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Abstract: 

Background: Documentation is a communication tool that helps in the exchange of 

information stored between caregivers. Quality documentation promotes structured, 

consistent and effective communication between healthcare providers. Nursing 

documentation is defined as the record of nursing care that is planned and given to 

individual patients and clients by qualified nurses or other caregivers under the control of 

a qualified nurse. Aim: To assess the knowledge, attitude and practices of nurses regarding 

in-patient file documentation. Methods: A descriptive cross-sectional study was carried 

out with a total of 80 respondents who were selected conveniently from a hospital in 

Jeddah, KSA. Study utilized a dichotomous self-administered questionnaire. Qualitative 

characteristics were summarized using frequency and percentages. Chi-square test was 

used to investigate associations. Statistical Package for Social Sciences (SPSS, Version 28) 

was used for analysis. Results: Majority of the 1nurse (67.5%, n = 54) had satisfactory 

knowledge, attitude & practice. Chi-squared test of association revealed no significant 

relation between gender and knowledge, attitude & practice (χ2 = 0.15, df = 1 and p = 

0.697). No significant association of knowledge, attitude & practice was observed with age 

(χ2 = 1.48, df = 2 and p = 0.477) and years of experience (χ2 = 2.31, df = 1 and p = 0.128). 

Conclusion:  The nurses appeared to be familiar with the required documentation 

knowledge. A pressing need was felt to emphasize on all aspects of in-patient 

documentation under continuous nursing education program. Newly appointed nurses 

were equally good in documentation compared to their senior counterparts. This study 

advocates the necessary actions to be taken for enabling nurses for timely documentation 

of patient details for improved communication with other health workers. 
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Nursing documentation is defined as the record of nursing care that is planned and given to 

individual patients and clients by qualified nurses or other caregivers under the control of 

a qualified nurse. In addition, nursing documentation can be used for specific purposes such 

as quality assurance (1, 2). Despite continuous and consistent advice from quality-

improvement programs and professional bodies over several years, achieving and 

maintaining good standards of clinical documentation is still a problem in the health 

profession (1). Nursing documentation is an essential function of professional nursing 

practice (2). The documentation should be factual, current, and comprehensive to provide 

consistent information about the assessment, care provided, and evaluation of patient 

responses to care (3). 

Documentation is one of the key areas to determine the standard of care rendered 

by nurses (4). It enhances professional autonomy, critical thinking skills, development of 

professional knowledge and nursing education (5). Documentation is also vital for safe, 

ethical, and effective nursing practice. Nurses should execute documentation in a way that 

ensures continuity of care, planning, and liability, as well as in the furtherance and 

advancement of practices based on evidence. An in-patient file should be factual, accurate, 

complete & timely (FACT) (6). The assessment of the quality of patient care is highly 

dependent on the caregiver's ability to communicate through documentation as a fragment 

of the continuum of care (7).  

The concerns associated with poor documentation practices are omitting of 

medications, improper or double administrations of medicines and the risk of legal harm. 

Incomplete patient report persistently causes doubts and inculpate in the legal jurisdiction, 

since only the completely documented medical cases are accepted by the legitimate medical 

group for verifying and validating medico-legal cases (8). A suitable and correct document 

to show health interventions provided for patients is important relating to the legal aspects 
(9, 10). Statistics from developed countries showed that 74% of the cases are errors of 

healthcare providers which were reported to judicial authorities (11). 

Several standardized frameworks are accessible which aids in nursing 

documentation which includes charting in a narrative way, approaches which are problem-

oriented approaches, clinical pathways, and focus notes (12). Nevertheless majority of the 

nurses still encounter many hurdles in retaining faultless and legally prudent documentation 

like poor attitudes, lack of knowledge towards nursing documentation, time shortage & 

workload (13). It is evidenced that approximately 38% of the time is spent by nurses in 

documenting patient files in a total working shift (14). Documenting in a simple brief, distinct 

and legally cautious manner can significantly minimize the possibility of misapprehension 

and apathetic patient outcome which is associated with poor communication in healthcare 

professionals (15). 

