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Background: Nursing documentation is an integral and vital professional nursing practice that 
refers to the process of recording nursing activities concerned with the care given to individual 
clients to ensure continual effective, safe, quality, evidence-based, and individualized care.
Objective: To assess documentation practice and identify its associated factors among 
nurses in six Governmental Hospitals of Harari Regional State and Dire Dawa 
Administration, Eastern Ethiopia.
Methodology: An institutional-based cross-sectional study was conducted among 430 nurses 
and 421 medical records. Simple random sampling was employed for the selection of nurses and 
charts after the total sample size had been allocated proportionally for each hospital. Data were 
collected by using a self-administered questionnaire and review of records, and entered and 
analyzed by using EpiData version 3.1 and statistical package for social sciences version 20.0, 
respectively. Logistic regression was used to identify the associated factors.
Results: In this study, 47.5% of nurses were found to have good nursing documentation 
practice whereas good nursing documentation practice was found in 38.5% of medical 
records. Age (AOR, 95% CI 3.54, 1.170–10.8), attitude (AOR, 95% CI 5.66, 3.17–10.11), in- 
service training (AOR, 95% CI 2.53, 1.477–4.35), nurse to patient ratio (AOR, 95% CI 2.24, 
1.24–4.047), motivation (AOR, 95% CI 4.60, 2.721–7.76), and familiarity with standards of 
nursing documentation (AOR, 95% CI 1.98, 1.137–3.44) were found to have a statistically 
significant positive association with documentation practice.
Conclusion: Poor documentation practice was due to the identified factors. So, it is better to 
put further effort toward improving documentation practice through providing training on 
standards of documentation and enhancing the favorable attitude of nurses toward documen
tation practice by motivating them regarding documentation activities.
Keywords: documentation, nursing care, practice, nursing standards, associated factors

Introduction
Nursing documentation is the process of recording1,2 and keeping evidence to have 
an account of what happened and when it happened.1,3,4 It is an integral, vital, and 
important part of professional nursing practice5 with the primary purpose of com
municating patient information to the health care team.6

Nursing documentation promotes effective communication, ensures early detec
tion of problems, quality, continuity, individuality as well as complete client care 
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and patient safety that ultimately increase the quality of 
life through which it determines the standard of care 
rendered by nurses.1,2,7 It also enhances professional 
autonomy, nurses’ critical thinking skills, development of 
professional knowledge, and nursing education. It is 
a legal witness for the nurses’ act.8,9 Its contribution to 
the research environment, credentialing, reimbursement, 
and auditing clinical services is invaluable,10 which helps 
the profession to be advanced and visible.11,12

The quality of patient care depends on the caregiver’s 
ability to have an accurate, timely, and effective exchange 
of oral or written information, ideas, and feelings with 
patients and colleagues.13,14 There is no way to prove 
care was provided without completed documentation,2,15 

as many studies indicated globally, most of the nurses’ 
actions are either not documented or not properly 
documented.2,6,16,17 In Africa as well as Ethiopia, the act 
of nursing documentation remains challenging due to lack 
of training, resources, comprehensive nursing education 
(CNE), time, high nurse-to-patient ratio, poor knowledge, 
and attitude.1,6,18

Nurses play an important role in the care of patients 
and what they put into writing determines the standard and 
quality of care rendered to the patient.2 Documentation is 
the tip of the iceberg of patient care issues that could 
expose caregivers to medico-legal suits and other forms 
of disciplinary action.19 So poor documentation practice 
creates a great problem when it comes to the evaluation of 
client care2 and is a key factor in miscommunication 
among nurses and physicians, delayed, repeated or 
omitted, and fragmented care that will cause preventable 
medical errors which may potentially affect patient 
outcomes.1 Ineffective documentation causes clinical mis
haps and crucial issues in many malpractice cases20 and 
continues to be cited as a major cause of adverse events 
for patients.21,22 Poor nursing documentation can place 
patients, staff, as well as organizations at considerable 
risk of physical and legal harm.23

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 small sample size, 
moreover, they measured the practice through self- 
administered questionnaire. This study aimed to determine 
documentation practice and identify factors associated 
with it by “filling in the gaps” identified from previous 
studies and providing relatively strong and additional 
baseline evidence. The findings will help to plan 

intervention programs for poor nursing documentation 
practice and to avert its effects at different levels.

