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ABSTRACT 

Background: Nursing care documentation is a vital and powerful tool in the 
healthcare system to ensure continuity of care and communication between health 
personnel for better patient outcomes. Nurses' practice towards nursing care docu-
mentation affects the quality and coordination of patient care. Hence, this study 
aimed to assess practice and associated factors towards nursing care documenta-
tion among nurses working at public hospitals in Addis Ababa, Ethiopia.  
Methods: An institutional-based cross-sectional study was conducted among 358 
nurses working in intensive care units at public hospitals in Addis Ababa from Au-
gust 2021 to January 2022. All nurses were selected by proportional allocation. Data 
was collected by using a self-administered questionnaire and observation checklist. 
EPI info and SPSS were used for data entry and analysis, respectively. Binary analysis 
was performed to select candidate variables for multivariable logistic regression 
analysis. All independent variables with p-values less than 0.20 were taken as can-
didates for the multivariable logistic regression model. The AOR is estimated to 
measure the strength of the association. In the final model, a p-value of less than 
0.05 at 95% CI was considered a statistically significant association. 
Results: 358 respondents participated in this study, with a response rate of 97.8%. 
Of all the nurses who took part in the study, 61.17%) of them were females. Two 
hundred twenty (61.45%) of the study respondents scored as having good practice, 
222 (62.01%) as having good knowledge, and 221 (61.73%) had favorable attitudes. 
In the final model of multivariable logistic analysis, knowledge (AOR= 1.63; 95% CI: 
1.04, 2.54) and attitude of nurses (AOR= 2.30; 95%CI: 1.47, 3.58) had a statically 
significant association with nursing documentation practice.  
Conclusion and Recommendation: This study revealed that good nursing documen-
tation practice was 61.45 % among ICU nurses. The knowledge and attitude of in-
tensive care unit nurses toward nursing documentation were the only factors asso-
ciated with nursing care documentation practice.  
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1. Introduction  

Nursing documentation is the process of record-

ing and keeping evidence to have an account of 

what happened and when it happened.(1) The his-

tory of nursing care documentation started when 

Florence Nightingale defined it as the record of 

nursing care planned and given to individual pa-

tients and clients by nurses.(2) The quality and co-

ordination of care depend on the communication 

between nurses with each other and other 

healthcare team members for continuity of care 

for their patients.(3) 

Failure to have nursing documentation of a pa-

tient's condition, medications administered, or 

anything related to patient care can result in poor 

patient outcomes and liability issues for the facil-

ity, the physician in charge, and nurses.(4) Accu-

rate documentation is important for communica-

tion and continuation of care.(5) Nursing docu-

mentation is also very important for legal issues 

regarding patient records that can be used as ev-

idence in court.(6) Clear, accurate, timely, and ac-

cessible documentation is essential to safe, qual-

ity, and evidence-based nursing practice.(7) Nurs-

ing is not complete until the care has been 

properly documented, and as the old saying goes, 

"If it was not documented, it was not done". (8) 

Additionally, nursing documentation is important 

for education, research, quality assurance, and 

reimbursement by third-party claimants.(9) A 

study by Bjorvelleal suggests that nurses perceive 

nursing documentation as an important element 

in their practice and also to ensure patient 

safety.(10) 

Nurses bear a large burden in managing and im-

plementing the interdisciplinary team's plan for 

documenting the care and progress toward the 

goals since documentation is a working frame-

work that provides a comprehensive account of 

care provided to a patient.(8, 11) Nurses' low prac-

tice on nursing care documentation has negative 

impacts on the health care of patients, the health 

care providers, and the profession and is associ-

ated with omitting of medications, improper or 

double medication administrations, and the risk 

of legal harm become high.(5,12,13) 

The prevalence of poor nursing documentation 

practice is different from country to country and 

institution to institution. A study from London 

and Iraq, which have poor documentation prac-

tices, shows 53% and 51.7%, respectively.(14, 15) 

Similarly, studies done in South Africa and Uganda 

both reported poor practice of nursing documen-

tation among nurses.(16, 17) In Ethiopia, data collec-

tion inadequacy and lack of quality were found to 

be a problem.  

Poor documentation by nurses negatively im-

pacts patients' health care and may lead to harm-

ful consequences like exposing the care provider 

to medication administration errors.(18) Quality of 

patient care and good documentation improve 

the credibility of the institution and make the 

nursing profession visible, and the situation may 

lead to an extent that can affect the reputation of 

the healthcare facilities.(19) Therefore, this study 

aimed to assess documentation practice and its 

associated factors among ICU nurses working at 

public Hospitals in Addis Ababa, Ethiopia, in 2022. 

