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Abstract

Introduction: Nursing documentation is a required aspect of care which provides written
confirmation of discussions and actions that have been done as well as missed for specific
reasons. However it draws criticism from professionals, community and different regulatory
organization due to incomplete, substandard documentation. However, little has been
explored about nursing documentation practice in health care facilities of Addis Ababa,
Ethiopia. Therefore; this study was conducted to assess documentation knowledge, attitude,

and practice among nurses working in selected public hospitals of Addis Ababa, Ethiopia.

Obijectives: the objective of this study was to assess knowledge, attitude and practice of
nurses towards documentation among nurses working in emergency departments at Black
lion specialized Hospital, Zewditu memorial Hospital and AaBET Hospital, Addis Ababa,
Ethiopia, 2019.

Methods and material: Cross-sectional design; structured self-administered questionnaires
were used to assess knowledge, attitude and practice of nurses. The collected data was
analyzed using SPSS version 21. Frequency table, graphs and pie chart was used to describe

the result.

Result: A total of 243 nurses completed the survey 65% of participants were female with the
mean age of 29.5 (SDx 0.86). The score of respondents’ knowledge and practice towards
nursing documentation was added up and dichotomized into two based on the mean
knowledge score which was 3.3(Dx 0.47), and 7.45 (SD + 2.07) respectively. Attitude was
assessed using likert scale and the mean score was 30(SD=0.45). Accordingly the knowledge,

attitude and practice of the respondents 33.3%, 27.6%, 50.21% were poor respectively.

Conclusion: The study indicated that knowledge and attitude of nurses towards
documentation fall in good and favorable range of mean score respectively. But the practice
was poor among nurses working in emergency departments of selected governmental

hospitals.

Recommendation: Based on the finding of this study, employing institutions need to create
awareness and provide training to enhance knowledge, attitude and practice of the nurses
regarding documentation. Researchers also need to carry out large scale studies in order to

address the problem.

Key words: Nursing documentation, Practice, Nurse, Emergency department
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1. Introduction

1.2 Background
Nursing documentation is defined as any written or electronically generated information that
describes the care or service provided to a patient by qualified nurses and it has been one of
the most important functions of nurses since the time of Florence Nightingale because it
serves multiple and diverse purposes (1).

The intention of nursing documentation is to demonstrate that an organization maintains
comprehensive written evidence of its planning, delivery, assessment and evaluation of
patient’s care (2). It is recorded information regarding patients’ problems and interventions
that conducted for obviating the problems. These documents are considered as a suitable
written communication device.

Despite of their basic role in improving and continuance of nursing and medical interventions
provided for patients, it is also important tool for transferring patients’ information to other
health team members, enhance professional autonomy, critical thinking skills of nurses,
development of professional knowledge and nursing education. But the most important role
of it is the legal aspect, because the best witness to show health interventions provided for

patients is a suitable and correct document.

The statistics from developed countries showed that in 74% of cases had errors of health care
providers reported to judicial authorities. (3) Documentation is vital to safe, Ethical, and
effective Nursing practice in clinical areas. Nursing practice requires documentation to ensure
continuity of care, planning, and accountability, as well as in the promotion and uptake of
evidence based practice. It is one of the most important practices in nursing. It sounds that
nothing can reflect the total amount of nursing care giving to the patients as documentation
does (4).

A nursing document, whether written or electronic, should be client focused, consists of
relevant information, accurate without missing details, chronologically written, clear and

concise, permanent, confidential and timely (5).

Nursing documentation in the Emergency department (ED) was the focus area of this study.
An aim of emergency care is to ensure that the episode is as brief as possible. It is therefore,

transient in nature with the plan to always move the patient on, whether to an inpatient



destination, to outpatients, transferred to another inpatient facility including discharge home

for follow-up by the care giver(6).

In Ethiopia, nursing documentation practice is mostly limited to hand written in most of
health settings even though an electronic method called HMIS has been rolled out across
different hospitals (7)

The research done in Gondar, shows that Most (62.4%) of the nursing care provided remains

undocumented (8).

The intent of this study is to assess the nurses’ knowledge attitude and practice towards
nursing documentation among nurses working in emergency departments of selected

governmental hospitals in Addis Ababa, Ethiopia.



1.3 Statement of Problem

The transient nature of emergency nursing care requires that a rapport between the nurse and
their support person or people is rapidly established. This is to enable a thorough assessment,
diagnosis, plan and treatment, with an evaluation of outcomes and any relevant discharge
planning and education. These need to be fully documented prior to the patient’s discharge,
transfer or admission which should be done as soon as possible after their arrival in the ED.

©9)

It is unfortunate that nursing documentation continues to draw criticism from professionals,
community and regulatory organization because of incomplete, substandard charting practice
(10).

Nurses’ actions are typically described as compassionate, committed and caring. But these
attribute are often difficult to recognize in the nursing documentation. Most of nurses’ actions
are not documented and thus creates a great problem when it comes to evaluation of client
care (11).

Poor documentation in nurses has been shown to have negative impacts on the health care of
patients and may lead to harmful consequences like exposing the care provider for
medication administration error (12). Quality of patient care can also be impeded by an
absence of sufficient documentation of data (13). On the other hand, a good documentation
improves credibility of the institution, and makes the nursing profession visible and the
situation may lead to the extent that can affect the reputation of the health care facilities
because health care facilities are evaluated by the quality of documents they keep in most
cases(14)

Some studies from sub Saharan Africa have identified deficiencies in various aspects of
nursing documentation. One study from South Africa reported deficiency in attitudes,
knowledge and practice behaviors (15) while the Ugandan study reported knowledge and

attitude deficiency towards the practice of nursing documentation among nurses (16).



In Ethiopia, inadequacy of data collection with lack of quality was found to be a problem
(17). Despite the barely observable deficiencies, studies conducted on this issue of interest

are very minimal.