Methods and Materials
Study Design and Setting
An institutional-based quantitative cross-sectional study 
was conducted from March 15-25, 2019 in the 
Governmental Hospitals of Harari Regional State and 
Dire Dawa Administration located in the eastern part of 
the country at a distance of 523 and 515 km respectively 
from Addis Ababa, the capital city of Ethiopia. There were 
101 governmental health care facilities of which 6 were 
hospitals, and 2282 health care workers of whom 44.3% 
were nurses.

Population
All nurses working in Harari Regional State and Dire 
Dawa Administration Governmental Hospitals were 
source and study populations.

Eligibility Criteria
Nurses involved in direct patient care with work experi
ence of at least 6 months were included.

Sample Size and Sampling Procedure
The sample size was determined by using Epinpho Version 
7 for the two objectives separately. For the first objective 
(documentation practice), the population survey/single 
population proportion formula was used by considering 
the proportion of good practice is 47.84 with 95% confi
dence level and 5% marginal error; the calculated sample 
size was 383. For the second objective using AOR, 95% 
confidence level, 80% power, 1:1 ratio of unexposed to 
exposed and percent outcome in the unexposed group for 
each factor which had a statistically significant association 
with documentation practice from previous studies, the 
sample size ranged from 184 to 402. For this study, we 
decided to take the maximum calculated sample size (402) 
after comparing the sample sizes calculated for both objec
tives. Finally, it came to 442 after adding a 10% non- 
response rate.

The determined sample was allocated proportionally 
for each governmental hospital found in the study area 
using the proportional allocation formula. Each participant 
was selected by simple random sampling using a sampling 
frame from the Human Resource department of each hos
pital. The same sample size and sampling technique were 
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applied to select charts with a sampling frame of the list of 
one-month medical registration numbers nearest to the 
study period from the inpatient department and again 
proportional allocation was done for each ward found in 
the hospital to increase the representativeness.

Study Variables
After reviewing existing literature, all the study variables were 
summarized by the conceptual framework as shown in 
Figure 1.

Data Collection Methods (Tool and 
Procedure)
A structured, self-administered English version question
naire with 41 questions in five parts was adopted and mod
ified from different reviewed literature.1,4 A pre-test was 
done on five percent of the total sample. Part-I contains 04 
questions regarding the socio-demographic characteristics of 
the nurses; Part-II contains 10 questions regarding documen
tation practice with “Never”, “Sometimes”, and “Always” 
responses having a score of “1”, “2”, and “3” respectively, 
with a reliability coefficient of 0.888. Previous studies 
used “Yes” or “No” responses. Part III contains 08 questions 
regarding organizational factors; Part IV contains 10 Likert- 

type attitude-related questions where a score of 1, 2, 3, 4, 
and 5 was given for “strongly disagree”, “disagree”, “neu
tral”, “agree”, and “strongly agree” responses respectively. It 
had a reliability coefficient of 0.801. Previous studies 
used four scales and this study incorporated “neutral”. Part 
V contains 09 multiple choice type questions with multiple 
options where the scoring was based on the type of response, 
so 1 for the response of correct options and 0 for incorrect 
options were scored with a reliability coefficient of 0.912. 
Previous studies used Likert-type questions.

A structured and pretested English version standard 
checklist with 12 items adopted and modified from different 
reviewed literature and guidelines1,13,14,24 was used to review 
medical records separately from nurses and to collect the data 
regarding nursing documentation practice objectively. The 
checklist contained 12 items with a score of “1”, “2”, and 
“3” for “not”, “partially”, and “completely” responses 
respectively. Previously studies used “yes” or “no” checks.