The findings of this study will provide baseline 

data for interventions implemented at hospitals 

with ICUs and any further research conducted in 

Ethiopia. This study will also help to picture the 

practice of documentation explicitly.  

2. Methods and Materials 

Study area, Study design and period 

The Study sites were public Hospitals in Addis Ab-

aba, including Tikur-Anbesa specialized Hospital, 

St Paul’s Millennium Medical Collage, St. Peter’s 
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Specialized Hospital, AaBET Hospital, Zewditu 

Memorial Hospital, Yekatit 12 Hospital, Rasdesta 

Damtewu Memorial Hospital, Dagmawi Menelik 

Hospital, and Ghandi Memorial Hospital; Ti-

runesh Beijing Hospitals nurses working in inten-

sive care units at public hospital. The data was 

collected from December 10 to 30, 2021.  

An institutional-based cross-sectional study was 

conducted to assess the documentation of prac-

tice among ICU nurses working at public hospitals 

in Addis Ababa and all nurses working in Adult 

ICUs at public hospitals in Addis Ababa.  

The study included nurses with at least 6 months 

of experience in each public hospital and nurses 

who were available during the study period. 

Nurses on annual leave and unable to participate 

in the study due to illness during data collection 

were excluded. 

Sample size determination 

The study employed a single population propor-

tion sample size determination formula, taking 

the proportion as 47.5% from a previous study 

conducted in Harar Hospital and Dire Dawa Ad-

ministration Governmental Hospitals (26), a 95% 

confidence interval (CI), and a 5% margin of error. 

A sample size of 422 was calculated, with 10% 

compensation for no response. Although the 

sample size was calculated to be 422, the total 

number of nurses working in the Adult ICUs of 

sample hospitals was 366. Hence, data was col-

lected from all nurses as shown below 

Sampling technique 

During the data collection period, there were 12 

public hospitals in Addis Ababa. Lists of nurses 

from each hospital were identified, and data was 

collected based on the number of nurses availa-

ble. 

 
Figure 1: Schematic presentation of hospitals and distribution of nurses for each hospital in Addis Ababa, Ethio-

pia, 2022 
Study variables 

Dependent variable: documentation practice 

Independent variables: 

Socio-demographic factors (age, sex, educational 

status, current working hospitals, and work expe-

rience), Status, current working hospitals, work 
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experience, availability of standard guidelines, in-

service training, recording time, motivation, 

knowledge, and attitude towards nursing docu-

mentation. 

Operational definition 

Practice: In this study, practice refers to the ac-

tions taken by the nurses on the documentation 

practice checklist. 

Good practice refers to those study participants 

who correctly perform the documentation prac-

tice checklist through observation and score 

greater than the mean score. 

Poor practice: refers to study participants who 

correctly perform the practice checklist through 

observation and have a score less than or equal 

to the mean score. 

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 knowledge questions  

Favorable attitude: Those respondents who 

scored above or equal to the mean score  

Unfavorable attitude: Those respondents who 

scored below the mean score of attitude ques-

tions 

Nursing documentation practice: a record of 

nursing care delivered to individual clients by 

nurses. 

Data collection tools and procedures 

An observation checklist and a structured, self-

administered questionnaire were used for data 

collection. Both instruments were modified and 

adapted from other research. The documentation 

practice of nurses working in intensive care units 

was assessed using an observation checklist with 

13 practice-related questions. Based on the ob-

servation checklist, nurses who applied/followed 

the recommended action were included in the 

"Yes" section, and nurses who didn't apply/ fol-

low the recommended action were included in 

the "No" section. Finally, from this aggregate 

score, nurses who performed greater than the 

mean score of practice-related questions using a 

checklist were categorized as having good prac-

tice. In contrast, nurses who practiced less than 

or equal to the mean score of practice-related 

questions were categorized as having poor prac-

tice. The data was collected by trained data col-

lectors and supervisors. The observation was con-

ducted by the principal investigator, two supervi-

sors, and two data collectors, and they were given 

scores according to the checklist. Participant 

nurses were observed for 15-30 minutes; the 

time was selected randomly.  

After the observation, a structured self-adminis-

tered questionnaire was implemented. (6, 24, 25, 28) 

Nine multiple-choice questions were used to 

measure respondents' knowledge of the nursing 

documentation adopted.(32) Participants' atti-

tudes were assessed via a Likert scale, with item 

scores ranging from strongly agree(5) to strongly 

disagree.(32) 

Data quality control 

To ensure data quality, data was collected by BSC 

nurses who were not employees of the study hos-

pitals after two days of training on the techniques 

of data collection. The principal investigator and 

supervisors checked the completeness of the 

data. 5% (19) of the sample size were pre-tested 

at Shashemene ICU, which was not included in 

the final study. 