Even if the care given at emergency department is a prompt lifesaving, nursing
documentation should have to be complete and it minimizes hindrance of communication
between care givers, medical teams and the continuity of patient care. Therefore, this research
was aimed to assess the knowledge attitude and practice of nurses towards Nursing
documentation in Emergency departments of selected governmental Hospitals in Addis
Ababa, Ethiopia.



1.4 Significance of study

Poor nursing documentation practice can be a significant challenge for provision of quality
health care. Nurses are expected to keep accurate, timely and complete records regarding
patient care not only to assess client progress, but also to protect self because it may be used
as evidence in legal proceedings such as lawsuits. The identification of gaps in nurses’
practice of patient care documentation in public hospitals of Addis Ababa may be used to
solve the problem. The finding would also be used as an additional input for further studies
since this area needs to be much exploited. The recommendations given if considered are
going to benefit the country at large on the proper and standard documentation of nurses

working in any emergency unit of health institutions.



2. Literature Review
2.2 Concept of Nursing Documentation

The appropriate practices for improving nursing care documentation are employee
participation, managerial accountability, nurses’ adherence to documentation standards,
improved leadership style, and continuous monitoring and control (18).

Nursing documentation is reported to take up to 50% of nurses’ time per shift (19). It serves a
number of important functions, including communication amongst healthcare workers for
continuity of care. Poor communication, in a broader sense, is known to contribute
significantly to the occurrence of adverse events in healthcare (20) and is therefore an
important target of initiatives to improve patient safety. Additionally, nursing documentation
is important for education, research, quality assurance and for reimbursement by third party
claimants (21). It can serve as an indicator of quality nursing practice (22). Also Nursing
documentation could be used to predict mortality (23). Nursing documentation meets seven
criteria: (a) patient-centered, (b) contains the actual work of nursing, (c) reflects the nurses’
clinical judgment, (d) is presented in a logical sequence, (e) is written in real time, (f) records
variances in care and (g) fulfills legal requirements(24).

The quality of nursing documentation in many countries remains poor due to
numerous reasons which different authors articulated (25). A Dutch study found inadequate
documentation of important aspects of assessment and other related nursing care, including

inaccuracy of documentation (26).

2.3 Knowledge of nurses about documentation
A Swedish study reported incongruence between what is documented and actual physical

patient status (27). These inadequacies could be related to challenges in two areas: the

nurses’ individual characteristics and work environments (28).

According to the study done in Uganda the knowledge of participant nurses about the
importance of nursing documentation was found to be positively affected by the motivation
and support of nursing leadership (29).

The research done in Public hospital of Harari, East Ethiopia showed that the knowledge of
nurses about nursing documentation was low (47.1) and these was associated with low access

of short or long term training (30).



2.4 Attitude of nurses about documentation
Studies in various settings found that whilst nurses consider documentation important for

nursing professionalization, They consider it as a burdensome secondary task that takes
nurses away from direct patient care (31). As nurses consider increasing liability for their
practice, their documentation may be negatively affected (32).

According to the research done in Tabariz university, Iran , the attitude scores revealed that
most of the participant nurses (85.8%) had high attitude towards nursing documentation
reflecting prominent status (33). The research done in public hospital of Harari, regarding
nurse’s attitude towards the nursing documentation reveals that (52.9%) were favorable

attitude and the rest were unfavorable attitude(34).

2.5Practice of nurses about documentation
The workplace environment can contribute to poor documentation. Heavy workloads,

laborious documentation forms, fragmentary language (i.e. documentation language that is
not understood beyond the local context), inadequate resources and hospital culture all impact

the quality of nurses’ documentation (35).

Given the significance of nursing documentation and the reality of poor documentation
practices, it is not surprising that there have been resolute calls and subsequent efforts to
improve its quality (36). Poor documentation has been shown to have negative impacts on the
health care outcome, the health care providers’ effectiveness and on the profession in general.
The research done in Jimma University Medical center, shows that (51.4%) of Nursing

documentation practice was poor among nurses (37 ).

Training nurses to improve knowledge, skills and documentation practices has been a widely
used strategy, For example, writing coach programm used to improve documentation quality
(38). Training has been augmented by using written practice standards (39). According to the
research done in public hospital of Harari, east Ethiopia revealed that almost half of the
participants (48.9%) practice complete nursing documentation (40).



3.  Objectives of the study

3.2General objective
Assessment of knowledge, attitude and practice of nurses towards documentation among

nurses working in Emergency departments of selected governmental hospitals in Addis
Ababa, Ethiopia, 2019.

3.3 Specific objectives
» To Assess knowledge of Nurses towards documentation among nurses working in

emergency department of selected governmental hospitals in Addis Ababa,

» To Assess attitude of Nurses towards documentation among nurses working in
emergency department of selected governmental hospitals in Addis Ababa,

» To Assess practice of Nurses towards documentation among nurses working in

emergency department of selected governmental hospitals in Addis Ababa



4.  Methods
4.2 Study area and period:

The study was conducted in selected governmental hospitals of Addis Ababa. Addis Ababa is
the capital city of Ethiopia. It has an estimated population of 3,384,569 according to the 2007

census and 527 square kilometer of area (41).

There are 13 governmental hospitals among which Amanuel Specialized Psychiatric Hospital
and Mahatma Ghandi Memorial Hospital provide specific service that is Psychiatric and
Obstetrics and Gynecology cases respectively. The rest eleven hospitals provide general
emergency service in their emergency department. Among these Tikur Anbessa Specialized
Teaching Hospital, Zewditu memorial hospital and AaBET Hospitals are selected purposely
for this study considering their high flow of patients, high number of nurses at emergency
departments and the organized emergency service. The study was conducted from march
11/2019 to april 8/2019.

4.3Study Design
An institution-based cross sectional quantitative study was used to assess nurses’ knowledge

attitude and practice towards documentation at emergency department of selected
governmental hospitals of Addis Ababa. Data was collected by using a structured and pre-

tested self-administered questionnaire.