Ethical clearance was obtained from Haramaya 
University, College of Health and Medical Sciences, 
Institute Health Research Ethics Review Committee. 
A permission letter and explanation about the aims, bene
fits, and risks of the study were provided. So, approval was 
obtained from the participating hospitals. Informed, 

Figure 1 A conceptual framework of documentation practice and associated factors among nurses in Harari Region and Dire Dawa Administration Governmental Hospitals, 
Eastern Ethiopia 2019. 
Notes: Adapted from Mihiretu K, Yesuf E, Desalegn TZ. Nursing care documentation practice: The unfinished task of nursing care in the University of Gondar Hospital. 
Informatics for Health and Social Care. 2017;42(3):290–302.1
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voluntary, written and signed consent was obtained from 
each respondent. Confidentiality was maintained at all 
levels of the study through anonymous data collection. 
Twelve BSc nurse data collectors and two MSc nurse 
supervisors were employed, trained, and did the data col
lection activities with the principal investigators’ close 
supervision.

Operational Definitions
Documentation practice of study participants was mea
sured by using 09 Likert-type self-administered questions 
or a structured checklist comprising 12 items. The total 
score for both self-administered questions and the check
list was dichotomized into good and poor practice by 
median score cut off point. Good practice: a score of ≥ 
the median score for practice questions, otherwise poor.

The total score for knowledge of study participants 
about nursing documentation measured by 09 multiple 
choice type questions was dichotomized into good and 
poor knowledge by median score cut off point. Good 
knowledge: a score of ≥ the median score for knowledge 
questions, otherwise poor.1

The total score for attitude of study participants toward 
nursing documentation measured by 10 Likert-type ques
tions was dichotomized into favorable and unfavorable 
attitude by median score cut off point. Favorable attitude: 
≥ the median score for attitude questions, otherwise 
unfavorable.1 Adequate nurse to patient ratio: if a nurse 
serves ≤ 2 patients in ICU or ≤ 6 patients in inpatient 
wards other than ICU, otherwise inadequate.25

Data Quality Control
A properly aimed data collection tool was prepared and 
tested on five percent of the total sample at the question
naire level. To minimize bias, recruited data collectors and 
supervisors were not employees of the study hospitals, and 
adequate training was given to data collectors. On each 
data collection day, a percentage of the collected data was 
examined by the principal investigator and any issues were 
resolved immediately.

After the data had been collected, the principal inves
tigator and supervisors checked it for completeness, accu
racy, clarity, and consistency before data entry into 
software, and each questionnaire which was selected for 
analysis was properly coded. Data double entry into 
EpiData version 3.1 was done. The consistency of data 
entry was validated. After all, data screening was 

performed through running descriptive statistics, and data 
cleaning measures were taken accordingly before data 
analysis at the data processing stage.

Method of Data Processing and Analysis
Data were exported to SPSS Version 20 software for 
analysis. Variables were computed and recoded through 
the transform function of SPSS. Descriptive analysis was 
done to compute proportions and summary measures. 
Summary measures, tables, and figures were used to pre
sent the processed information.

Attitude toward nursing documentation was computed 
from summing up all relevant 10 five scale Likert attitude 
items, those respondents who scored median and above 
were labeled as having a favorable attitude. Knowledge 
about nursing documentation was computed from sum
ming up all relevant 09 multiple-choice items with 
a total of 31 multiple options, those respondents who 
scored median and above were labeled as having good 
knowledge about nursing documentation.

The practice of nursing documentation was computed 
from summing up all relevant 09 Likert type practice items 
for self-reported and 12 Likert practice checklist items for 
chart review, respondents or records who scored median 
and above were labeled as having good nursing documen
tation practice. Record review was used to determine the 
documentation practice level of nurses and self-reported 
documentation practice was used in the bivariate and mul
tivariate analysis to identify associated factors.

