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Abstract                            

Background:  Nursing documentation is an essential component of nursing practice that has a 

potential to improve patient care outcomes. Poor documentation of nursing care activities among 

Nurses have been shown to have negative impacts on health care quality. Therefore, the current 

study aimed to determine nursing documentation practice and its associated factor among nurses 

working in north shoa zone public hospitals, northeast Ethiopia.  

Objective:  To assess nursing documentation practice and it’s associated factors among nurses 

who were working at North Shoa zone public hospitals, northeast Ethiopia. 

Method: Institutional based cross sectional study was conducted at North Shoa zone public 

hospitals. A simple random sampling technique was used to select 421 nurses. Nurses who have 

been working in a selected hospital were participated. Data was collected by using structured 

pre-tested self-administered questionnaires. Data was entered by Epi data version 3.1 and further 

analysis was conducted by using SPSS version 23.0.  Binary and multiple logistic regressions 

were performed. All variables with p-value <0.25 on bivariate analysis were taken to 

multivariate analysis.  Adjusted odd ratio was calculated and P-value less than 0.05 with 95% CI 

taken as statistically significant.  

Result: In the current study the proportion of good nursing documentation practice was found to be 

201 (47.7 %) with 95% CI (43.2, 52.7).  Availability of operational standard (AOR=1.67(95% CI 

(1.12, 2.52), good knowledge (AOR= 1.826 (1.202, 2.776), and availability of monitoring system 

AOR =1.509(1.002, 2.272) were significantly associated with nursing care documentation practice. 

Conclusion: Nursing documentation practice was poor among nurses under the study.  

Availability of operational standard for nursing documentation, knowledge, and monitoring 

system for nursing documentation were significantly associated with practice of nursing care 

documentation. policy makers should include nursing care documentation as one of health 

package to implement it as part of day to day activities in all health facilities and health 

institutions provide to sustain continues monitoring system and operational standard for nursing 

documentation to familiarize them with the guide line regarding documentation. Nurses should 

improve their documentation practice by updating their knowledge. . 

Key words: Documentation practice, Nurses, Associated factors, Nursing care standard. 
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1. Introduction 

1.1 Background  

Documentation is a formal way of recording the account of what happened and when it happened  

(1). Medical Documentation is any paper or electronically produced medical or health-related 

information about patients that clarifies the care or service provided to that particular patient (1). 

Nursing documentation is the record of nursing care prepared and provided to individual patients 

by registered nurses or other caregivers under the supervision of professional nurses (2). It is a 

crucial part of the nursing process as it the essential way of communication within the health care 

team regarding patient care (3, 4). It is a vital component of safe, ethical, and effective whether 

done manually or electronically. It is essential for early recognition of patients’ deteriorating 

condition followed by effective communication and response by members of the 

multidisciplinary care team leads to decreased hospital mortality (5).  

Nursing documentation that is accurate and complete has been accepted as a very important 

feature of professional practice to nurses since the Florence Nightingale era. As written in her 

book, "Notes on nursing: What it is and what it is not", she stated the importance of recording 

patients’ progress in words for communication among nurses and the importance of reporting 

patient-related observation accurately (6). 

In developed countries, technology is rapidly gaining prominence as the model for health 

information services and electronic health record (EHR) is becoming the standard. A Health 

Canada Info way study conducted by the Canadian Nurses Protective Society (CNPS) 

approximated that 75% of nurses use information technology in practice and 50% use a 

combination of paper-based and electronic documentation (7). 

 A study conducted in Ireland, there was evidence that nurses engaged with residents and worked 

with their beliefs and values. However, nursing documentation was not completed in 

consultation with the patient, and there was little to suggest that patients were involved in 

decisions relating to their care (8). 
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A study conducted in Ghana, showed that 46% of care given to patients was not recorded in the 

nursing care charts; that nurses’ progress notes were not written for 63% of patients after the first 

day of admission, and 57% of documentation was not signed by nurses (9). Another study 

conducted in Jimma Ethiopia showed that 48.6% of nurses have good nursing documentation 

practice (10).  

Several barriers to nursing documentation encountered by nurses have been discussed in 

previous studies. A study conducted in Indonesia indicated that primary problems encountered 

by nurses in documentation from the perspective of head nurses and their staff can be included 

that inadequate supervision, competency issues, lack of confidence, and motivation on 

documentation (11). Another study conducted in Ghana on nursing documentation of inpatient 

care found that time constraints, discrepancies between staffing resources, workload, lack of 

clear guidelines for completing documentation, uncertainty towards documentation, institutional 

policies, and bureaucracies were often associated with keeping accurate documentation (5).   

In Ethiopia nursing communication is mostly limited to handwritten in most health settings even 

though an electronic method called health management information system (HMIS) has been 

rolled out across different hospitals (12). Based on observation, there are limited critical 

reflections on the nature and outcomes of nursing care for the patients. Even though the quality 

and effectiveness of nursing practice are mostly demonstrated by documenting the application of 

the nursing process (13). Therefore, the purpose of this research is to assess nursing 

documentation practice and associated factors among nurses working in north Shoa zone public 

hospitals, northeast Ethiopia. 
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1.2.   Statement of the problem.  

Nursing documentation is an important part of health care but often neglected to document the 

right way on a patient's record that is when to document, what to document, and how to 

document is vital to fill the gaps (1). The quality of patient care depends on the caregiver's ability 

to have an accurate, effective, and timely exchange of oral or written information ideas and 

feeling with patients and colleagues. Even though there is no way to prove care was provided 

without completed documentation (14).  

According to a study done by World health organization, it has been shown that poor 

communication between health care professionals is one factor for medical errors (2). As many 

studies indicated globally most of the nurse's actions are either not documented or not properly 

documented (8, 11, 15).  

Poor documentation in nurses has been shown to have negative impacts on the healthcare of 

patients, the health care providers, on the profession, associated with the problem of omitting 

medications, and the risk of legal harm become high (1, 6, 16, 17). Inadequate documentation is 

one of the most serious situations that could involve severe injury or death of a client (18). A 

study done in Felge Hiwot referral hospital revealed that about 87.5% of medication 

administration errors were due to nursing documentation errors (19).  

Ineffective documentation causes clinical mishaps and crucial issues in many malpractice cases 

(20), and it continues to be mentioned as a major cause of adverse events for patients (21). Poor 

nursing documentation can place patients, staff, as well as organizations at considerable risk of 

physical and legal harm (22). It can negatively affect the effectiveness, quality, and visibility of 

nursing work (20).  

Documentation is the tip of an iceberg of patient care issues that could expose care provide to 

medico-legal suits and other forms of disciplinary action (22). So let down to document 

appropriately creates a great problem when it came to the evaluation of client care (14), and is a 

key factor in miscommunication among nurses and physicians, delayed, repeated or omitted care 

that will preventable, a medical error which may potentially affect patient outcomes (1). On the 

other hand, good documentation improves the credibility of the institution and makes the nursing 

profession visible. This means that the situation may lead to the extent that can affect the status 
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of the health care facilities because health care facilities are evaluated by the quality of 

documents they keep in most cases (10). 