4.4Population

4.4.1 Source population:
The source populations for this study were all nurses who were working in emergency

departments of governmental hospitals in Addis Ababa city.

4.4.2 Study population:
This study was confined to nurses working in emergency departments of Tikur Anbessa specialized
Hospital, AaBET Hospital, and zewditu memorial Hospital.



4.5 Inclusion and Exclusion criteria

4.5.1 Inclusion criteria
Nurses who were working in emergency departments of selected governmental hospitals and

those who have worked at least for six months were included in this study.

4.5.2 Exclusion criteria:
-Nurses who were not available during the data collection period were excluded from the

study.

4.6 Sample size determination
All the nurses working in the emergency departments of the selected governmental hospitals

who fulfill the inclusion criteria were included by non-probability survey sampling.

The number of emergency nurses in Tikur Anbesa specialized hospital, AaBET hospital, and
Zewditu memorial hospital is 119, 80, and 47 respectively. The total number of nurses was
243.

4.7  Sampling Technique/Procedure
In this study three hospitals were selected purposely considering high patient flow, high

number of nurses at emergency department and organized emergency service.

Study participants were all nurses working in emergency departments of selected

governmental hospitals.

4.8 Variables of the study

4.8.1 Dependent variables
» knowledge of nurses towards documentation

> attitude of nurses towards documentation

» practice of nurses towards documentation

4.8.2 Independent variables
Nurses demographics:-

» Age » year of experience
» Marital status » Educational level
> Sex » Type of nursing specialty

10



4.9 Operational Definition

» Nursing documentation: Is the record of nursing care that is planned and delivered to
individual clients by qualified nurses

» Emergency Department: is a medical treatment facility specializing in emergency
medicine, the acute care of patients who present without prior appointment.

» Good knowledge: Those respondents who scored above or equal to the mean score of
knowledge questions.

» Poor knowledge: Those respondents who scored below the mean score of the knowledge
questions.

» Favorable Attitude: Those respondents who scored above or equal to the mean score of
attitude questions.

» Unfavorable Attitude: Those respondents who scored below the mean score of the
attitude questions.

» Good practice: Those respondents who scored above or equal to the mean score of
practice questions.

» Poor practice: Those respondents who scored below the mean score of practice

questions.

4.10 Data collection methods

4.10.1 Data collection tools

A structured self-administered questionnaire was developed in English language and it

Was developed based on the national guideline prepared by the Federal ministry of health
(FMOH), Ethiopian Hospital Reform Implementation Guidelines(EHRIG)(44), previously
studied literatures and standards of nursing documentation (42) and (43) . Data was
collected by using pretested, structured self-administer questionnaire which comprises four
sections: (1)socio-demographic information, (2)knowledge questions, (3)Attitude questions
and (4)Practice questions of nurses working in emergency department about nursing

documentation.

11



4.10.2 Data collection procedure
Data was collected by Data collectors those were four BSC holder nurses including one

supervisor. Training was given for one day on clarification of some terms and assessment
tools, aim of the study, concerning need for strict confidentiality of respondents information,
time of data collection, timely collection and reorganization of the collected data and
submission on due time. The questionnaire was filled by nurses working in emergency
departments of three governmental hospitals. Data was collected for approximately one
month including training and pretest. It was facilitated by data collection facilitators and

supervisor.

4.11  Data quality management
Data quality was ensured during collection, coding, entry and analysis. Before actual data

collection, pretest was done on 10% of similar population out of study area in Yekatit 12
hospital. During data collection, adequate training and follow up was provided to data

collectors and supervisor.

Codes were given to the questionnaires during the data collection so that any identified errors
were tracked back using the codes. The filled questionnaires were checked for completeness
by data collectors, supervisor and Principal investigator on a daily basis. Collected Data was
initially checked manually for completeness then coded and entered into Epi-Data version 4.4
and was cleaned thoroughly and then data was transferred to SPSS version 21 for further

analysis.

4.12  Data processing and analysis
The collected data was checked for its completeness, consistency and accuracy before

analysis. Data was coded, entered and cleaned using Epi-data 4.4 and exported to SPSS 21
for analysis. It was processed and analyzed by using descriptive statistics like percentage, and

frequency.

Result was presented by text, table, and pie chart.

12



4.13  Ethical Consideration
Ethical clearance was obtained from Addis Ababa University, College of Health Science,

Department of Emergency Medicine and Research Review Board Committee. Approvals
were obtained from the participating hospitals and explanation was done to study participants
about the aims, objectives, benefits and harms of the study and a written consent was
obtained from each respondent. Confidentiality was ensured as well through anonyms of the

questionnaire and safe storage of the filled questionnaire.

4.14  Dissemination of Result plan
The final report of this study will be presented at University of Addis Ababa College of

Health Science school of Medicine Department of Emergency Medicine. A copy of the
research report will be disseminated to Addis Ababa health bureau, the nursing library
through AAU website and each hospital under the study. The findings of the study will be
sent for publication on scientific journals so that it will be accessed by various researchers

and leaders.

13



5. Result

5.2  Socio demographic characteristics of study participant
Out of the 246 estimated nurses to be enrolled in the study, 243 nurses gave complete

response making response rate of 98.8%. From a total of 243 nurses who participated in this
study, 158 (65%) were females. The mean age of them was 29.5 (SD+ 0.86).

Of the total respondents, most of them 173 (71.2%) fall within the ranges of 25-34 years age
group and Most of the respondents 206 (84.8%); were bachelor degree holders. College
diploma and MSc holders were 25 (10.3%), and 12 (4.9%) respectively. More than half
129(53.1%) of the participants were single, 112(46.1%) married and 2(0.8%) divorced.

113 (46.5%) of the study participants worked as a nurse for 5 years or less, 91(37.4%)
worked for 5-10 years and the rest 39(16%) of them stayed in the profession for more than
ten years. Regarding Monthly income of the participants, 71(29.2%) were within the range of
5000-5999 ET birr and 19(7.8%) were with in the range of 2000-2999 Ethiopian Birr.