Data processing and analysis 

The collected data was checked visually for com-
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pleteness, and the responses were coded and en-

tered into the computer using the Epi info statis-

tical package.  

Five percent of the responses were randomly se-

lected and checked for the consistency of data 

entry and exported to Windows of Statistical 

Package for Social Science (SPSS) for data analy-

sis. Results were summarized using frequencies, 

percentages, mean, standard deviation, and me-

dia and inter-quartile range presented using fig-

ures, tables, and text. Binary logistic regression 

was done to see the crude significant relation of 

each independent variable with dependent varia-

bles. Variables with P value <0.20 at a 95% confi-

dence interval during the bi-variable analysis 

were used in multivariable logistic regression 

analysis by using the backward likelihood ratio 

method to see the relative effect of confounding 

variables and the interaction of variables. Odds 

ratio with 95%CI was performed to determine the 

strength of association of variables at p-value less 

than 0.05, which was taken as significant. 

Ethical clearance 

The research protocol was approved, and ethical 

clearance was obtained from SPHMMC Institu-

tional Review.  

Consent from the city health bureau and respec-

tive public hospitals was also obtained. All nurses 

serving as data collectors and supervisors were 

informed in writing about the study. 

Data collectors gave full information to the study 

participants about the purpose of the study and 

asked them to give their consent before partici-

pating in the study. Participation in the study was 

entirely voluntary and any involvement in the 

study was assured only after obtaining complete 

verbal informed consent. Confidentiality was 

strictly adhered to, and identification numbers 

(using codes) rather than names were used dur-

ing the data collection and analysis.  

3. Result 

Socio-demographic characteristics of respond-

ents 

A total of 358 respondents participated in this 

study, achieving a response rate of 97.8%. Among 

the participants, 61.17% were female nurses. The 

age distribution revealed that 74.3% of the re-

spondents were between 25 and 30 years old, 

with a median age of 28 years and an interquar-

tile range (IQR) of 3 years. Additionally, the ma-

jority (91.34%) held a degree-level qualification. 

Over three-quarters (82.12%) of the participants 

had three years or less of work experience, while 

15.08% had between 4 and 7 years of experience 

(see Table 1). 

Table 1: Socio demographic characteristics of intensive care unit nurses at public hospitals in Addis Ababa from  
December 10th - 30th 2021 (n=358) 
Variable’s Response Frequency Percent 

Age in years 21-24 7 1.96 

25-30 266 74.30 

31-34 54 15.08 

≥35 31 8.66 

Median ± IQR 28 ± 3 

Sex Male 139 38.83 

Female 219 61.17 

Education Diploma 5 1.40 

Degree 327 91.34 

MSC 26 7.26 

Experience in years ≤3 294 82.12 

4-7 54 15.08 

≥8 10 2.79 
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Work area-related characteristics of study par-

ticipants 

In this study, 95 respondents (26.54%) reported 

receiving in-service training. Among those 

trained, more than three-fourths (88.66%) com-

pleted their training within two years. When 

asked about the availability of clinical guidelines, 

59 participants (16.34%) indicated that these 

guidelines were accessible. Additionally, over half 

of the respondents (66.13%) were familiar with 

the guidelines. 

Regarding patient care, 355 respondents 

(99.16%) reported a 1:1 patient-to-nurse ratio. A 

significant majority of nurses (86.87%) stated 

they had sufficient sheets for patient care, while 

236 participants (65.92%) felt that having more 

sheets motivated them. Furthermore, 183 re-

spondents (48.32%) documented patient care 

shortly after it was completed. 

Nurses' attitudes towards nursing documenta-

tion practice 

In this study, participants were assessed on 13 

items from a questionnaire regarding documen-

tation practices. A total of 346 respondents 

(96.65%) reported documenting every patient's 

records. More than three-quarters (87.99%) pro-

vided documented subjective data, while 329 

participants (91.90%) documented objective 

data. Additionally, 294 respondents (82.12%) in-

dicated that they documented significant com-

munications with family members. 

The majority of respondents (81.84%) confirmed 

that they engaged in advocacy on behalf of pa-

tients. Regarding the legibility of documentation, 

322 participants (89.94%) ensured that docu-

ments were clear when using paper forms. Fur-

thermore, 307 nurses (85.75%) documented ad-

vice, care, or services provided to individuals 

within groups, communities, or populations. No-

tably, 325 participants (90.78%) reported com-

pleting documentation in a timely manner, either 

during or immediately after care events. 