Several studies showed that the act of nursing documentation remains challenging due to lack of 

training resources, comprehensive nursing education, time, high nurse-to-patient ratio, poor 

knowledge, attitude, and lack of support from nursing leadership (6, 11, 23).  

There are also factories that affect nursing documentation practice that is not studied in Ethiopia 

which includes that fatigue, lack of promotion, lack of monitoring, and evaluation. As per the 

review of available literature, there is a paucity of information about documentation practice and 

its associated factors due to few studies which were limited only to one hospital, done with a 

small sample size. Therefore, this study was be filling those gaps and provide additional baseline 

evidence that helps to plan intervention programs for poor nursing documentation practice and to 

avert its effects at different levels.  
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1.3. Significance of the study  

Documentation is not independent and not optional from treatment. Quality documentation is 

necessary to improve efficiency, individual client care. Poor nursing documentation practice can 

be a significant challenge forgiving of quality health care. Nurses are required to maintain 

reliable and complete records of patient care not only to monitor client progress but also to 

safeguard themselves because it can be used as evidence in legal cases such as litigation. When a 

patient makes a complaint, the only confirmation that you have met the commitment of treatment 

to the patient is nursing records. In certain nations, according to the rule, if care or treatment is 

not reported because of a patient, it may be concluded that it has not occurred. So emphasizing 

nursing documentation will protect the legal implication of documentation and assist nurses in 

the provision of safe, ethical, and effective care. 

In addition to the above reason, the problem studies conducted across the country are not 

adequate and no research is conducted in the study area. Therefore a finding of the study would 

be important for policymakers including managers of the hospital to enable them to design 

evidence-based practice and important sources for further studies. The finding of the study also 

add value for nurses toward improving knowledge about nursing documentation based on 

available resources of the hospital, find means of uplifting standards of nursing documentation, 

and make the nurses realize the benefits of documentation in their daily practice. Also, it 

increases patient safety and enhances the quality of nursing. On the other hand, good 

documentation improves the credibility of the institution and makes the nursing profession 

visible. This means that the situation may lead to the extent that can affect the status of the health 

care facilities because health care facilities are evaluated by the quality of documents they keep 

in most cases. 
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1. Literature review  

Review of available literature about nursing documentation practice and its associated factors. It 

includes that socio-demographic, knowledge, attitude, and Organizational factors.  

 2.1   Nursing documentation practice  

Nursing documentation is one of the medical records that are written by nurses and it helps to 

communicate their observation, decision, intervention, and outcome of the intervention for the 

client. Although nursing documentation can be practiced either through a written or electronic 

method, a study indicated that an electronic system has a better health care outcome as 

compared to a paper-based system (9). 

A study conducted in Jamaica hospital indicated that most nurses 98% followed documentation 

guidelines for admission used authorized abbreviation is 97%, nursing diagnosis records had 

26% and 48% had documented evidence of discharge planning (24).  

A study conducted in Canada on nursing documentation in the long-term care setting the 

maximum proportion of symptoms documented in nursing notes was range from 1.9% to 53.5% 

(25). Besides, a study conducted among nurses in the Papuan province of Indonesia reported that 

a documentation practice level was 37% (26). A similar study conducted in India showed that 

nursing care documentation practice was 47.8% (9). Another study conducted in eastern Ghana 

on nursing documentation of inpatient care indicated that all nursing care given to the patient 

about  54.2 % and 46 % was not recorded (27). 

A study showed in Nigeria good Nursing documentation was practiced by 70%, and the majority 

of respondent's 96.7% document anytime a case is rendered, 3.3% documents 3-4 times in a 

shift, 88% of respondents document by going to the patient s bed, 84.8% by sitting at nurse’s 

station, reading what they have written to make corrections respectively, 7.4% check the 

previous information, and formulate theirs (14). Another study conducted in Gondar-Ethiopia 

indicated that slightly more than one-third (37.4%) had good nursing care documentation 

practice (1).  

In a study conducted in Harare regional state and Dire Dewa administration eastern Ethiopia 

47.5% of nurses were found to have good nursing documentation practice whereas out of 421 
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reviewed medical records good nursing documentation was found to practice on 38.5% of them 

(22).  

Similar studies conducted to Tigray, Jimma, and Gojjam Ethiopia, indicated that 47.8%, 48.6%, 

and 47.5% of nurses have good nursing documentation practice respectively (2, 10, 16). 

2.2. Factors influencing nursing documentation practice 

2.2.1. Socio-demographic factors 

According to a study conducted in Mosul of Iraq, there were significant statistical differences in 

nursing documentation concerning the educational level of nurses (6). A study conducted in Iran 

showed that female and younger nurses who had practiced better nursing document writing and 

quality of documents in medical wards were better than surgical wards (14).  

A similar study conducted in Harari and Dere Dewa, Eastern Ethiopia indicated that old age had 

a statistically significant positive association with documentation practice (22).                                                        

2.2.2. Knowledge of nurses towards nursing documentation  

A study conducted in Nigeria indicated that lack of knowledge of the nursing process was 

identified barriers to nursing documentation (28). Whereas a study conducted among nurses in 

the Papuan province of Indonesia indicated that there are no relations between the nurse's 

knowledge of the documentation of nursing care (26).  A study conducted in Gondar-Ethiopia 

showed that nurses who had a good knowledge of nursing care documentation were 2 times more 

likely to have good nursing care documentation practice as compared to those who had poor  

knowledge of nursing care documentation (1). A study conducted in the west Gojjam zone, 

Ethiopia indicated that knowledge has a statistically significant association with nurse's 

documentation practice (16). A study done in Jimma-Ethiopia showed that respondents who had 

good knowledge practiced good documentation by 57.9% while those with poor knowledge 

practiced 42.1% (10).  

2.2.3. Attitudes of nurses towards nursing documentation  

In a study conducted in Indonesia, there are positive relations between nurses' attitudes towards 

nursing documentation care (26). Similarly, a study conducted in India Nurses with a favorable 

attitude towards nursing care documentation were more likely to have good nursing care 
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documentation practice (23). In another study conducted in South Africa, a predominantly 

positive self-reported attitude was evident towards record keeping (71.7%) (29).  

 A study conducted in Harari and Dere Dewa, Eastern Ethiopia indicated that those who had a 

favorable attitude towards nursing documentation were positively associated with documentation 

practice (22). Besides, a study conducted in Gondar, Ethiopia showed that those who had a good 

attitude were 2.22 times more likely to have good documentation practice (1).  