(see table 1 below)
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Table 1:- Socio demographic characteristics of nurses working in Emergency

departments of selected public hospitals of Addis Ababa, Ethiopia, 2019

Variables Frequency(n=243) Percent (%)
Sex Male 85 35
Female 158 65
Age group of respondents <24 22 9.1
(in year)
25-34 173 71.2
35-44 42 17.3
45-54 6 2.5
Level of education College diploma 25 10.3
Bachelor degree 206 84.8
MSc and above 12 4.9
Marital status Married 112 46.1
Single 129 53.1
Divorced 2 0.8
Respondents work <5 year 113 46.5
experience (in year) 5-10 year 91 37.4
>10 year 39 16
Monthly income (in Eth  2000-2999 19 7.8
birr) 3000-3999 21 8.6
4000-4999 66 27.2
5000-5999 71 29.2
>5999 66 27.2

15



5.3Knowledge of respondents towards nursing documentation
The score of respondents’ knowledge towards nursing documentation practice was added up
and dichotomized into two based on the mean knowledge score which was 3.3(Dx 0.47).
Based on the cut-off point, 66.7 % (n = 162) of the study participants had a good knowledge
of nursing care documentation and 33.3 % (n=82) of respondents had poor knowledge of
nursing documentation.

(see figure 1 below)

200

. 66.67%

100

Frequency

33.33%

507

T I
good knowledge poor knolwdge

knowledge category

Figure 1:- Knowledge of nurses towards documentation among nurses in Emergency
departments of public hospitals of Addis Ababa, Ethiopia, 2019.

Out of total respondents who have participated in the study, 226 (93%) of them knew that
what nursing documentation principle comprises. Almost all respondents 238 (97.9%) said
that using non standard abbreviations during nursing documenting leads to error, confusion
and time wastage. 155(63.8% of respondents said that Potential consequences of inadequate
documentation can be Possible imprisonment and 174(71.6) Poor development of nursing
profession. (see table 2 below)
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Table 2:- Knowledge of Respondents towards nursing documentation among nurses working

in Emergency departments of selected public hospitals of Addis Ababa, Ethiopia, 2019.

Variables Frequency(n=2  Percent (%)
43)
Principles of documentation Error free 152 62.6

Complete 181 74.5
Easily readable 154 63.4
Chronological 143 58.8
I don’t know 17 7.0

Advantages of documentation improve quality of care 184 75.7
better communication with health 194 79.8
care staff
education and research 155 63.8
legal protection and health planning 173 71.2
I don’t know 1 0.4

Nursing activities expectedto  Assessment data 169 69.5

be documented Progress of patients 180 74.1
Transfer and discharge of patients 160 65.8
Care provided and evaluation of 187 77.0
outcomes

Potential consequences of Possible imprisonment 155 63.8

inadequate documentation Loss of salary increment 159 65.4
Severe injury or death of a client 164 67.5
Poor development of nursing 174 71.6
profession

Effects of using non standard Leads to errors 194 79.8

abbreviations in documentation  Wastes time 152 62.6
Causes confusion 179 73.7
I don’t know 5 2.1

Nursing documentation serves  Yes 237 97.5

as the way of communication

for medical teams about the

patient.

Informed consent should be Yes 224 92.2

documented before

intervention

Components of documenting Names of medications 194 79.8

medication administration Date and time 211 86.8
Routes and dosage 199 81.9
Nurses name and signature 178 73.3
I don’t know 6 2.5

Which is recorded on nursing Vital sign 234 96.3

documentation subjective data 158 65.0
Obijective data 166 68.3
medication name 179 73.7

Action of documentation do Documenting the date and time of 189 77.8

you know protects you from care

legal suit Recording only what you saw or did 182 74.9
Recording in a chronological order 157 64.6
Recording frequently 164 67.5
I don’t know 8 3.3
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5.4 Attitude of nurses towards nursing documentation

Attitudes were assessed via a Likert scale, with scores ranging from strongly agree (5) to
strongly disagree (1). The total mean score was 30 (SD+0.45). Among all respondents, most
154 (63.4%) of them agreed that nursing documentation enables medical staff to detect
changes in patient’s condition.

153(63%) of them said that nursing documentation help nurses gain knowledge about patients
and 116 (47.7) said accurate documentation enhance professional autonomy.

In this study 72.4% (n=176) of respondents were found to have favorable attitude.

(See table 3 below)
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Table 3:- Attitude of nurses towards documentation among nurses working in

Emergency departments of selected public hospitals of Addis Ababa, Ethiopia, 2019.

_ Disagree Neutral Agree
Variables N % N % N %
_Nursmg docume_ntatlon has a positive 64 6.3 55 296 124 510
impact on care given
Nurses should spend sufficient time to 128 527 21 8.6 94 38.7
document the report
AccuraFe documentation enhance 104 428 93 95 116 477
professional autonomy
Nursing documentatl_on is an _|mportant 66 272 23 115 149 613
competency for nursing practice
Nursing documentatl_on help nurses gain 20 288 20 8.2 153 63.0
knowledge about patients
Nursmg dgcumentatlon can protect the 73 30.0 28 115 142 58.4
patient’s right
Nursing documentation improves
interaction between medical team 76 31.3 27 111 140 57.6
members
It W|_II be better to put emphasis on _ 93 38.3 35 14.4 115 473
nursing care rather than documentation
Nursing documentation leads to reduced 102 420 35 14.4 106 436
workload pressure on nurses
!t IS esser_mal to document all nursing 79 395 20 8.2 144 59.3
interventions
Nursing documentation enables medical
staff to detect changes in patient’s 69 28.4 20 8.2 154 63.4
condition
Documenting nursing interventions is a 69 284 23 0.5 151 62.1

valuable skill
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5.5Practice of respondents towards nursing documentations
The mean score for practice questions was 7.45 (S.D £2.07)

From the 243 respondents who participated in the study 49.8 % (n=121) had good nursing
care documentation practice and 50.2 % (n=122) had poor nursing care documentation
practice.

