, particularly in the EHR. 
 



 
 Professional nursing practice process understanding 
 Information systems 
 Technology 
 Policy, regulation and standards 
 Human factors 
 Technology adoption 
 System utilization 
 Professional nursing practice 

 
Androwich, I.M., Bickford, C.S., Button, P. J., Hunter, K. Murphy, J., & Sensmeier, J. 
(2003).  Clinical Information Systems: A Framework for Reaching the Vision.  
Washington, DC:  American Nurses Publishing. 
 



 

    Data and Information about   
   Professional Nursing Practice   
       determines and impacts data and  

       information derived from the system  
     

System Utilization   
       

Informs      
 

influences scope and depth  

     
 

Technology Adoption   

        influences degree of  

       adoption and use  

  Information  -
  

Human   
   System  Factors   
            Defines/enables definition of                        Provides means for/enables 

          Functional requirements                              functional requirements   
    

 Professional Nursing         
 Practice Process   Technology    
 Understanding          

 

Figure 2. Organizing Framework for Clinical Information Systems:  
Information Flow and Concept Relationships  

Adapted from:  Androwich, I.M., et al., (2003). Clinical Information Systems: A Framework for   
Reaching the Vision. Washington D.C.: American Nurses Publishing 

 

 

 



 Identify the perceived user barriers 
to documentation of nursing practice 
utilizing standardized nursing 
language in the electronic medical 
record by ambulatory care nurse 
practitioners 
 



 Descriptive study of NP attitudes toward 
documentation 

 Sample:  Cross-section of 1997 
ambulatory NPs who are members of 
American Academy of Nurse Practitioners 
from across the nation 

 Operational Definition of Ambulatory 
 Care NP:  AANP members who do not 
practice in a hospital in-patient or 
           long term health care facility 
 



1. What are the perceptions of the ambulatory care nurse 
practitioner regarding documentation of nursing practice 
in the medical record? 

2. Ambulatory NPs are most familiar with which 
standardized nursing language? 

3. Do ambulatory care NPs use standardized nursing 
language?   

4. What are the perceived barriers to using standardized 
nursing language in EHR? 

5. Is there a relationship between perceptions regarding 
nursing documentation related to age of NP, years of NP 
practice, geographic location, size of population served, 
practice setting, level of education and recent formal or 
recent continuing education in informatics? 

 



 Survey Instrument: Developed by researcher 
  Questions to address content areas of NP user barriers 
◦ Perceptions regarding nursing documentation in the medical 

record 
◦ The level of knowledge and use of standardized nursing language 
◦ Perceived barriers to using standardized nursing language in EHR   
◦ Demographics and characteristics of the sample 

 
 Validity of Instrument: 
◦ Survey was reviewed by expert panel of informatics nurses to 

determine appropriateness of each survey question to each of 
the content areas.  Experts assessed areas of content in the 
survey questions. 
 
 



 Informed Consent:  Madonna IRB obtained prior to 
data collection. Cover page with description of study 
and information for informed consent.  Completion 
and return of survey = responder’s consent 

 Survey replicated online with Skylight survey system, 
respondents completed survey with URL access, 
researcher entered data with another cohort created 
on Skylight 

 SPSS version 18.0 for descriptive statistics of sample. 
Spearman’s rho used for correlational testing of   
 demographics to responses 



 Total of 28,600 AANP members, 12.5% excluded = 
population of 25,000 

  1997 surveys mailed 
◦Margin of error 5% with 99% confidence 

interval calculation, 703 usable surveys 
with 35% return  
◦ 107 returned online, 596 paper surveys 

returned in stamped envelope, (reminder 
post card was sent one week after initial 
survey mailed) 



Characteristics of Sample 
Characteristic   (Total 
Responding) 

  n (%) 

Gender (n = 696) Female 625 88.9 
  Male 71 10.1 
        
Age (n = 697) 20-29 16 2.3 
  30-39 114 16.2 
  40-39 162 23.0 
  50-59 305 43.4 
  >60 100 14.2 
        
Years of NP Practice (n = 692) 0-10 327 46.5 
  11-20 267 38.0 
  > 21 98 14.0 
Highest Level of Nursing Education 
(n = 692) 