In a similar study done in Jimma- Ethiopia those who were having favorable attitudes had a good 

practice of 60% than unfavorable ones (40%) (10). A study conducted in West Gojjam, Ethiopia 

indicated that nurses with favorable attitudes towards nursing care documentation were more 

likely to have good nursing care documentation practice than those nurses who had unfavorable 

attitudes (16). 

2.2.4. Organizational related factors  

A qualitative study conducted in Jamaican hospitals suggested that 'workload and high 

patient/staff ratios' affected their documentation practices (24). A study done on nursing 

documentation in Indonesia showed that nurses who were motivated by the leaders practiced 

47.1% of good documentation while those with less motivation performed only 23.4% and those 

who had good supervision from nurse administrators practiced good documentation by 42.6% 

while those with no supervision performed only 14.8 % (26).   

Another study done in Nigeria showed that the main barriers to nursing care documentation were 

lack of time for 41.7% of respondents (14). Nurses working in hospitals of  England reported that 

86% of nurses one or more care activity had been left undone due to lack of time on their last 

shift (30). 

According to the study conducted at the University of Gonder hospital- Ethiopia nurses who had 

taken part in nursing standard documentation in-service training were 2.59 times more likely to 

have good nursing care documentation practice as compared to those who had not taken part in 

the training (1). A study conducted in Tigray Ethiopia indicated that those nurses who are 

unfamiliar with an operational standard of the nursing documentation were two times more likely 

to have poor nursing documentation practice than those who are familiar. Additionally, lacked 

the time, and those who lacked documentation sheets were two times and three times more likely 
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to perform poor nursing documentation when compared to those with adequate time and 

adequate documenting sheets respectively (2).  

A study done in Addis Ababa- Ethiopia showed that those respondents who are familiar with the 

operational standard of nursing documentation and have been motivated by their supervisors 

were almost two and four times more likely to practice good nursing documentation than 

unfamiliar and non-motivated ones respectively (6). Similarly, respondents who had adequate 

time and adequate documenting sheets were 4.891 and 3.610 times more likely to perform good 

documentation than those with lack of time and lack of sheets respectively (6).  

Another study conducted in Jimma-Ethiopia showed that nurses who are familiar with the 

operational standard of nursing documentation were two (2) times more likely to document their 

care than those not familiar with the operational standard. On the other hand, those respondents 

who had no adequate documenting sheet were 64% less likely to perform good documentation 

than those who adequate documenting sheet. Similarly, nurses who attend in-service training on 

nursing care documentation were 53% less likely to perform good documentation than those who 

do not attend in-service training. On top of that, respondents who have been motivated by their 

supervisors were almost four times more likely to practice good documentation than non-

motivated ones (10).There are variable’s which was not studied but present on literatures are 

marital status, monitoring and evaluation, fatigue, promotion, salary and year of experience (1, 

10, 15, 31). 
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2.3 Conceptual Framework 

A conceptual framework developed after reviewing relevant literature that describes the 

relationship among the nurses' practice of documenting their care and associated factors that 

affect their practice (1, 2, 6, 10, 15, 23). 

                                                                                          

                                         

 

 

 

 

 

                                                                      

 

 

 

 

 

 

 

 

 

 

 

 

    Socio-demographic 

factors                                                     

 Age  

 Marital status   

 salary                                                                            

 Sex                                                                                 

 Educational status.                                                     

 Year of experience.                                                     

 

Organizational factors 

 Inadequate staff 

 Lack of time  

 Familiarity with an 

operational definition 

 Availability of operational 

standard 

 Motivation from supervisors. 

 In-service training.  

 Promotion 

 Fatigue.  

 Availability of documenting 

materials  

 Working setting (ward). 

 Lack of monitoring and 

evaluation. 

Knowledge of  

Documentation   

Nursing 

documentation 

practice 

Attitude towards nursing documentation    

Figure 1: Conceptual framework of nursing documentation practice and its associated factor 

among nurses in north Shoa zone public hospitals, northeast Ethiopia 2021. 
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3. Objective of the study 

3.1 General objective  

 To assess Nursing documentation practice and associated factors among nurses who are 

working, north Shoa zone public hospitals, northeast Ethiopia, 2021. 

 3.2. Specific objectives  

 To assess Nursing Documentation practice among nurses working in north Shoa zone 

Public hospitals, northeast Ethiopia, 2021. 

 To identify factors associated with Nursing Documentation practice among nurses 

working in north Shoa zone public hospitals, northeast Ethiopia, 2021. 
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4. Method 

4.1. Study area and period 

This study was conducted from April 02, 2021, to May 09, 2021 in public hospitals that are 

found in the north Shoa zone. North Shoa zone is one of the twelve zones found in the Amhara 

regional state. Its city Administration is Debre Berhan town which is located 130 km far from 

Addis Ababa, and 695 Km far from Bahir Dar capital city of Amhara Regional state. The total 

population of the zone is 2299203. It is bordered at the south and the west by the Oromia region, 

on the north by south wollo, on the northeast by the Oromia Zone, and on the East by the Afar 

region.  According to zonal health Department report, North Shoa has, 164 private clinic, 97 

governmental health centers, 391 health posts, 11 primary Hospitals (of which two are private 

Hospitals), and one comprehensive specialized hospital. North Shoa zone has a total of 10 public 

and 2 private hospitals and comprises 639 nurses (North shoa zone health office).  

4.2. Study Design    

Institutional based cross-sectional study was conducted. 

4.3. Population. 

4.3.1. Source population  

The source population for this study was all nurses who are working in north Shoa zone public 

hospitals.  

4.3.2. Study population  

The study population was nurses who are working in north Shoa zone selected public hospitals.    

4.3.3 Study unit 

The study unit was selected nurses who are working in selected hospitals.  

4.4 Eligibility criteria 

4.4.1. Inclusion criteria  

Nurses working in the inpatient wards and out-patient departments of the selected hospitals with 

work experience of at least 6 months and Nurses who provide free service for more than 6 

months in the hospital were included. 
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4.4.2 Exclusion criteria 

Nurses who were unable to participate in the study due to illness at the time of data collection 

were excluded. 

4.5 Sample size determination  

The sample size (n) required for the study was calculated by using the formula to estimate a 

single population proportion                       

                                                 n = [(Za/2)
2
 P (1-P)] 

                                                                d
2
 

     Where  

   Assumption; with assumption of 95 % confidence interval 5% desired precision 

    n = is the required sample size. 

   Za/2= critical value for normal distribution at 95 % confidence level which is equal to 1.96. 

                          (Z value at alpha =0.05). 

P = 0.475 established prevalence of nursing documentation practice from previous study 

47.5%(22). 

d = 0.05 an absolute precision. 

n = (1.96) (1.96) (0.475) (0.525).  = 383. 