(see figure 2 below)

M zood practice
M poor practice

Figure 2: Level of nursing documentation practice among nurses working in Emergency
departments of selected public hospitals of Addis Ababa, Ethiopia, 2019 (n=243).

Respondents were asked for when they document what they had done, and only 37.4%
(n=91) of them Complete documentation in timely manner - during, or as soon as possible
after, the care or event. More than half 58.85(n=100) of the respondents document the
nursing care provided in a chronological order.

(See Table 4 below)
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Table 4 :- practice of nursing documentation among nurses working in Emergency
departments of selected public hospitals of Addis Ababa, Ethiopia, 2019.

Variables Yes No
N % N %
Document the nursing care provided in a 100 41.2 143 58.8
chronological order
Document both objective and subjective 196 80.7 47 19.3
data
Document significant communication 77 31.7 166 68.3

with family members/significant others,
substitute decision makers

Document any advocacy that was 68 28.0 175 72.0
undertaken on the client’s behalf

Document legibly and in permanent ink 168 69.1 75 30.9
when using paper documentation forms

Document advice, care or services 73 30.0 170 70.0
provided to an individual, group,

communities.

Document informed consent for 187 77.0 56 23.0
treatments or interventions performed

Complete documentation in timely 91 37.4 152 62.6

manner - during, or as soon as possible
after, the care or event

Document the date and time that care 103 42.4 140 57.6
was provided and when it was recorded

Refrain from deleting, altering or 164 67.5 79 32.5
modifying anyone else’s documentation

Document your own observations and 196 80.7 47 19.3
actions

Refrain from co-signing entries unless 163 67.1 80 32.9

agency policy clearly dictates the reason
for the cosignatories

Maintain confidentiality of client health 225 92.6 18 7.4
information
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5.6 Factors associated with knowledge and attitude of nursing
documentation at selected governmental hospitals in Addis Ababa 2019.

The Bivariate analysis showed that age, sex, level of education and marital status were not

statistically significant with knowledge of nurses towards documentation but monthly income

was significantly associated with knowledge of nurses towards documentation at both

bivariate and multivariate analysis. (See table 5 below)

Table-5- Bivariate and multi-variants predictors of nursing documentation related to

knowledge of respondents at selected governmental

Character Knowledge Odds ratio(95% CI)
Inadequate | Adequate | COR p-value | AOR p-value
Freq. (%) Freq. (%) | (p<0.25) (P<0.05)
Monthly 2000-2999 | 10 9 1 1
income in | 3000-3999 | 11 10 9.365(2.839,30.897) | 0.000 11.198(1.845,67.98) | 0.009
ETB
4000-4999 | 20 46 9.271(2.904,29.596) | 0.000 14.538(2.717,77.779) | 0.002
5000-5999 | 33 38 3.665(1.427,9.411) | 0.007 6.442(1.503,27.608) | 0.012
>=6000 7 59 7.32(2.941,18.217) | 0.000 11.83(2.981,46.954) | 0.000

p <=0.25, CI- 95 %( Confidence Interval), COR- crude odds ratio, AOR-adjusted odds ratio

Remained statistically significant (p < 0.05) in adjusted odds ratio.

The study participants who earn >=6000 ETB monthly income are 11.83 times more likely
knowledgeable than those participants who earn 2000-2999ETB monthly income. AOR 95%,
Cl111.83(2.981, 46.954) p=0.000

The result revealed that those participants who earn monthly income of 4000-4999 were 14.5

times more knowledgeable than those who earn monthly income of 2000-2999 ETB. AOR
(14.538(2.717, 77.779) p=0.012.
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The level of income increases as the work experience increases, therefore as the work

experience increases the knowledge of nurses towards documentation increases.

Table 6:- Bivariate and multivariate predictors related to attitude of respondents
towards nursing documentation

Character Attitude Linear regression(95% CI)
Unfavourable | favourabl | COR p-value | AOR p-value
Freq. (%) e (p<0.25) (P<0.05)
Freq. (%)
Sex Male 17 68 0.54(0.288,1.012) 0.209 0.469(0.236,0.933) | 0.031
Female 50 108 1 1
Educatio | Diploma 3 22 1 1
nal level | Degree 57 149 0.097(0.018, 0.515) | 0.006 0.074(0.01, 0.551) | 0.011
MSc nurses | 7 5 0.273(0.083,0.896) | 0.032 0.212(0.056,0.798) | 0.022

p <= 0.25, ClI- 95 %( Confidence Interval), COR- crude odds ratio, AOR-adjusted odds ratio
Remained statistically significant (p < 0.05) in adjusted odds ratio

The Bivariate analysis showed that age, monthly income and marital status were not
statistically significant with Attitude of nurses towards documentation but sex and level of
education were significantly associated with attitude of nurses towards documentation at both

bivariate and multivariate regression.

Male were 53.1% less likely had favorable attitude than female towards nursing
documentation AOR 95% Cl, 0.469(0.236, 0.933) (p=0.031).

The study revealed that those participants with masters holders were 78.8% less likely had

favorable attitude than that of diploma holders.

In this study practice was not significantly associated with age, sex, marital status, level of

education and work experience. So the statistical table for practice was omitted.
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6. Discussion

Poor documentation in nurses has been shown to have negative impacts on the health care of
patients, the health care providers and on the profession in general. Various studies have
shown that documentation problem is still a critical issue in both developed and under
developed countries, especially in Sub-Saharan Africa including Ethiopia. Nursing
documentation in many countries remains poor due to numerous reasons which different
authors articulated (25). A Dutch study found inadequate documentation of important aspects

of assessment and other related nursing care, including inaccuracy of documentation (26).