Bivariate analysis, crude odds ratio with 95% CI, was 
estimated to see the crude association between each inde
pendent variable with the dependent variable. All variables 
with P ≤ 0.25 at 95% confidence level during the bivariate 
analysis were a candidate for multivariate analysis. 
A multicollinearity test was carried out to see the linear 
correlation among independent variables by using standard 
error. Standard error >2 was considered as suggestive of the 
existence of multicollinearity. Hosmer–Lemeshow good
ness-of-fit was done to check model fitness. The omnibus 
test was significant (p-value <0.0001) and Hosmer– 
Lemeshow’s test was found to be insignificant (p-value 
=0.476), which indicated that the model was fitted.

Adjusted odds ratios with 95% CI were estimated dur
ing multivariate analysis to identify factors associated with 
documentation practice. Independent variables at the level 
of statistical significance, P < 0.05, which does not include 
null value in the 95% CI were declared as significant.
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Result
Socio-Demographic Characteristics
Four hundred and thirty nurses participated in the study 
giving a response rate of 97.3%. The age of the study 
participants ranged from 21 to 58 years with a median 
age of 29 years. The majority of the respondents were 
males (54.4%). Nearly eighty percent of them (79.3%) 
had a BSc degree and above in nursing. More than half, 
224 (52.1%), of respondents had worked for 5 years and 
less as a nursing professional (Table 1).

Organizational Factors
Out of four hundred and thirty participating nurses, 49% 
attended in-service training on standards of nursing doc
umentation. Only 47.9% of respondents easily obtained 
nursing documentation standard guidelines, and a nursing 
documenting sheet was available in their working unit for 
59.8% of respondents. Nearly two-thirds (66%) of them 
reported that they were familiar with operational standards 
of nursing documentation. Fifty-three percent (53%) of 
respondents were motivated by their supervisors regarding 
their documentation activities and 68.8% of respondents 

reported that they had enough time to document their 
nursing activities after the care they provided (Table 2).

Knowledge and Attitude of Nurses 
Toward Nursing Documentation
Out of the total study participants, 50%, 95% CI (45–55%) 
had favorable attitude and 51.6%, 95% CI (46.7–56.5%) 
had good knowledge about nursing documentation.

Documentation Practice
Out of the total 430 participants, 64.6% and 51.6% of them 
reported that they always document the medication they 
administered and the assessment they did for every patient, 
respectively. Whereas only 30.5% of them reported that they 
always document the education they provided for every 
patient. Concerning timing parameter, all their documenta
tion was always done immediately after the care provided for 
32.6% of study participants (Table 3). Out of 430 partici
pants, 47.9% (n=206); 95% CI (43.2–52.6%) of respondents 
were found to have good documentation practice.

Nursing documentation practice was assessed objectively 
through reviewing the previous one-month charts of admitted 
patients. Out of 442 sample charts to be reviewed, twenty- 
one charts were not found in their place and 421 charts were 
reviewed giving a retrieval rate of 95.25%. The vital sign 
sheet was attached to 91.9% of reviewed charts and for 
61.5% of them the vital sign status of the patient was com
pletely documented. The nursing process format was 
attached to only 21.1% of the charts reviewed and for 5.6% 
of them none of the nursing process format components were 
documented. Regarding their legibility, only 5.2% of the 
charts were not legible (Table 4). Out of 421 reviewed 
medical records, good nursing documentation was found to 
be practiced in 38.5% (n=162, 95% CI (34–43.2%) of them.

Factors Associated with Documentation 
Practice
Age, standard training on nursing documentation, nurse to 
patient ratio, familiarity with operational standards of nur
sing documentation, motivation from supervisors, and atti
tude toward nursing documentation were positively and 
independently associated with nursing documentation 
practice (Table 5).

Discussion
This study revealed that documentation practice was poor 
through both self-reported questions and record review. 