                   (       

Assuming 10% non-response rate then 383+ (383×0.1) = 421  

For independent variables (associated factors), by taking significantly associated variables, the 

sample size is calculated by using Epi Info 7 STATCAL software, cross-sectional and 

unmatched cohort study calculation option as follows.  
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Table 1 Sample size calculation based on variables for the study on nursing documentation 

practice and its associated factor among nurses working in north shoa zone public hospitals 

northeast Ethiopia, 2021. 

Variables  CI Power Ratio  

(Unexposed: 

Exposed) 

Prevalence of    

poor nursing 

documentation 

% on Exposed 

Prevalence of  

poor nursing 

documentation 

% on 

Unexposed 

OR Sample 

size  

Motivation  95 90 1 33.3 73.3 0.18 56 

Familiarity with 

an operational 

definition. 

95 90 1  42.3 71.2 0.297 134 

In-service 

training.  

95 90 1 36 67.6 0.27 114 

Lack of time  95 90 1 44.6 81.5 0.18 80 

NB 1, motivation = yes is exposed, No is unexposed. 2. For familiarity with operational definition = 

familiar is exposed and unfamiliar is unexposed. 3, In-service training = yes is exposed, No unexposed.  

4. Lack of time yes exposed and no unexposed.  

The calculated sample size is smaller than the prevalence based calculated sample size so that the 

largest one (prevalence-based calculated sample size) is taken. 

4.6. Sampling procedure  

A Simple random sampling technique was used for the selection of hospitals after identifying all 

public hospitals in the north Shoa zone and the study unit was nurses in a selected hospitals. 

From 10 public hospitals in North Shoa zone, Debre Berhan comprehensive specialized hospital, 

Ataye primary hospital, Mehal Meda general hospital, shewarobit primary hospital, Debre Sina 

primary hospital, and Deneba primary hospital, each comprising of 330, 42, 44, 30, 26, and 26 

nurses were selected respectively. List of all nurses working in the out-patient departments, as 

well as in-patient wards, was obtained from the nursing leaders of respective hospitals, and the 

number of samples in each hospitals were  selected according to proportional allocation formula 

as follows;  
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Then after proportional allocation of a sample size to each hospital, simple random sampling 

technique was used to select nurses from sampling frame (lists with serial number) received from 

nursing leaders or matrons. 

(nf x n) /N = (Sample final *no of nurses in each hospital)/number of total nurses 

Where N is equal to 498.  

Debre Berhan comprehensive specialized hospital = (421x330)/498 =279 

Ataye primary hospital = (421x42) /498 =36 

Mehal Meda general hospital = (421x44) /498 =37 

Shewarobit primary hospital = (421 x30)/498 =25 

Debre sina primary hospital = (421 x26)/498 =22 

 Deneba primary hospital= (421x 26)/498 =22 
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4.7 study variable 

4.7.1. Dependent variable  

                 Nursing documentation practice  

4.7.2 Independent variables  

 Socio-demographic factors  

 Age 

 Sex 

 Educational status 

  Year of experience 

Deneba 

hospital. 

N (26), n 

(22) 

Debre 

Berhan 

hospital 

N (330), n 

(279) 

Debre sina 

hospital 

N (26), n 

(22) 

10 Governmental Hospitals in the north Shewa zone  

 Ataye 

hospital 

N (42), 

n(36) 

6 Hospital selected  

Mehal 

Meda 

hospital 

N (44), n 

(37) 

Shewarobit 

hospital 

N (30), n 

(25) 

                                      n =421 

Figure 2: Schematic presentation of the sampling procedure among nurses working in north shoa zone 

public hospitals northeast, Ethiopia, 2021. 

 

Simple 

random 

sampling  
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  Marital status  

 Salary 

 Organizational factors. 

 Inadequate staff   

 Lack of time 

 Fatigue 

 Familiarity with an operational definition. 

 Availability of operational standard. 

 Motivation from supervision.  

 In-service training. 

 Promotion.  

 Availability of documenting materials. 

 Working setting. 

 Lack of monitoring and evaluation. 

 Knowledge towards nursing documentation. 

 Attitude towards nursing documentation 

 

4.8. Operational definition  

 Nursing documentation: - is a clinical record written by nurses and the total written information 

concerning a patient's health status, nursing needs, nursing care, and response to nursing care. 

That includes assessments, nursing diagnoses, planned care, nursing interventions, patient 

teaching, patient outcome, and interdisciplinary communication (32). 

 Good knowledge: - Refers to respondents with individual knowledge scores of mean and 

above (2, 6). 

 Poor knowledge: - Refers to respondents with individual knowledge scores below the 

mean score (6). 

 Good Practice: Refers to those study participants who scored to practice questions above 

or equal to the mean value (2, 16).  

 Poor Practice: Refers to those study participants who scored to practice question below 

mean value (2, 16). 
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 Favorable Attitude: Refers to those study participants who scored greater than or equal 

to the mean of attitude questions (2). 

 Unfavorable Attitude: Refers to those study participants who scored less than the mean 

of attitude  questions (16) 

4.9. Data collection tool and procedure  

Data were collected using a structured and pre-tested self-administered English version 

questionnaire which is developed from previous similar studies (2, 6, 10, 24, 33). The 

questionnaire comprises five sections: (1) Questions regarding the socio-demographic 

background of participants and it has 6 items;(2) Questions assessing about organizational 

factors and it has 14 items; (3) Questions regarding the practice of nurses on documentation 

and it has 18 items; (4) Questions concerning about knowledge of nurses on documentation 

and it has 13 items;(5) Questions assessing the attitude of respondents towards nursing 

documentation and it has 9 items. six BSC holder nurses (five data collectors and one 

supervisor) who were not employees of the study hospitals to reduce bias was recruited for the 

data collection process. Training was given at Debere Birhan for a day on the objective, the 

relevance of the study, the need for keeping the confidentiality of information, and respect the 

rights of respondents. Before actual data collection time, five percent of the total sample at the 

questioner level was pre-tested on Alem ketema Enat hospital. The purpose of the study was 

clearly explained to the participants and their consent was obtained before data collection. Data 

were acquired from nurses working in the inpatient admission wards and out-patient 

departments by using a structured self-administered questionnaire prepared in the English 

language. To minimize the non-response rate, supervision was done regularly, keep questions 

short and Cleary, avoid leading questions avoid or break down difficult concept.  

4.10. Data quality assurance. 

To keep the quality of data structured questioners standardize individual nursing documentation 

practice by Ethiopian hospital service transformation guideline (EHSTG) tool was used (34). 

Before actual data collection time, five percent of the total sample at the questioner level was 

pre-tested on Alem ketema Enat hospital. To check the clarity and consistency of the 

questionnaire Cronbach's alpha was checked and it’s value was 0.712, 0.841 and 0.738 for 

knowledge, attitude and practice questions respectively. Validity was done for content’s of 



19 
 

questioner by senior nurse before data collection. All of the data collectors and supervisor were 

trained for a day and to have a similar concept on the questionnaire. 