This study showed that from the total of the 246 estimated nurses to be enrolled in the study,
243 nurses gave complete response making response rate of 98.8%. From a total of 243
nurses who participated in this study, 158 (65%) were female and, most of the participants

173 (71.2%) were within the age group of 25-34 years.

The result of this study showed that 49.8% (n=121) of nurses have good nursing care
documentation practice. It is Similar to the research done in Jimma University medical
center, (48.6.4%) of nursing documentation practice was good (37) and also other study
conducted in Harar accounted for 48.9% of of nurses had good nursing documentation
practice (40). But it is more than the study conducted in the University of Gondar hospital
which was identified that good nursing documentation practice of 37.4%(8). This discrepancy
might be due to difference in the number of staff in the study areas and also it can be related

with the availability of the required nursing documentation materials.

Concerning the attitude of participants, this study found 72.4 % of good attitude level which

is comparable to the study conducted in Tabariz University, Iran (85.8%) of participant
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nurses had high attitude towards nursing documentation (33). Similar to the result of this
study the research conducted in public hospital of Harari, reveals that (52.9%) of study
participants had favorable attitude towards nursing documentation (34). This similarity
might be due to the related awareness level of nurses towards documentation in those study

areas.

In this study 66.7 % (n = 162) of the study participants had a good knowledge of nursing care
documentation. Similarly the research done in Debremarkos Hospital 58.1 % of participant
nurses had good knowledge concerning nursing documentation. In contrast the study
conducted in Uganda shows that the knowledge of participant nurses about the nursing
documentation was found to be low 48% (29).This discrepancy might be related to the
training offered for the nurses. Out of total respondents who have participated in the study,
almost all of them 226 (93%) knew that what nursing documentation comprises. Almost all
respondents 238 (97.9%) said that using non standard abbreviations during nursing

documenting leads to error, confusion and time wastage.
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7. Strength and limitation of the study

7.2 Strength
Coverage of larger study population (compared to the study conducted in Gondar University

Hospital, Harari public hospital ); so it may be possible to generalize the finding to the source

population.

In this study structured and pre-tested questionnaire was used.

7.3 Limitation
No adequate literatures were found on similar topic especially in Ethiopian context making it

difficult for comparison.

Since self-administered questionnaires were used to collect data; the study may be subjected

to response bias from each respondent
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8. Conclusion and recommendations

8.2 Conclusion

The study indicated that the knowledge and attitude of nurses towards documentation fall in
good and favorable range of mean score respectively. But the practice was poor among
nurses working in emergency departments of selected governmental hospitals ( Tikur
Anbessa specialized Hospital, AaBET hospital and Zewditu memorial hospital).

8.3 Recommendations

It has been accepted that nursing documentation is a very important aspect of professional
practice to nurses. Based on the finding of this study, the following recommendations are
forwarded for:

1. Health institutions to provide opportunities for nurses to create awareness, familiarize them
with the guideline regarding documentation, enhance their knowledge and develop their

documenting skill.

2. Nursing leaders (matrons /nursing directors) should support and motivate the employees

and avail the necessary documenting materials.

3. Researchers to carry out large scale studies in order to address the problem in wider
context. Researchers also need to carry out large scale studies in order to address the
problem.

27



10.

11.

12.

13.

9. References
Jane T; An Analysis of Nursing Documentation as a Reflection of Actual Nurse Work,

Life and Health Library, 2011, CBS Interactive.

Crisp T and Potter P; Fundamental of Nursing, 2nd Edition, Elsevier, Sydney,2004.

Ali R, Mohajjel A, Madineh J, Farahnaz A, Azad R and Vahid Z.; Quality of Nursing
Documents in Medical-Surgical Wards of Teaching Hospitals related to Tabriz University
of Medical Sciences, IINMR/Spring 2009; 14, 2.

Poorshaikhani M and Akbar A; Relationship between Nurse's Knowledge and Practice
regarding the Principles of Nursing Documentation among Nurses affiliated to Kerman
Medical University hospitals, Iranian Journal of Nursing research (IJNR), 2010, 5(18):
51-57.

College of Licensed Practical Nurses of Alberta. Nursing documentation. 2014,
Available from: www.clpna.com.

Paula caroline Grainger, (2008).Nursing documentation in the emergency department:
Nurses’ perspectives, 1, 15-16.

Federal Ministry of Health. HMIS Procedures Manual: Recording and Reporting
Procedure. Technical Standards. Addis Ababa,EthiopiaApril 2014.

Kebede M, 2014, The unfinished task of nursing care in the university of Gondar
Hospital.

Ehnfors, M. (1993b). Nursing documentation practice at 153 hospital wards in Sweden as
described by nurses. Scandinavian Journal of Caring Sciences, 7(4), 201-207.

Howse, E. and Bailey, J. (1992). Resistance to documentation — a nursing research issue.
International Journal of Nursing studies, 29(4), 371-380.

Bello Hussait T. (2010). Knowledge and practice of documentation among nurses in
Ahmadu bello university teaching hospital, 6-7.

Rahimi F, Rezaei SA, Baghaei R, Feizi A. Factors infl uencing medication errors
according to nurses’ decisions to do self-report. 2015.

Abernethy AP, Herndon JE, Wheeler JL, Rowe K, Marcello J, Patwardhan M. Poor
documentation prevents adequate assessment of quality metrics in colorectal cancer.
Journal of Oncology Practice. 2009;5(4):167-74.