Table 1 Socio-Demographic Characteristics of Nurses in 
Governmental Hospitals of Harari Regional State and Dire 
Dawa Administration, Eastern Ethiopia, 2019 (n=430)

Variables Frequency 
(n)

Percent 
(%)

Age group (in years) 21–25 93 21.6
26–30 152 35.3

31–35 96 22.3
Above 35 89 20.8

Sex Male 234 54.4
Female 196 45.6

Educational level College diploma 89 20.7
BSc and above 341 79.3

Work experience 

(in years)

5 and less 224 52.1
6–10 117 27.2
11 and above 89 20.7

Working unit 
(current)

Medical ward 106 24.7
Surgical ward 92 21.4

Pediatrics ward 38 8.8

OR 34 7.9
ICU 39 9.1

Emergency OPD 35 8.1

Regular OPD 86 20

Abbreviations: OR, operation room; ICU, intensive care unit; OPD, outpatient 
department.
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Self-reported documentation practice was supported by the 
chart review documentation practice, but it was higher 
than the chart review documentation practice. This discre
pancy might be due to social desirability bias in the self- 
reported documentation practice.

For this study, record-reviewed documentation practice 
was reported as the level of documentation practice, which 
is almost similar to the finding of the study conducted in 
Gondar.1 The finding of this study was lower than the 
finding of the studies conducted in Jamaica,26 Nigeria,2 

Ghana,19 and Jimma.18 The possible reason for this 

variation might be the tool utilized to determine the level 
of documentation practice,2,18 self-administered question
naire was used in those studies but medical record review 
was used in this study, and self-reported documentation 
practice may be overestimated due to social desirability 
bias. But this finding was higher than the finding of the 
studies conducted in Iran,27 Europe,28 and Canada.29 This 
discrepancy might be due to the ward type included in the 
study,27 the units included in the previous study were only 
medical-surgical wards and the workload is high in med
ical-surgical wards in teaching hospitals of Iran, thus it 

Table 3 Self-Reported Documentation Practice Among Nurses in Governmental Hospitals of Harari Regional State and Dire Dawa 
City Administration, Eastern Ethiopia, 2019 (n=430)

Item Response

Never Sometimes Always

N % N % N %

Do you document the assessments you have done for every patient? 36 8.4 172 40 222 51.6

Do you document problems you find (the nursing diagnosis) for every patient? 52 12.1 200 46.5 178 41.4
Do you document the intervention you have done for every patient? 60 14 184 42.8 186 43.2

Do you document the response to your intervention for every patient? 99 23 175 40.7 156 36.3

Do you document the fluid you administered for every patient? 91 21.2 165 38.3 174 40.5
Do you document the medication you administered for every patent? 46 10.7 106 24.7 278 64.6

Do you document the education or advice you have provided to a patient? 164 38.1 135 31.4 131 30.5

Do you document the fluid balance status of the patient? 100 23.3 189 44 141 32.7
Is all your documentation done immediately after care provided to the patient? 54 12.6 236 54.8 140 32.6

Table 2 Frequency and Percentage Distribution of Organizational Factors Among Nurses in Governmental Hospitals of Harari 
Regional State and Dire Dawa Administration, Eastern Ethiopia, 2019 (n=430)

Variables Frequency Percentage

Training attended Yes 211 49.1
No 219 50.9

Average No of patients cared for by a nurse per shift 5 and less 153 35.6
6–10 161 37.4

Above 10 116 27.0

Guideline availability Yes 206 47.9
No 224 52.1

Familiarity with standards Familiar 284 66
Not familiar 146 34

Documenting sheets Adequate 257 59.8
Inadequate 173 40.2

Motivation from supervisors Available 228 53
Not available 202 47

Time adequacy Yes 296 68.8
No 134 31.2
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may cause lower level of nurses’ documentation practice. 
The other possible reason for this discrepancy might also 
be due to area coverage difference,28 the study conducted 
in Europe covered a large scale area but this study covered 
a small area. Even the type of study conducted may have 
its role in this discrepancy,29 the study conducted in 

Canada was “prospective observational” but “retrospective 
review of records” in this study.