 After data collection, the collected data were checked for completeness and correctness of the 

information by the principal investigator before data entry into the software and each 

questionnaire that was decided to be entered into the software for analysis was properly coded 

before analysis. Besides, the data was thoroughly cleaned and carefully entered into Epi data 

version 3.1. During analysis, data was cleaned carefully; incomplete questionnaires and missing 

values during data collection was handled not to be excluded in the analysis by double-checking 

during the data analysis. 

 4.11. Data processing and analysis  

Data were cleaned, edited, and entered using EPI data version 3.1 and transported to SPSS 

version 23 statistical software for further analysis. Descriptive statistics was used to organize and 

summarize the variables. Variables were computed and recoded through the transform function 

of SPSS. Bivariate analysis for each independent variable with the outcome variable was 

performed to select candidates for multivariate analysis. All independent variables with a p-value 

less than 0.25 were taken as candidates for the multivariable logistic regression model then 

finally p-value of less than 0.05 at 95% CI were used to declare statistical significance. Multi-co-

linearity test was used to see the linear correlation among independent variables by using 

standard error and there was no existence of multicollinearity. Hosmer -Lemeshow goodness- of- 

fit test was done and the model was fitted. The adjusted odds ratio (AOR) from multivariate 

logistic regression was used to measure the strength of association between dependent and 

independent variables. Finally, summary measures, tables, and figures were used to present the 

findings.  

4.12. Ethical Consideration 

This study was conducted after obtaining ethical clearance from Debre Berhan University 

College of Medicine and Health Sciences Department of Public Health. A formal letter obtained 

from the college of health sciences, Debre Berhan University, was submitted to the hospital 

administration to gain their co-operation. The respondents’ rights and dignity were also 

respected. Written informed consent was obtained from the study participant to confirm 

willingness for participation after explaining the objective of the study. The respondents were 
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notified that they have the right to refuse or terminate at any point of the interview. The 

information provided by each respondent was kept confidential throughout the research process.            

4.13. Dissemination of result  

The finding of this study will be presented to Debre Berhan University, the College of health 

science, department of public health and the report will be disseminated to the north shoa zone 

health bureau. The finding of the study will be sent for publication in peer-reviewed scientific 

journals so that it will be accessed by researchers and readers. It will be present at conference, 

workshops and seminar. 
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5. Result  

5.1 Socio demographic characteristics’ of result  

 A total of 421 respondents participated, yielding a response rate of 100%. Of these more than 

half 231(54.9) were female. The age of study participant ranged from 21 to 50 with the mean age 

of 30.44 years (S.D +5.362). One hundred eighty one 43 % fail within the range of 26-30 years 

of age group. Most, 310 (73.6%) of the respondents were holding bachelor degree. Fifty six point 

three percent of respondents had 5 years or less work experiences as nursing professional. More 

than half (59.1%) of study participant’s monthly salary was between 5001-7071 ETB (Table 2). 

Table 2 Socio-demographic characteristics of nurses in public Hospitals of north shoa zone, 

northeast Ethiopia, 2021(n =421). 

NB: ETB; Ethiopian birr  

Variables  Category Frequency   Percent (%)  

Age in years  21-25 78 18.5% 

26-30 181 43% 

31-35 70 16.6% 

>35 92 21.9% 

Sex  Male 190 45.1% 

Female 231 54.9% 

Level of education  College diploma  91 21.6% 

Bachelor degree  314 74.6% 

MSc nurse 16 3.8% 

Marital status Single  165 39.2% 

Married 232 55.9% 

Divorced 24 5.7% 

Work experience (in years ) 5 and less 237 56.3% 

6-10 146 34.7% 

11-15 20 4.8% 

>15 18 4.3% 

Monthly salary (ETB) 3000-5000 76 18.1% 

5001-7071 249 59.1% 

7072-9000 61 14.5% 

>9000 35 8.3% 
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5.2. Organizational related factors 

According to the finding of this study nearly half 193 (45.8%) of the participants were obtained 

in service training on standard nursing care documentation. One hundred nineteen (28.3%) of 

nurses who get in-service training on standard nursing care documentation had received the 

training 2 or less years ago. One hundred eighty three (43.5%) of respondents were have enough 

time to document their nursing activities after the care they provided and fifty five point three 

percent of respondents were reported that they have been informed the availability of operational 

standard for nursing care documentation in hospital. More than half of 244(58%) of respondents 

were familiar with operational standard of nursing documentation and two hundred fifty (59.4%) 

of respondents reported that nursing care plan sheet were available in their working unit (Table 

3).  

Table 3  Frequency and percentage distribution of organizational factors among nurses in north 

shoa zone public hospitals, northeast, Ethiopia, 2021. 

Variables  Category Frequency  Percent (%) 

Working unit  OPD 180 42.8% 

IPD 241 57.2% 

In-service  training  Yes 193 45.8% 

NO 228 54.2% 

When did you get  the 

training  

<=2 years ago 119 28.3% 

2-5 years ago 65 33.7% 

>5 years ago 9 4.7% 

Time shortage for 

documentation 

Yes 238 56.5% 

No  183 43.5% 

Availability of operational 

standard for nursing 

documentation  

Yes 233 55.3% 

No  188 44.7% 

 

Familiarity with operational 

standard  

Yes 244 58% 

No  177 42% 

 

Nursing care plan sheet  

Yes 250 59.4% 

No 171 40.6% 

Motivation from a 

supervisor  

Yes 193  45.8% 

No  228 54.2% 

Availability of promotion 

from hospital  

Yes 231 54.9% 

No  190 45.1% 

 

Monitoring system  

Yes 249 59.1% 

No  172 40.9% 
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5.3. Nurse knowledge towards nursing care documentation 

In the current study, the total mean score for correctly answered knowledge questions was 21.43 

+ 2.74. 233 (55.3%) scored above the mean and were considered to have good knowledge 

towards nursing care documentation. Besides, out of total respondents who have participated in 

the study, 291(69.1%) responded that documentation is professional responsibility and 

260(61.8%) responded that complete documentation is a principle needed to be followed while 

documentation.  (Table 4).  

Table 4 Knowledge of documentation among nurses in selected public hospitals north Shoa, 

north east Ethiopia, 2021. 