Perfect and righteous registering of the nursing documentation is one of the key 

responsibilities of nursing (16-18). In KSA, study conducted by Machudo and Mohidin, 

(2015) (19) showed that 980 nurses are providing direct patients care and performing 

documentation on patients chart. Fifty percent (n= 16) unit has started focus charting and 

ten units are utilizing narrative and six units using other methods in documentation 

respectively. Documentation improvement package developed and processes put in place 

to readdress the documentation concern. The nursing care plan, patient assessment and 

activity flow sheets were reviewed and recommendation made to nursing administration to 

use a multidisciplinary approach to develop policies and guidelines on nursing 

documentation. In addition to provide sustained continuing training opportunities for nurses 

on effectiveness of documentation. Hence, there is a need to study the nurse's knowledge, 
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attitude & practices regarding in-patient file documentation.  

Methods 

A descriptive cross-sectional study was carried out at hospital in Jeddah, KSA from January 

to April 2023. Study subject was selected conveniently 80 participants for the study. Newly 

employed nurses were not allowed to perform the duty independently hence nurses with 

work experience of at least 6 months were eligible to be recruited in this study. Nurses who 

were on annual leave, maternity leave, unable to participate in the study due to illness were 

excluded. Nurses in intensive care units & in night duty were also excluded. The sampled 

wards were medicine, surgical, orthopedic & gynecology because of less workload on 

nurses in these wards compared to high dependency units & intensive care units. 

The study tool involved the use of pre-tested dichotomous questionnaire developed 

by the primary investigator with the help of experts in the field of nursing. There were total 

of 11 questions related to KAP of documentation out of which four questions were of 

knowledge, three questions of attitude & four questions regarding practice. The 

questionnaire was self-administered by the participants. Each correct response was scored 

as 1. First 8 questions were basics related to KAP of documentation while the last three 

questions were relatively difficult. The maximum total KAP score was 11. Participant's 

KAP were categorized as non-satisfactory if they scored between 0 and 8 and satisfactory 

if scored 9 or more. 

Consent & permission was obtained from the hospital authority for the study. 

Informed Consent was obtained from each participant explaining them the aims & 

objectives of the research orally. Confidentiality was maintained during the entire course 

of study. Numerical characteristics were summarized as mean ± standard deviation. 

Categorical variables were summarized using frequencies and percentages. Chi-squared 

test of association was used to investigate the association between demographical 

characteristics and KAP.  A p-value < 0.05 was considered to be significant throughout. 

The data was analyzed using (SPSS, Version 28). 

Results 

A total of 80 nurses were selected & studied for their knowledge, attitude and practice. The 

mean age of the respondents was 29.3 ± 5.5 years. The mean years of experience was 4.05 

± 2.38 years with most 72.5 (n = 58) of the respondents having experience < 5 years. Almost 

(66%, n = 53) of the respondents were female. Most of the respondents fall in the age group 

of 26–30 years (36.3%, n = 29). Majority of the respondents (43.75%, n = 35) had Diploma 

in Nursing as the highest degree. 

Table (1) presents demographic characteristics of the participants. In knowledge 

section, majority of the participants (71.25%, n = 57) agreed that variability in file 

documentation impacts patient outcome. Most of the participants (70%, n = 56) think that 

the inpatient files should be FACT. All the participants (n = 80) responded that signature 

plays a vital role in documentation. Majority of the participants (81.25%, n = 65) responded 

that it is necessary to identify differences while shift hand-over in their duty. 

While assessing the attitude, it was revealed that most of the respondents (81.25%, 

n = 80) think that documentation enhances transparency, quality, and continuity of care and 

patient safety. However, (57.5%, n = 46) responded that documentation burdens their work. 

Majority of the participants (67.5%, n = 54) were satisfied with the type of documentation 

they follow. 

Through assessment of practices it was observed that (72.25%, n = 57) respondents 

starts planning nursing care when the patient gets admitted in the healthcare institution. 
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Most of the respondents (80%, n = 64) were more comfortable with documenting files later. 

Findings also revealed that (66.25%, n = 53) participants had a practice of documenting 

events/procedure in   advance.   All   the   participants (n = 80) claimed orienting a common 

practice whenever a new staff nurse joins. 

Table (2) presents knowledge, attitude and practices of nurses regarding in-patient 

file documentation respectively. Majority of the nurses (67.5%, n = 54) had satisfactory 

KAP. Chi-squared test of association revealed no significant relation between gender and 

KAP (χ2 = 0.15, df = 1 and p = 0.697). No significant association of KAP was observed 

with age (χ2 = 1.48, df = 2 and p = 0.477) and years of experience (χ2 = 2.31, df = 1 and p 

= 0.128). 