28



14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

Nakate G, Dahl D, Drake KB, Petrucka P. Knowledge and Attitudes of Select Ugandan
Nurses towards Documentation of Patient Care. African Journal of Nursing and
Midwifery. 2015;2(1):056. (a)
Olivier JM, Kyriacos U. Record keeping: self-reported attitudes, knowledge and practice
behaviours of nurses in selected Cape Town hospitals. Professional Nursing Today.
2011;15(4):8-9.
Nakate G, Dahl D, Drake KB, Petrucka P. Knowledge and Attitudes of Select Ugandan
Nurses towards Documentation of Patient Care. African Journal of Nursing and
Midwifery. 2015;2(1):056. (b)
Consulting V. Health Information Systems in Developing Countries. A Landscape
AnalysisMay 2009. p. 69-70.
Seyed Majib Vafaer, Z. (2018). Improving Nursing care documentation in Emergency
Department (Iran)
Gugerty, B., Maranda, M.J., Beachley, M., Navarro, V.B., Newbold, S., Hawk, W. et al., 2007,
‘Challenges and Opportunities in Documentation of the Nursing Care of Patients’, Baltimore,
Documentation Work Group, Maryland Nursing Workforce Commission,
The Joint Commission, 2012, ‘Sentinel Event Data: Root causes by event type 2004—
2012,
DeLaune, C.S. & Ladner, K.P., 2011, Fundamentals of nursing standards & practice, 4th
edn., Cengage Learning, New York.
Wilson, S., Hauck, Y., Bremner, A. & Finn, J., 2012, ‘Quality nursing care in Australian
paediatric hospitals: A Delphi approach to identifying indicators’, Journal of Clinical
Nursing 21, 1594-1605.
Collins, S.A., Cato, K., Albers, D., Scott, K., Stetson, P.D., Bakken, S. et al., 2013,
‘Relationship between nursing documentation and patients’ mortality’, American Journal
of Critical Care 22(4), 306-313.
Jefferies, D., Johnson, M. & Griffiths, R., 2010, ‘A meta-study of the essentials of quality nursing
documentation’, International Journal of Nursing Practice 16, 112-124. (a)
Prideaux, A., 2011, ‘Issues in nursing documentation and record-keeping practice’, British
Journal of Nursing 20(22), 1450-1454.

Paans, W., Sermeus, W., Niewag R.M.B. & Van der Schans, C.P., 2010, ‘Prevalence of
accurate nursing documentation in patient records’, Journal of Advanced Nursing 66(11),
2481-2489.

29



217.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

Gunningberg, L. & Ehrenberg, A., 2004, ‘Accuracy and quality in the nursing
documentation of pressure ulcers: a comparison of record content and patient
examination’, Journal of Wound Ostomy & Continence Nursing 31(6), 328—335.
Cheevakasemsook, A., Chapman, Y., Francis, K. & Davies, C., 2006, ‘The study of nursing
documentation complexities’, International Journal of Nursing Practice, 12, 366-374.

Nakate, G., Dahl, D., Drake, K. B., Petrucka, P. (2015). Knowledge and Attitudes of
Select Ugandan Nurses towards documentation of patient Care.64-65.

Lema Negesa, (2017). Practice of nursing process and associated factors among nurses in
public hospital of Harari, east Ethiopia.7, 25-26.

Blair, W. & Smith, B., 2012, ‘Nursing documentation: Frameworks and barriers’,
Contemporary nurse ~ 41(2), 160-168.

Brown, A., 2013, ‘Nursing: Frequently in the bull’s eye for noncompliance’, Nurse
Leader 11(1), 46— 47,51.

Alireza M, Hadi H, (2012). Survey of knowledge, attitude and performance of nursing
students towards nursing documentation. 196-197.

Lema Negesa, (2017). Practice of nursing process and associated factors among nurses in
public hospital  of Harari, east Ethiopia.7, 21-22.

Prideaux, A., 2011, ‘Issues in nursing documentation and record-keeping practice’,
British Journal of Nursing 20(22), 1450-1454.

Whitcomb, J.J., Seawright, J., Flehan, A. & Echols L., 2013,A retrospective study evaluating
responses time and survival from cardiopulmonary arrest:A creative inquiry project with
undergraduate nursing students’,Dimensions of critical care nursing 32(1),50-53.

Admasu B. Ebrahim Y. Selam A. (2018). Documentation Practice and Associated factors
among Nurses Working in Jimma University Medical Center, Jimma Town, South West
Ethiopia.

Jefferies, D., Johnson, M. & Griffiths, R., 2010, ‘A meta-study of the essentials of quality
nursing documentation’, International Journal of Nursing Practice 16, 112-124. (b)
Considine, J., Potter, R. & Jenkins, J., 2006, ‘Can written nursing practice standards
improve documentation of initial assessment of ED patients?’, Australasian Emergency
Nursing Journal 9, 1118.

Lema Negesa, (2017). Practice of nursing process and associated factors among nurses in
public hospital of Harari, east Ethiopia.7, 21-23.

World population review, 2018. Retrieved on 26" February, 2019 from

www.wikipedia.com

30


http://www.wikipedia.com/

42. Alireza M, Hadi H, (2012). Survey of knowledge, attitude and performance of nursing
students towards nursing documentation. 195-197.

43. Nurses association of new Brunswick. 2015. Standards for documentation, (1), 6-9.
44. Federal Democratic Republic of Ethiopia Ministry of Health. Ethiopian Hospital Reform

Implementation Guidelines: Ethiopian Hospital Management Initiative. May 2010.

31



10. Annexes
Annex |: Information sheet and consent form

Addis Ababa University

College of Health Science Department of Emergency medicine

Information sheet

Good morning/Good afternoon!

My name is I am conducting the research on

the assessment of Knowledge, attitude and practice of documentation among nurses working
in emergency departments of Black lion specialized hospital, Abet hospital and Zewditu
hospital, Addis Ababa, Ethiopia, 2019.

The study is made for the partial fulfillment of Master’s Degree in Emergency Medicine and
critical care nursing, Addis Ababa University College of Health Science Department of
Emergency Medicine. The results of the study will be used as base line information to design
appropriate intervention strategies to increase nurses’ knowledge, attitude and practice of
documentation especially at emergency department. The questionnaire will be provided in
self-administered form. You are therefore kindly requested to provide genuine answer to the
questions. The information you provide is confidential and is used only for the purpose of this
study. If you have any question, don‘t hesitate to ask the data collector. Your cooperation and
participation until the completion of the questionnaire is very necessary for the successful
completion of the study.