Bachelor’s Degree in Nursing 17 2.4 

  Master’s Degree in Nursing 616 87.6 
  PhD in Nursing 13 1.9 
  Doctor of Nursing Practice –DNP 34 4.9 
  Other Doctorate in Nursing 12 1.7 



Practice and 
Location 

Demographics 

Demographic   n (%) 
Primary Practice Setting (n = 694) Physician’s Office 275 39.1 

  Outpatient Clinic 122 17.3 
  Other 102 14.5 
  Federally Qualified Health Clinic (FQHC) 47 6.7 
  Community Based Primary Care 41 5.9 
  Nurse Managed Clinic 30 4.3 
  Academic Clinic 27 3.9 
  Retail Clinic 26 3.7 
  In-Patient 20 2.84 
  Long Term Care Facility 3 0.4 
        
Secondary Practice Setting  (n = 279) Other 83 11.8 
  In-Patient 52 7.4 
  Physician’s Office 43 6.12 
  Outpatient Clinic 29 4.1 
  Community Based Primary Care 18 2.6 
  Academic Clinic 14 2.0 
  Retail 13 1.9 
  Long Term Care Facility 13 1.9 
  Federally Qualified Health Clinic (FQHC) 8 1.1 
  Nurse Managed Clinic 6 0.9 
Location (n = 701) Southeast 174 24.7 
  New England 40 5.7 
  MidEast 109 15.5 
  Great Lakes 112 15.9 
  Plains 73 10.4 
  Southwest 82 11.7 
  Rocky Mountains 34 4.8 
  Far West 77 11.0 
        
Size of Population (n = 697) Urban (>50,000) 341 48.5 
  Suburban (20,000-49,000) 171 24.3 
  Rural (<20,000) 185 26.3 





Results:  Question 2 
 
 

Ambulatory NPs are 
most familiar with 

which standardized 
nursing language? 

 

Standardized Nursing Language Never 
heard of 
     %/(n) 

Heard of, but 
never used 
      %/(n) 

Heard of and 
have used in 
past 
      %/(n) 

Currently    
use 

%/(n) 

NANDA  
(North American Nursing 
Diagnosis Association) 

  
27.4  
(193) 

  
19.1  
(134) 

44.7 
(314) 

  
7.7 
(54) 

  
NIC 
 (Nursing Interventions 
Classification) 

  
53.49 
(376) 

  

  
23.0 
(162) 

  
19.8 

 (139) 

  
2.3 
(16) 

NOC 
 (Nursing Outcomes 
Classification) 

  
51.92 
(365) 

  

  
26.2 
(184) 

  
17.4 
(122) 

  
2.8 
(20) 

  
  
Omaha System 

  
65.2 
(458) 

  
25.0 
(176) 

  
7.4 
(52) 

  
1.0 
(4) 

  
CCC (Clinical Care Classification)   

73.1 
(514) 

  
19.0 
(134) 

  
4.1 
(29) 

  
1.0 
(6) 

  
SNOMED-CT (Systematized 
Nomenclature of Medicine--
Clinical Terms) 

  
82.4 
(579) 

  
12.4 
(87) 

  
2.7 
(19) 

  
1.0 
(5) 

  
ICNP (International Classification 
of Nursing Practice) 

75.1 
(528) 

17.2 
(121) 

4.3 
(30) 

1.1 
(8) 

Results:  Question 3      
Do ambulatory care 

NPs use 
standardized 

nursing language? 



Results:  Question 4  
What are the 

perceived barriers 
to using 

standardized 
nursing language in 

EHR? 
  

Nursing Care Omitted from 
Documentation due to: 

n (%) 

No easy way to document nursing 
care 

181 25.8 

No reimbursement for nursing 
documentation 

159 22.6 

Lack of time to document 145 20.6 
      

Barriers to Using Standardized 
Nursing Language in the EHR 

    

      

Lack of availability of SNL in EHR 273 38.9 

Lack of familiarity of SNL 229 32.6 

I don’t think SNL is important to 
my practice 

214 30.4 

Difficulty in use of SNL in the EHR 
(i.e. lack of searchable databases, 
dropdown lists) 

201 28.6 



 Not significantly correlated to any 
of the demographics of the sample 
including gender, age, years of NP 
practice, level of education or 
population size. 