For this study, self-reported documentation practice 
was used to identify factors associated with documentation 
practice among nurses. A favorable attitude toward nur
sing documentation was positively associated with 

Table 4 Chart Review Documentation Practices Among Nurses in Governmental Hospitals of Harari Regional State and Dire Dawa 
City Administration, Eastern Ethiopia 2019 (n=421)

Item Response

Format Attachment 
Status

Record Completeness Status of 
Formats

Yes No Not Partially Completely

N % N % N % N % N %

Is Vital sign sheet attached to patient chart? 387 91.9 34 8.1

Vital signs of the patient are completed and documented well (n=387) 17 4.4 132 34.1 238 61.5

Was medication ordered? 379 90 42 10

Is the medication administration sheet attached to the patient chart? 

(n=379)

223 58.8 156 41.2

Accurate nursing report about medication of the patient is 

documented well (n=223)

16 7.2 81 36.3 126 56.5

Was fluid ordered for the patient? 183 43.5 238 56.5

Is IV fluid administration record form attached to the patient chart? 

(n=183)

30 16.4 153 83.6

Accurate nursing report about administered intravenous fluid for the 

patient is documented well (n=30)

3 10 25 83 2 7

Is the fluid balance chart attached to the patient chart? 202 48 219 52

The fluid balance status of the patient is completed and documented 
well n=202

93 46 66 32.7 43 21.3

Is the nursing process format attached to the patient chart? 89 21.1 332 78.9

Nursing admission assessment was completed within 24 hours and 

attached to the Pt. chart (n=89)

27 30.3 30 33.7 32 36

The nursing diagnosis of a patient is complete and documented 

(n=89)

31 34.8 34 38.2 24 27

The nursing care plan is documented welland attached to the patient 

chart n=89)

44 49.4 37 41.6 8 9

Implementation of the care plan is complete and documented in the 

nursing patient progress report (n=89)

68 76.4 18 20.2 3 3.4

The progress report is documented at the end of each shift (n=89) 75 84.3 9 10.1 5 5.6

Timely evaluation of the implementation of care is completed and 

documented (n=89)

81 91 8 9 0 0

Is the record legible? 22 5.2 185 44 214 50.8
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documentation practice. This finding is in line with the 
finding of the studies conducted in Iraq,23 Iran (Tabriz),10 

Nigeria,11 and Gondar.1 This might be due to the fact that 
favorable attitude toward nursing documentation may be 

a strong and baseline internal motive of nurses to practice 
documentation. It is important to provide in-service train
ing on standards of documentation and enhancing the 
favorable attitude of nurses toward documentation.

Table 5 Factors Associated with Documentation Practice Among Nurses in Governmental Hospitals of Harari Region and Dire Dawa 
Administration, Eastern Ethiopia, 2019 (n=430)

Variable Documentation 
Practice

Bivariate Logistic 
Regression

Multivariate Logistic Regression

Poor Good COR p–v AOR(95% CI)

N N

Age 21–25 67 31 1 1
26–30 83 69 1.80 0.031 1.22(0.597, 2.491)

31–35 39 36 1.99 0.029 1.18(0.448, 3108)

Above 35 35 70 4.32 <0.0001 3.54(1.170, 10.8)*

Sex Male 123 111 1
Female 101 95 1.04 0.831

Education Diploma 51 38 1
≥MSc 173 168 1.30 0.270

Working unit Outpatient 67 54 1 1
MW 47 59 1.56 0.098 1.01(0.472, 2.145)

SW 48 44 1.14 0.643 0.592(0.267, 1.315)
Others 62 49 0.981 0.941 0.547(0.258, 1.163)

Service years ≤5 142 82 1 1
6–10 52 65 2.165 0.001 1.60(0.783, 3.254)

Above10 30 59 3.406 <0.0001 1.58(0.587, 4.242)

Guideline No 141 83 1 1
Yes 83 123 2.52 <0.0001 1.43(0.89, 2.395)

Familiarity with standard Unfamiliar 104 42 1 1
Familiar 120 164 3.384 <0.0001 1.98(1.137, 3.44)*