 

Table (1) Demographic Characteristics of the Participants (N = 80) 

Characteristics Categories n (%) 

Gender 
Male 27 (33.75) 

Female 53 (66.25) 

Age 

21–25 years 24 (30) 

26–30 years 29 (36.3) 

>30years 27 (33.8) 

Level of 

Education 

Diploma 35 (43.75) 

B.Sc. Nursing 30 (37.5) 

Post B.Sc. 

Nursing 
15 (18.75) 

Years of 

EXperience 

<5 years 58 (72.5) 

>5 years 
22 (27.5) 

 

Table (2) Knowledge Attitude and Practice regarding documentation of in-patient files 

 Questions 
Yes 

n (%) 

Knowledge  

(n = 80) 

Does variability in file documentation impacts 

patient outcome? 

57 

(71.25%) 

Do you think in-patient files should be FACT 

(factual, accurate, complete & timely)?  
56 (70%) 

Is signature of documenting nurse responsible 

while documentation? 

80 

(100%) 

Is it necessary to identify differences while 

shift hand-over? 
65 

(81.25%) 

Attitude  

(n = 80) 

Does Documentation burden your works? 46 

(57.5%) 

Do you believe that documentation enhances 

transparency, quality, continuity of care and 

patient safety?  

65 

(81.25%) 

Are you satisfied with the type of 

documentation you follow? 

54 

(67.5%) 

Practice (n Do you start planning nursing care when 57 
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 Questions 
Yes 

n (%) 

= 80) patient gets admitted in the hospital? (71.25%) 

Documentation should be done immediately 

after any events/procedure? 

16 

(20%) 

Do you document any procedure/events in 

advance? 

53 

(66.25%) 

Do you orient new staff regarding 

documentation practices at the time of joining? 

80 

(100%) 

 

 

Discussions 

The presented study found many findings which add to the matter of existing knowledge. 

Documentation and nursing system in response to health care delivery have evolved in 

recent years and advanced technology has affected its expectations, therefore the quality of 

documentation reflects standard professional practice (20). This study findings are in lying 

with a study (21) which reveals that variability documentation leads to lack of clarity among 

the nursing staff which affects the treatment procedure. A study conducted in Kaduna State 

concluded that signature plays a vital role in documentation as it helps in identifying the 

person responsible for a administering a particular treatment or procedure which later helps 

if there is any medico-legal case (22).  

In the presented study participants understood the importance of signature 

identification of differences; while shift handover is important and majority of our 

participants agreed to this. A similar study quotes that “identification of differences ensures 

the correct continuity of treatment with a better understanding of what the patient 

underwent or what was his condition in the past shift” (23). Nurses with a favorable attitude 

towards nursing care documentation were more likely to have good nursing care 

documentation practice (24). In the presented study participants responded that 

documentation burdens their work which is not a good attitude since documentation is an 

integral part of nursing care.  

Similar findings were revealed by a study from Iraq which concluded that nurses 

may consider documentation as their foe, since it steals time from direct patient care (25). In 

the presented study participants think that documentation enhances transparency, quality, 

and continuity of care and patient safety which shows a genuine attitude of the nurses. Best 

practices in nursing are significant because they serve solutions to identified problems and 

need (26). In the presented study, initiation of planning for nursing care was prompt which 

is indicative of good practice.  In this study participants agreed that documenting the files 

immediately is a good practice however they find it more comfortable to document later. 

Nurses are not expected to document any procedure in advance as any adverse/beneficial 

event can occur with the patient when in healthcare institution.  

The presented study findings were contrast as the participants claimed to practice 

documenting events in advance. Orientation of nursing staff plays a pivotal role in the 

competency and retention of newly hired registered nurses. Presented study revealed that 

effective orientation and presenting programs produce nurses who provide competent, 

quality patient care and are acculturated as productive members of healthcare team which 

is in line with study (27). In the present study 17.78% nurses from a single hospital, this 

limits the generalizability of our findings. Future research with larger sample size should 

be taken up in this field to help establish the relationship with a greater precision. 
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Conclusion 

Majority of participants had satisfactory knowledge, attitude & practice however 

significant number of participants were in non-satisfactory category. Sufficient time should 

be provided to the staff nurses for them to complete the documentation in time, supported 

by timely audits. Continuous nursing education (CNE) should emphasize on all aspects of 

in-patient documentation. Young and newly appointed nurses are equally good in 

documentation compared to their senior counterparts. This study advocates the necessary 

actions to be taken for enabling nurses for timely documentation of patient details for 

improved communication with other health workers. 
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