We therefore ask your genuine willingness. However, you have the right to refuse if you are

not voluntary to participate by making thick mark in -No’ in the box below.

If you are voluntary Yes No

Thank you in advance for your cooperation

Data collectors Name , date sign:
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Questionnaire code:

If you have questions regarding this study or would like to be informed of the results after its
completion, please feel free to contact the principal investigator through the following

address:

Address of the principal investigator: Birhanu Tesfaye

Tel: +251-916077817, Email = bire085@gmail.com

33


mailto:bire085@gmail.com

Consent form

In signing this document, 1 am giving my consent to participate in the study entitled
“Assessment of knowledge attitude and practice of nurses towards documentation among
nurses working in emergency departments of selected governmental hospitals, in Addis
Ababa”.

| have understood that participation in this study is entirely voluntarily. | have been told that
my answers to the questions will not be given to anyone else and no reports of this study ever
identify me in any way. | have also been informed that my participation or non-participation

or my refusal to answer questions will have no effect on me.

| understood that Birhanu Tesfaye is the contact person if | have questions about the study or

about my rights as a study participant.
Address of Principal investigator: Birhanu Tesfaye
Phone +251 916077817

Email: bire085@gmail.com

Do you agree to participate? Yes -------- NQ -----------

If yes proceed to the next page.

THANK YOU!
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Annex I1: Questionnaire

Part I: Socio-demographic characteristics of participants

S. No: Socio-Demographic Response

101 Sex 1. Male

2. Female
102 Age in years
103 Level of education

1. Diploma

2. Degree

3. Masters

4. Other (specify)
104 Marital status 1. Married

2. Single

3. Divorced

4. Widowed
105 Service year 1. <5yrs.

2. 5-10yrs.

3. >10yrs.
106 Monthly income

---------- Ethiopian birr
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Part I11: Questions to assess Knowledge of nurses about documentation among nurses
working in emergency departments of selected governmental hospitals in Addis Ababa.
Instruction: -Please read the following questions carefully and encircle on the correct
answer option as honest as possible. Please note that more than one answer is possible

except for questions 6 and 7.

S. No: Questions Response Remark

201. What are some of the | 1. Error free
principles needed to be | 2. Complete
followed while | 3. Easily readable
documenting? 4. Chronological
5. Idon’t know

202. What are the advantages
of patient care

documentation? 1.To improve quality of care

2. For better communication with health
care staff

3. For education and research

4. For legal protection and health planning
5. 1don’t know

documentation? . Severe injury or death of a client

. Poor development of nursing profession

203. What are the main 1. Assessment data
nursing activities you .
are expected to 2. Progress of patients
document? 3. Transfer and discharge of patients
4. Care provided and evaluation of outcomes
204. What are the potential | 1. Possible imprisonment
consequences of .
. 2. Loss of salary increment
inadequate
3
4

36




205. What are the effects of | 1. Leads to errors
using non standard
abbreviations when
documenting patient care? | 3. Causes confusion
4. Idon’t know

2. Wastes time

206. Nursing  documentation | 1, Yes
serves as the way of | 2,No
communication for
medical teams about the

condition of the patient.

207. Informed consent should 1, Yes
be documented before 2, No

intervention

208. What are the components | 1. Names of medications
of documenting
medication
administration?

2. Date and time of medications administered
3. Routes and dosage of medications
administered

4. Nurses name and signature

5. Idon’t know

2009. Which of the following is | 1, Vital sign

recorded on  nursing | 2, subjective data
documentation? 3, Objective data

4, Name of medication

210. Which of the following | 1. Documenting the date and time of care
actions of documentation | 2. Recording only what you saw or did
do you think protects you | 3. Recording in a chronological order
from legal suit? 4. Recording frequently

5. I don’t know
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Part I11I: Questions to assess the attitude of nurses towards documentation

Instruction- Please read the following statements carefully and put a check mark on the

option that best agrees with your opinion. Tick “Neutral” if you neither want to agree nor

disagree with the opinion.

Statements

Strongly

Agree

Agree

Neutral

Disagree

Strongly

Disagree

301. Nursing documentation has a positive
impact on care given

302. Nurses should spend sufficient time to
document the report

303. Accurate documentation enhance
professional autonomy

304.Nursing documentation is an important
competency for nursing practice

305.Nursing documentation help nurses gain
knowledge about patients

306.Nursing documentation can protect the
patient’s right

307.Nursing documentation improves
interaction between medical team members

308.1t will be better to put emphasis on nursing
care rather than documentation

309.Nursing documentation leads to reduced
workload pressure on nurses

310.1t is essential to document all nursing
interventions

311.Nursing documentation enables medical
staff to detect changes in patient’s condition

312.Documenting nursing interventions is a
valuable skill
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Part IV: Questions to assess the practice of nurses about nursing documentation

Instruction- Please read the following statements carefully and put a check mark on the
option if you perform the given tasks on the table mark “Yes” if not mark “No”.

S. Yes | No | Remark

No

401 | Document the nursing care provided in a chronological order?

402 | Document both objective and subjective data?

403 | Document  significant ~ communication ~ with  family
members/significant others, substitute decision makers?

404 | Document any advocacy that was undertaken on the client’s
behalf?

405 | Document legibly and in permanent ink when using paper
documentation forms?

406 | Document advice, care or services provided to an individual
within a group, communities or populations (for example, group
education sessions)?

407 | Document informed consent for treatments or interventions
performed?

408 | Complete documentation in timely manner - during, or as soon
as possible after, the care or event?

409 | Document the date and time that care was provided and when it
was recorded?

410 | Never delete, alter or modify anyone else’s documentation?

411 | Document her/his own observations and actions?

412 | Refrain from co-signing entries unless agency policy clearly
dictates the reason for the cosignatories?

413 | . Maintain confidentiality of client health information?
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