Documenting sheet Inadequate 98 75 1 1
Adequate 126 131 1.359 0.121 1.37(0.810, 2.315)

Motivation No 148 54 1 1
Yes 76 152 5.481 <0.0001 4.60(2.721, 7.76)***

Time adequacy No 90 44 1 1
Yes 134 162 2.473 <0.0001 1.69(0.951, 2.995)

Training No 148 71 1 1
Yes 76 135 3.703 <0.0001 2.53(1.477, 4.35)**

Nurse to patient ratio Inadequate 150 105 1 1

Adequate 74 101 1.950 0.001 2.24(1.24, 4.047)**

Attitude Unfavorable 157 58 1 1

Favorable 67 148 5.979 <0.0001 5.66(3.17, 10.11)***

Knowledge Poor 128 80 1 1
Good 96 126 2.100 <0.0001 0.747(0.420, 1.327)

Notes: *(p<0.05), ** (p<0.001), *** (p<0.0001), others: ICU, OR and Pediatrics ward. 
Abbreviations: MW, medical ward; SW, surgical ward; COR, crude odds ratio; AOR, adjusted odds ratio; 95% CI, 95% confidence interval.
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Attending standard training on nursing documentation 
had a positive association. This finding is comparable with 
the finding of the studies conducted in Ghana,19 Uganda,6 

and Gondar.1 This might be due to the fact that training 
may increase their familiarity with operational standards 
of documentation, and may enhance their attitude toward 
documentation, and may also add their value of document
ing what they have done. So training will be helpful to 
improve documentation practice.

Familiarity with operational standards of nursing docu
mentation had a significant and positive association. This 
finding is consistent with the finding of the study conducted 
in Jimma.18 This might be due to the fact that familiarity with 
operational standards of nursing documentation may make 
tasks of documentation easy, fast, and interesting for nurses.

Nurses who were motivated by their supervisors 
regarding documentation activities were more likely to 
practice documentation when compared to nurses who 
were not motivated. Similarly, this evidence is in line 
with the finding of the study conducted in Jimma.18 This 
might be due to the fact that motivation may enhance 
nurses’ favorable attitude toward nursing documentation 
and encourage them to document their activity.

Adequate nurse to patient ratio was positively associated 
with nursing documentation practice. This finding is consis
tent with the finding of the studies conducted in Western 
Jamaica,26 Eastern Ghana,19 and Gondar.1 This might be due 
to the fact that an adequate nurse to patient ratio may 
decrease workload and increase time to document their 
activity, which makes documentation practice more likely. 
It is important to have adequate nursing human resources.

Also, in this study, age had a significantly positive associa
tion with nursing documentation practice. This finding is 
comparable with the finding of the study conducted in Iraq, 
Al Najaf Governorate.9 This might be due to the fact that most 
older nurses were shown to have long service years as seen 
from crosstab, so their exposure to training may be 
increased and this will make them familiar with operational 
standards of documentation. Again, as their age increases, they 
may appreciate different multi-aspect advantages of documen
tation that will enhance their favorable attitude toward docu
mentation which will in turn improve their documentation 
practice. It is important to plan and have experience exchange 
within and across hospitals, about documentation practice.

Conclusion
Documentation practice among nurses was poor. Attitude 
toward nursing documentation, in-service training on 

standards of nursing documentation, familiarity with opera
tional standards of nursing documentation, motivation from 
supervisors, nurse to patient ratio, and age of nurses had 
a statistically significant positive association with self- 
reported documentation practice. Therefore this study con
cludes that nursing documentation remains a challenge. So it 
is better to put further effort toward improving documenta
tion practice through providing training on standards of 
documentation and enhancing the favorable attitude of 
nurses toward documentation by motivating them regarding 
their documentation activities. The hospitals need to plan 
and implement standard training on nursing documentation 
for nurses. The nursing supervisor (matron) should oversee 
nurses’ documentation, evaluate, and appreciate accordingly.

Abbreviations
AOR, adjusted odds ratio; CI, confidence interval; COR, 
crude odds ratio.
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