Variables  Frequency  Percent % 

Documentation is professional responsibility  Yes 291 69.1% 

No  130 30.9% 

Complete documentation is a principle needed to 

documentation 

Yes 260 61.8 

No  161 38.2% 

Easily readable nursing documentation is a 

principle  

Yes  320 76% 

No  101 24% 

Error-free nursing documentation is a principle 

for documentation  

 

Yes  

246 58.4% 

No  175 41.6% 

Improve the quality of care is an advantage of 

patient care documentation 

Yes 246 58.4% 

No  175 41.6% 

Patient care documentation is important for better 

communication 

Yes 266 63.2% 

No 155 36.8% 

Legal protection is an advantage of patient care Yes 288 68.4% 

No  133 31.6% 

Progress of patients' condition is the main 

nursing activity 

Yes 271 64.4% 

No  150 35.6% 

Discharge of patients are the main nursing 

activities 

Yes 267 63.4% 

No  154 36.6% 

Inadequate Documentation have a potential 

consequence 

Yes 240 57.0% 

No  181 43% 

 Recording only what you saw Yes  249 59.1% 

No  172 40.9% 

Frequent documentation can protect you from 

legal suit 

Yes  285 67.7% 

No  136 32.3% 
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5.4 Attitude of nurses towards nursing care documentation 

In this study more than half 235(55.8%) of respondents had favorable attitude towards nursing 

care documentation. In addition, 316(75.0%) of respondents agreed that nursing care 

documentation has an advantage in daily work and Three hundred eight (73.1%) said that proper 

documentation has appositive impact on patient safety (Table 5). 

Table 5 Attitude of nurses towards nursing documentation in selected north shoa zone public 

hospitals, northeast Ethiopia, 2021. 

Variables   

Disagree 

 

Neutral  

 

Agree 

 

Nursing documentation has an advantage 84(20%) 21(5%) 316(75.0%) 

Proper documentation has a positive impact 87(20.7%) 26(6.2%) 308(73.1%) 

Although challenges are known to exist I am 

expected to do complete and accurate 

documentation. 

76(18.0) 42(10%) 303(72%) 

A well-written report can replace an oral shift 

report. 

91(21.6%) 49(11.6%) 281(66.7%) 

Nursing notes are meaningful and give you 

legal protection. 

56(13.3%) 45(10.7%) 320(76%) 

Quality documentation of nursing care can 

add value to my hospital 

49(11.6%) 55(13.1%) 317(75.5%) 

Nurses have sufficient knowledge of the 

documentation procedure. 

79(18.8%) 60(14.2%) 282(67.0%) 

Nursing admission assessment should be 

completed within 1 hour 

88(20.9%) 53(12.6%) 280(66.5%) 

Patients participate in care planning to 

improve the quality of care 

62(14.7%) 51(12.1%) 308(73.2%) 
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5. 5. Nursing care documentation practice 

Practice of study participants measured using 18 questions.  A value of 3, 2, 1, and 0 were scored 

for “always”, “sometimes”, “rarely” and “never” options respectively. In this study participants 

performance were categorized in to good and poor practice with scores 37.1 (mean value) or 

above as good, while those below the mean score as having poor practice. In the current study 

about  two hundred one (47.7%) of the respondents scored above the mean and considered as  

having  good practice of nursing care documentation..  

 

 

 

     

 

Figure 3 Nursing documentation practice among nurses working in north shoa zone public 

hospitals, northeast, Ethiopia, 2021 (n= 421). 

According to the present study finding more than half 245(58.2%) of the study participants were 

always perform nursing documentation for every patient. In addition, the current study also found 

that among nurses participated in the study who always write an assessment, diagnoses, planning 

implementation, and evaluation were 224(53.2%) ,217(51.5%),197(46.8%),208(49.4%),188(44.%) 

respectively. Nearly one quarter, 99(23.5%) of the study participants were always keeping 

confidentiality of patient record by locking the computer with password (Table 6). 

52.30% 

47.70% 

poor practice good practice
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Table 6 Nursing documentation practice among nurses in selected public hospitals of north shoa 

zone, northeast Ethiopia 2021. 

 

Variables  Frequency Percent (%) 

Nursing documentation for every patient  Always  245 58.2% 

Sometimes  70 16.6% 

Rarely  68 16.2% 

Never  38 9% 

Nursing documentation begin with date and time  Always 9 2.1% 

Sometimes 133 31.6% 

Rarely 78 18.5% 

Never 9 2.1% 

Assessment for patient care  Always 224 53.2% 

Sometimes 130 30.9% 

Rarely 50 11.9% 

Never 17 4% 

Document the diagnosis of the patient  Always 217 51.5% 

Sometimes 131 31.1% 

Rarely 58 13.8% 

Never 15 3.6% 

Document the plan of patient care Always 197 46.8% 

Sometimes 124 29.5% 

Rarely 54 12.8% 

Never 46  

10.9% 

 

 

 

Document the implementation  

 

 

Always  208 49.4% 

Sometimes  112 26.6% 

Rarely  62 14.7% 

Never  39 9.3% 

 

Document an evaluation of patient  

Always  188 44.7% 

Sometimes  148 35.2% 

Rarely  62 14.7% 

Never  23 5.5% 
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5.6 Factors associated with nursing care documentation practice 

Based on bivariate analysis, knowledge towards documentation, availability of operation 

standard for nursing documentation, familiar with the operational definition, availability of 

nursing care plan sheets and monitoring system for nursing documentation were significantly 

associated with documentation practice to be candidate for multivariate logistic regression 

analysis. Based on findings from the multivariate logistic regression, nurses who know 

availability of operational standard for nursing documentation were 1.68  times more likely to 

had document their care than those not know availability operational standard ([AOR=1.68 (95%  

CI(1.12, 2.52). Nurses who had a good knowledge of nursing care documentation were nearly 

two times more likely to had good nursing care documentation practice as compared to those 

with poor knowledge towards nursing care documentation ([AOR= 1.83 CI(1.202, 2.776]). 

Availability of monitoring system in hospital for nursing documentation were one point five 

times more likely to have good nursing care documentation practice as compared to those are 

unavailability of monitoring system([AOR =1.509(1.002, 2.272])(Table 7).  
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Table 7 Bivariate and multivariate logistic regression analysis on study of nursing documentation 

practice and its associated factor among nurses working in north shoa zone  public hospitals, 

northeast Ethiopia, 2021 (n=421) 

 
Variable  

 

Category  

 

 

Nursing documentation 

Practice  
    

Poor    Good  

 

COR(95%CI) AOR (95% CI) p-value  

Knowledge  Poor  113  75 1 1  

Good  107  126  2.26(1.519, 3.377) * 1.83(1.202,2.776) ** 0.005 

Availability of 

Operational 

standard.  

No  116 72 1 1  

Yes  104 129 1.99(1.351, 2.956) * 1.68(1.12,2.52) **  

0.013 

familiar with the 

operational 

definition 

No  105 72 1 1  

Yes  115 129 1.63(1.106,2.419) * 1.45(0.967,2.182) 0.072 

Nursing care plan 

sheets available. 