As illustrated in Figure 2, participants' perfor-

mance was categorized into good and poor prac-

tices. Scores of 0.8756 (the mean value) or above 

were classified as good practice, while scores be-

low the mean indicated poor practice. Of the re-

spondents, 220 (61.45%) demonstrated good 

practice, while 138 (38.55%) scored below the 

mean, indicating poor practice. 

 

Figure 2: Percentage of practice of documentation among Nurses working in Public Hospital in Addis Ababa (n=358) 

Knowledge of respondents towards nursing doc-

umentation 
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In this study, respondents were assessed on their 

knowledge of documentation through nine ques-

tionnaire items, each allowing multiple re-

sponses. A total of 315 participants (88.0%) re-

ported that nursing care should be documented 

according to established guidelines. Regarding 

the principles that should be followed during doc-

umentation, more than three-quarters (88.83%) 

of participants indicated they were knowledgea-

ble, and 313 nurses (87.43%) confirmed that the 

documents were easily readable. 

Furthermore, 341 respondents (95.25%) noted 

that improved quality was achieved through 

proper documentation, and 330 participants 

(92.18%) described effective communication with 

staff regarding the benefits of patient care docu-

mentation. When asked about the main nursing 

activities expected to be documented, the re-

sponses included: assessing data (315 partici-

pants, 89.11%), tracking patient progress (322 

participants, 89.94%), recording transfers and dis-

charges (284 participants, 79.33%), providing 

care (295 participants, 82.40%), and evaluating 

care. 

However, the majority (91.62%) acknowledged 

inadequate awareness of the potential conse-

quences of poor documentation. More than 

three-quarters (89.39%) also incorrectly associ-

ated the use of non-standard abbreviations with 

errors in patient care documentation. A signifi-

cant number of respondents (334, or 93.30%) re-

ported that documenting the date and time of ac-

tions protects them from legal issues, and 337 

(94.13%) were aware of the necessary compo-

nents of medication administration documenta-

tion. Regarding who should document the care 

provided, 289 participants (80.73%) stated that 

the same individual who delivered the care 

should be responsible for documentation. 

As illustrated in Figure 3, 222 participants 

(62.01%) demonstrated good knowledge, while 

the remaining 136 (37.99%) scored below the 

mean, indicating poor knowledge. 

 

Figure 3: Knowledge of nurses towards nursing documentation in public hospital, Addis Ababa 

Attitudes of nurses towards nursing documenta-

tion practices 

The study respondents were assessed on their at-

titudes towards documentation through twelve 

items. Among the participants, 189 (52.79%) 

strongly agreed that Nursing documentation is 

equally important as any other task. Additionally, 

206 (57.54%) strongly agreed that documenta-

tion ensures continuity of care. 
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Regarding the importance of documentation to 

other healthcare professionals, 136 nurses 

(37.99%) expressed agreement. More than half of 

the respondents (58.66%) strongly agreed that 

documentation serves to show the workload and 

tasks performed. However, only 120 nurses 

(33.52%) agreed with the statement that many 

benefits can be derived from the use of documen-

tation. 

As illustrated in Figure 4, 137 participants 

(38.27%) were categorized as having an unfavor-

able attitude toward documentation, while 221 

(61.73%) displayed a favorable attitude. 

 
Figure 4: Attitudes of nurses towards nursing documentation in public hospital, Addis Ababa 

 

Associated factors   

A bivariate analysis was conducted to examine 

the correlation between nurse documentation 

practices and independent variables. Initially, 

each variable was entered separately into a bi-

nary logistic regression model. Subsequently, var-

iables with a p-value less than 0.20 were selected 

for multivariate logistic regression analysis. The 

bivariate analysis identified several variables as-

sociated with documentation practice: age (in 

years), educational background, work experi-

ence, availability of guidelines, documentation 

time, knowledge, and attitude. 

To further assess these relationships, a multivari-

able logistic regression was performed to deter-

mine the independent effects of these variables 

while controlling for potential confounders. Two 

variables demonstrated a significant association 

with documentation practice at a p-value of less 

than 0.05: nurses' knowledge and attitude. 

Intensive care unit nurses with good knowledge 

were found to be 1.63 times more likely to exhibit 

good documentation practices compared to 

those with poor knowledge (AOR = 1.63; 95% CI: 

1.04, 2.54). Similarly, the odds of having good 

documentation practices among intensive care 

unit nurses with a favorable attitude were 2.30 

times greater than those with an unfavorable at-

titude (AOR = 2.30; 95% CI: 1.47, 3.58). 