 Data and Information About Professional Nursing Practice 
 

Professional 
Practice 
Understanding 
Barriers 

Human (User) Factors 
Barriers 

Information 
System/Technology 
Barriers 

Policy/Standards 
Regulation Barriers 

Value of nursing as 
part of NP practice 

Proficiency with 
computers/EHRs 

Lack of ability to 
document/retrieve 
nursing as discreet data 
(in the form of SNL) 
  

Lack of 
reimbursement for 
nursing care 

Value of including 
nursing care in 
documentation 

Understanding how data 
is documented/collected 
in EHRs 

Lack of availability of 
SNL in EHR 

  

Value of SNL to 
represent nursing 
practice 

Lack of time to document Difficulty in using SNL in 
the EHR   

Familiarity with SNL   
    

Barriers in Relation to Clinical Information Systems Framework 

 
 

 

 
System Utilization 
 
 
Technology Adoption 
  

 



 Value of nursing as part of NP practice/Value of including 
nursing care in documentation 
◦ Lack of reimbursement for nursing care versus medical care 
◦ Effect of nursing practice on patient outcomes remains invisible as 

discreet nursing elements are not available for reporting and research 
◦ Lack of data ultimately affects policy regarding reimbursement for 

quality, cost-effective care by NPs.   

 Familiarity with SNL /Value of SNL to represent NP practice 
◦ Education at all levels of nursing: basic and continuing education 
◦ Consensus on data sets to represent practice to gain NP “buy-in” 

(Keenan, 2003) 
 

 
 

 
 



 Lack of Time to Document 
◦ Efficiencies of computers to document/aggregate data, learning 

curve with new technology 
 Proficiency with Computers/Use of EHR 
◦ Over 63% of the NP respondents stated that they currently use an 

EHR in their practice and over half are confident in using the EHR to 
document patient care 

 Understanding how data is documented/collected in EHRs 
◦ Documentation and retrieval of discreet data elements in the EHR.  
◦ Collection of nursing data that promotes evidence-based practice by 

clearly identifying the effect of nursing on patient outcomes 



 Lack of Ability to document/retrieve data as SNL 
 Lack of Availability of SNL in EHR 
 Difficulty of using SNL in EHR 
◦ Building a standardized information system so data can be 

retrieved through reference terminologies such as 
SNOMED-CT (Systematized Nomenclature of Medicine-Clinical 
Terms) and INCP (International Classification for Nursing Practice ) 
◦ If the data are not modeled, designed, and built into the CIS 

correctly, useful data will not be retrievable for analyses, 
much less for use in clinical practice (Lang, 2008) 
 



 NPs must continue their education to become 
familiar with their EHR’s ability to 
communicate the full scope of their practice.   
 

 NPs must also advocate for mechanisms 
within their EHR product to access SNL 
through reference terminologies such as 
SNOMED-CT.   
 



 If NPs can show evidence based care that contributes 
to improved patient outcomes with their unique 
practice, policy can be changed regarding 
reimbursement for nursing as well as medical care. 
 

  With the use of SNL to reflect the nursing portion of 
NP practice alongside the standardized medical 
coding currently incorporated in EHRs, NPs have the 
tools to retrieve the data needed in an electronic 
format.  



 Until these barriers are addressed and discreet data in 
the form of standardized nursing language is available 
and utilized in the electronic health record, the impact 
of the nurse practitioner’s care will be unidentifiable 
for outcomes reporting.  

  Identifying and informing the nurse practitioner on 
these barriers will equip the NP to participate in 
selection and development of EHR products that 
address the ability to document and report the full 
scope of their practice using both medical and nursing 
standardized language. 
 



“If we cannot name it, 
we cannot control it, 
practice it, teach it, 
finance it, or put it into 
public policy” 
-Norma Lang 
 (Clark & Lang, 1992, p. 109)  
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