No  103 68 1 1  

Yes 117 133 1.72(1.161, 2.554) 1.43(0.946, 2.18) 0.089 

A monitoring 

system in 

hospital 

No  102 70 1 1  

Yes  118 131 1.62(1.092,2.396) * 1.51(1.002,2.272) * 0.049 

*P-value <0.25 in Bivariable analysis, ***P-value <0.001, ** P-value<0.01, *P-value <0.05 in 

multivariate analysis and 1 indicates the reference variable. COR crude odd ratio, AOR Adjusted odd ratio, 

CI confidence interval 
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6. Discussion  

 

The result of this study showed that about (201) 47.7% with CI (43.2, 52.7) of study participants 

had good nursing care documentation practice. This finding was similar to a study done in 

Tigray, India, Jimma, Gojjam, Harari and Dire Dewa, Canada, Ghana (2, 3, 10, 16, 22, 25, 27), . 

On the other hand, it is higher than a finding from Indonesia  and study conducted in Gonder (1, 

26). This discrepancy might be due to difference in sample size and the study period  as indicated 

in those studies (2).   

In contrast with this  finding lower than studies done in Nigeria and Jamaica (14, 24). These 

discrepancies might be related to the difference in the countries socio demographic factors for 

nurses and organizational facilities that facilitate nursing documentation (24). 

In this study a number of factors associated with good nursing care documentation practice were 

identified. Nurses who had operational nursing standards in their hospitals had AOR 1.68 times 

good nursing care documentation practice as compared to those nurses without operational 

nursing standards. This was in line with studies in Uganda  and west Gojjam-Ethiopia (16, 30). 

This could be due to the fact that standardized nursing documentation guidelines used as source 

of information about how to document nursing care given to patients that enhances nursing care 

documentation practice (16).  

In the current study nurses who had good knowledge regarding documentation were nearly two 

times more likely to have good nursing care documentation practice as compared to those who 

have poor knowledge. This finding is in line with studies conducted in Gonder, Jimma, and 

Gojjam Ethiopia (1, 10, 16). This could be due to good knowledge of nursing care 

documentation improves familiarity with documentation guidelines and manuals and enhances 

the adherence to standardized nursing practice, and nursing professionalism. In the current study 

monitoring system of nursing documentation in hospital was significantly associated with good 

nursing care documentation practice. hospital that had monitoring system regarding 

documentation are 1.5 times more likely to have good nursing care documentation practice as 

compared to those have not monitoring system . This discrepancy might be related to hospitals 

have continues monitoring about nursing documentation has good practice due to fear of 
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punishment, for respect of leaders, and nursing leaders can easily identify the problem for poor 

documentation and solve those problems immediately. 

     Limitation  

Since this study used only self-administered questionnaire, there may over /underestimation the 

level of documentation practice. 

7. Conclusion 

In the current study, the level of Nursing care documentation practice was found to be poor 

among nurses. Availability of operational standard for nursing documentation, knowledge, and 

monitoring system for nursing documentation were significantly associated with nursing care 

documentation practice.      

8.  Recommendation 

Based on the finding of this study, the following recommendations are forwarded. 

1. Policy makers: should give greater emphasis towards the importance of nursing 

documentation,  and policy makers should include nursing care documentation as one of health 

package to implement it as part of day to day activities in all health facilities. 

2. Health institutions: They should provide sustained \monitoring system to implement nursing 

care documentation, and give support for staffs not familiarized with operational standard of  

nursing care documentation practice. 

2. Nurses: should improve their knowledge by utilizing updated evidence to maximize nursing 

care documentation practice. . Similarly, enhancing the knowledge of nurses toward nursing care 

documentation is important to improve nursing care documentation practice which could help to 

develop the culture of nursing care documentation and promote the professional practice. 

4. Researchers: To investigate the barrier for nursing care documentation practice future 

researchers should apply mixed study design (qualitative and quantitative) methods.  
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Appendix    

Appendix 1; consent form   

            Debere Berhan University 

        Collage of health science  

         Department of public health  

 

 Dear participants (nurses)  

Good morning/good afternoon! My name is _____________________. I am here today to collect 

data for a study to be conducted by Agizew Endale from Debre Berhan University College of 

health science, department of public health post-graduate program. 

The objective of this study is to assess nursing documentation practice and its associated factors 

among nurses working in north Shoa zone public hospitals. This study may help policymakers, 

stakeholders, and significant others to take action based on the findings. The study will involve 

socio-demographic, knowledge; attitude, organizational factors questions, and your 

documentation practice will be measure by those questions. To effectively attain the objective of 

the research, I am requesting your help. Your participation is voluntary and your name will not 

be written in this form and will never be used in connection with any information you tell us. 

Your responses will be completely confidential. It is your full right to refuse in responding to any 

question or all of the questions. If you don't want to participate you can leave the questionnaire 

empty. However, your honest answers to these questions will help me in better understanding 

nursing documentation practice and associated factors, so; it will take a maximum of 20 minutes 

to answer these questions. Would you willing to participate, please? 

     Agree to participate: 

 

  I don’t want to participate in the questioner;-    

If you are pleased to participate in the study please visit the next question. For any further 

question, please contact the principal investigator  

Principal investigator name:   Agizew Endale, Contact phone number 0909668099 
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                       Appendix 2:  Questionnaire English version.    

Section I: Please encircle the chosen option(s) or write the appropriate answer in the space 

provided.  

         Part I:  socio-demographic characteristics.                                                

 

S.NO 

 

Question  

 

Response  

 

Remark 

 

1. How old are you? ---------  

2. 

 

Sex 

1.Male 

2. Female. 

 

 

3. What is the highest level of 

 Education you have attained? 

1. College diploma 

2. Bachelor degree 

3. MSc and above 

 

 

4. 

 

What is your marital status? 

1= Single  

 2= Married  

3= divorced  

4 = widow/widower 

 

5. Monthly Salary in ETB. _____________  

6. Year of clinical  experience ___________  
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Section II Organizational factors 

 Instruction-Please read the following questions carefully and encircle on the correct answer option. 

 

S.NO 

 

Question  

 

Response  

 

Remark 

1.  Where is your working unit?  

1. Medical ward 

2. Surgical ward 

3. Pediatric ward 

4. Regular OPD 

5. Emergency OPD 

6. Pediatric OPD 

7. Gynecology ward   

8.  Obstetrics ward.  

9. Neonatal ICU 

 

2.  Did you get Nursing standard in-service training?      1 No. 

     2. Yes. 

If no skip to 

Q 4. 

3. If yes for Q2 When did you get it?        ---------  

4.  

Do you have a time shortage for documentation?         1. No. 

        2. Yes. 

 

 

5. 

Does your hospital have an operational standard 

for nursing documentation? 

       1. No 

       2. yes 

 

6. Have you familiar with the operational definition?        1. No 

       2. yes 

 

 

7.  

Does nursing care plan sheets easily available in 

the nursing unit? 

        1. No 

        2. yes 

 

 

8. 

Does motivation from a supervisor is available in 

your working units? 

        1. No 

        2. Yes 

 

 

 

 

If no Q8, 

please 

Skip to Q 10. 
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9. Which type of motivation is available in your 

hospital?  