  



Original article                                                                PAJEC 

 

 

9                                       Alehegn Kerebign et.al. PAJEC. Vol. 3; No. 1; March 2025         
 

 

Table 2: Factors associated with nursing documentation practice among nurses working in ICU in public hospital 
in Addis Ababa (n=358) 

Variables Category COR(95%CI) AOR(95%CI) P-value 

Age in years 21-24 1.00 

25-30 4.36(0.83, 22.88) 3.80(.61, 23.86) 0.154 

31-34 3.37(0.60, 18.94) 3.20(.47, 21.71) 0.233 

≥35 3.46(0.58, 20.70) 4.03(.55, 29.71) 0.172 

Education Diploma 5.45(0.53, 55.80) 4.40(.34, 56.21) 0.255 

Degree 2.29(1.02, 5.15) 1.63(.61, 4.35) 0.329 

MSC 1.00 

Experience ≤3 1.00 

4-7 0.56(0.31, 1.01) .77(.39, 1.53) 0.456 

≥8 0.56(0.16, 1.99) .84(.19, 3.67) 0.813 

Guidelines 
Availability 

Yes 0.50(0.29, 0.88) .72(.38, 1.40) 0.335 

No 1.00 

When you 
document 

Any time when convenient 2.10(0.87, 5.07) 1.48(.58, 3.80) 0.411 

Soon after care finished 2.27(0.94, 5.48) 1.43(.56, 3.68) 0.453 

At the end of shift hours 1.00 

Knowledge Poor 1.00 

Good 1.69(1.09, 2.62) 1.63(1.04, 2.54) 0.033* 

Attitude Unfavorable 1.00 

Favorable 2.35(1.51, 3.65) 2.30(1.47, 3.58) <0.001* 

Keys: 1.00 indicates reference category; * significance at p-value < 0.05 

4. Discussion 

The main purpose of this study was to investigate 

nursing documentation practice and associated 

factors among intensive care unit nurses in public 

hospitals in Addis Ababa, Ethiopia. The findings of 

this study showed that 61.45% of the study re-

spondents had good practice. This finding is 

higher than a study conducted in the United King-

dom (47.3%)(14) and Iraq (49.3%).(15) The result of 

this study agrees with the study conducted in 

Jimma, Ethiopia, demonstrating that 51.4% of 

nursing documentation practice was poor among 

nurses(24), and a study conducted in Harari and 

Dire Dawa indicates nursing documentation prac-

tice was 47.5%.(25) Similarly, our study finding is 

higher than that of a study by West Gojjam, which 

reveals that 47.5% of nurses had good documen-

tation practice.(28)  

The result of this study shows that knowledge of 

intensive care towards practice nursing care doc-

umentation was good (62.01%). In the current 

study, nurses with good knowledge regarding 

documentation were 1.63 times more likely to 

have good nursing documentation practice than 

those with poor knowledge. This finding aligns 

with the studies from Uganda (23) and the United 

States.(5) This can be explained by the following: 

good knowledge of nursing care documentation 

improves familiarity with documentation guide-

lines and manuals and enhances adherence to 

standardized nursing practice and nursing profes-

sionalism. 
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Regarding attitude, 61.73% of the intensive care 

unit nurses had a favorable attitude. Nurses who 

had a good attitude towards nursing care docu-

mentation were also 2.30 times more likely to 

have good documentation practice compared to 

those who had a poor attitude. This observation 

is consistent with study results from Sweden.(33)  

Limitations 

The study design for this study was cross-sec-

tional, which did not illustrate the cause-and-ef-

fect relationship between independent and de-

pendent variables. The study was done in public 

hospitals in Addis Ababa, which might not repre-

sent the entire hospital in Ethiopia. A structural 

self-administer questionnaire is always subject to 

respondents' response bias.   

5. Conclusion and recommendation 

This study revealed that nursing care documenta-

tion practice was good (61.4%) among intensive 

care unit nurses. The knowledge and attitude of 

intensive care unit nurses towards nursing docu-

mentation were the only factors associated with 

this practice. Nursing documentation is a very im-

portant aspect of professional practice for nurses. 

Based on the findings of this study, the following 

recommendations are forwarded: The researcher 

suggests to hospitals and health facilities to work 

on improving nurses’ knowledge, attitude, and 

documentation practice skills through different 

mechanisms, like training, sharing experiences 

with other hospitals, and giving short-term 

courses. It is also important for stakeholders like 

staff, higher officials of the health system, and re-

searchers. 
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