     1. oral appreciation  

     2 certificate of Recognition for 

a job well done. 

     3. Increase salary. 

     4. If other please specify …….. 

 

 

10. 

Does promotion is available in your hospital?            1. No  

          2. Yes 

 

 

 

11. 

 Do you think there is an adequate number of staff 

for doing nursing documentations regularly? (a 

nurse serves for < 2 patient in ICU or <6 patients In 

other than ICU inpatient otherwise Inadequate) 

          1. No 

          2. yes 

 

12. Do you ever feel fatigued while documentation?           1. No 

          2.Yes 

 

13. Does your hospital have a monitoring system for 

nursing documentation? 

           1.No 

           2. yes 

 

14. Does your hospital have an evaluation system for 

nursing documentation? 

            1. No 

            2. yes 

 

 

                Section III- Nursing Documentation Practice. 

Instruction-Please read the following questions carefully and encircle the correct answer from the given 

alternatives. 

1.  How often do you document the care you have done for every 

Patient? 

      1. Always.                 

      2. Sometimes.  

      3. Rarely. 

       4. Never.  

 

      2. How often did you begin feeling Nursing documentation with date 

and time? 

      1. Always.                 

      2. Sometimes.  

      3. Rarely. 

       4. Never.  
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    3. How often did you document an assessment for patient care?      1. Always.                 

      2. Sometimes.  

      3. Rarely. 

       4. Never. 

 

     4. How often did you document the diagnosis of the patient?       1. Always.                 

     2. Sometimes.  

     3. Rarely. 

      4. Never. 

 

5 Have you ever document the plan of patient care?        1. Always.                 

       2. Sometimes.  

       3. Rarely. 

       4. Never 

 

   6. Have you ever document the implementation of patient care?        1. Always.                 

       2. Sometimes.  

       3. Rarely. 

       4. Never. 

 

 7. How often you did document an evaluation of the patient?       1. Always.                 

      2. Sometimes.  

      3. Rarely. 

       4. Never. 

 

  8.   How often did you ending nursing documentation with an 

authorized signature? 

      1. Always.                 

      2. Sometimes.  

      3. Rarely. 

       4. Never. 

 

 9. Do you keep confidentiality of patient Records Maintaining 

patient charts to be accessed by authorized personnel only? 

       1. Always.                 

       2. Sometimes.  

       3. Rarely. 

       4. Never. 

 

10 Have you ever get informed consent from the client to use or 

disclose information to others? 

       1. Always.                 

       2. Sometimes.  

       3. Rarely. 

       4. Never 
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 11 How often did you keep the confidentiality of patient's Records by 

a password of computers safe (if electronic)? 

       1. Always.                 

       2. Sometimes.  

       3. Rarely. 

       4. Never 

 

 12.  Did you ever continue keeping the confidentiality of the patient 

records after the death of an individual? 

       1. Always.                 

       2. Sometimes.  

       3. Rarely. 

       4. Never 

 

 

    

13. 

 

How often did you read your colleagues ’notes? 

       1. Always.                 

       2. Sometimes.  

       3. Rarely. 

       4. Never 

 

  14.  Does your colleague’s recording provide You adequate 

information? 

       1. Always.                 

       2. Sometimes.  

       3. Rarely. 

       4. Never 

 

  15.  How often did you document health information or advice you 

have provided to a patient? 

 

      1. Always.                 

      2. Sometimes.  

      3. Rarely. 

      4. Never. 

 

  16. 

 
 
 

Have you ever practiced a computerized nursing care 

documentation system currently in your Hospital? 

      1. Always.                 

      2. Sometimes.  

      3. Rarely. 

      4. Never. 

 

17. How often did you voluntarily report any medical error that occurs 

while Providing patient care? 

      1. Always.                 

      2. Sometimes.  

      3. Rarely. 

      4. Never. 

 

18.  How often did you document the patient's response to the care 

you provide? 

      1. Always.                 

      2. Sometimes.  

      3. Rarely. 

      4. Never. 
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Section IV- Knowledge question towards nursing documentation. 

Please read the following questions carefully and encircle on the correct answer option as honestly as 

possible. If the statement is correct circle yes, incorrect circle No and if you are unsure Circle I don’t 

know  

s.n           Statement  Alternative response. Remark  

   1.  

Do you know documentation of patients' care is a part 

of professional responsibilities? 

1. No   

2. Yes  

 

 

 

2.  Does Complete documentation is a principle needed to 

be followed while documenting? 

1. No   

2. Yes  

 

 

     3. Does Easily readable nursing documentation is a 

principle needed to be followed While documenting? 

               1. No  

 2.Yes   

 

 

     4. Do you know Error-free nursing documentation is a 

principle needed to be followed while documenting? 

1. No  

2. Yes  

 

 

      5. Does Improve the quality of care is an advantage of 

patient care documentation? 

1. No  

2. yes 

 

 

      6. Do you know Patient care documentation is important 

for better communication with health care staff? 

1. No  

2. yes   
 

     7.  Does Legal protection is an advantage of patient care 

documentation? 

1. No 

2. Yes  

 

 

     8. Do you know the Progress of patients' condition is the 

main nursing activity?  

               1. No 

               2. Yes 

                

 

      9. Does discharge of patients are the main nursing 

activities? 

               1. No 

               2. yes 

                

 

     10. Does inadequate Documentation have a potential 

consequence for the Poor development of the nursing 

profession? 

                1. No 

                2. Yes 

                 

 

 

1.  

    11 

Does recording only what you saw is important to 

protect you from legal suit? 

                1. No 

                2.  Yes  

 

1.  

   12 
Do you know that Frequent documentation can protect 

you from legal suit? 

                 1. No 

                 2. Yes 

                 

 

   13. Does a colleague who has assisted the care should be                  1. No 

                 2.  Yes 
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document care provided to a patient?                

                                        

Section V Section Attitude  

Instruction- Please read the following statements carefully and put a checkmark on the option that best 

agrees with your opinion. Tick “Neutral” if you don’t want to agree nor disagree with the opinion. 

 

S.NO 

  

Statement  

 

Strongly 

Dis Agree 

 

disagree 

 

Neutral  

 

Agree 

  

Strongly agree 

 

 1. 

 

 Nursing documentation has an advantage in 

daily work? 

     

2. 

Proper documentation has a positive impact 

on patient safety? 

     

 

3. 

 Although challenges are known to exist, I 

am expected to do complete and accurate 

documentation? 

     

4. A well-written report can replace an oral 

shift report? 

     

5. Nursing notes are meaningful and give you 

legal protection? 

     

6.  Quality documentation of nursing care can 

add value to my hospital? 

     

7.  Nurses have sufficient knowledge of the 

documentation procedure? 

    

 

 

 

8.  Nursing admission assessment should be 

completed within 1 hour? 

     

9. Patients participate in care planning to 

improve the quality of care? 
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