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Abstract

Background: Nursing documentation is the record of nursing care
that is planned and delivered to individual patients by qualified nurses
or other caregivers under the direction of a qualified nurse . and it is
principal clinical information source to meet legal and professional
requirements.

Methods: Quasi-experimental design carried out to evaluate the
effect of the documentation program on the nurses knowledge and
attitudes from September 21, 2020 to March 7, 2022, at Al-Furat Al-
Awsat Teaching Hospital in Al-Najaf City.

A total of (50) nurses were randomly assigned to two groups and
enrolled using non-probability deliberate selection procedures. The
study group was attended the program sessions, while the control group
remain with out any intervention, both groups were exposed to pre and
post test.

Results: Participants from both groups showed in pre test
insufficient knowledge (56% for the study and 72%for the control) and
had indifferent attitudes of nursing documentation (76% for the study
and 80% for the control). While participants in the study group were
compared after executing the program, (post-tests) demonstrated a
significant improvement in their knowledge (68%), and attitudes
(80%). The control group, showed knowledge and attitudes deficit with
a modest decline in nursing documentation.

Conclusion: furthermore, the education program was shown to
be effective to improve the nurses' documentation knowledge and
attitude. according to the study. Furthermore, a method like this is

useful in shielding nurses from being documented.



Recommendation: Nurses' benefits for documentation may be
taken and consideration by establishing special educational training

programs to improve competence.
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Chapter One: Introduction

Chapter One
1.1.Introduction

Nursing documentation is a component of clinical notes completed
by nurses, and it is one of the most basic and fundamental sources of
information in health care. A patient's record is a collection of all written
information about a patient's condition and needs, and it is one of the most
important functions of nurses because it serves so many different purposes
(White et al, 2017).

Nursing documentation is important for a variety of reasons,
including identifying members of the treatment team, ensuring continuity
of care, reminding nurses of their professional duties and responsibilities,
evaluating therapeutic interventions, calculating health care costs,
upholding and protecting patients' and nurses' legal rights, and providing
research and training details (Hameed & Allo, 2014).

The quality and coordination of care in modern healthcare systems
IS dependent on communication between different caregivers concerning
their patients. Nurses and other caregivers use documentation as a means of
exchanging information held in medical records. Good nursing
documentation improves personalised continuity of care and patient safety
by ensuring orderly, consistent, and effective communication between
caregivers (Al Najafi, 2009).

Patient safety incidents have been attributed to a poor of
communication in the healthcare system. The engagement of many team
members using a variety of communication means, professional hierarchies
that inhibit collaboration, and the frequent shift of healthcare team
members owing to change and schedule changes may all contribute to poor
communication in today's complicated healthcare system. The Case,

Background, Assessment, and Recommendation (CBAR) tool is one
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interprofessional communication technique that has been proposed to
improve quality and safety by reducing some of these barriers (Dawood et
al, 2018).

The first stage in the nursing documentation process is to assess the
patient, and it is critical to obtain information that will aid the nurse in
making a nursing diagnosis, planning and implementing nursing
managment, than evaluating. Regardless of the practice scenario, the ability
to assess a patient's status is one of the most crucial abilities a nurse may
have. Obtaining a comprehensive health history and employing proper
assessment skills are crucial in all scenarios where nurses contact with
patients to discover their physical and psychological problems and
concerns (Al Botany and Gorges, 2007).

Documentation in a client's health record can be used for quality
assurance, legal goals, health planning, resource allocation, caring, and as
research (Timby, 2021).

Documentation of the patient's specific disease facts; used as a
treatment planning tool for the patient Medical records must be retained
and maintained for a variety of reasons, including facilitating
communication between the various health care providers and assisting in
the protection of patients and healthcare providers' legal rights. It's also one
of the most important nursing responsibilities. Health records describe the
patient's health, status needs, nursing managment, and response to care;
nevertheless, it does not reflect the holistic nature of nursing practice and
function. These clinical records make it easier to provide care, increase
continuity of care, and coordinate treatment and evaluation for patients
(Tola, 2017).
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1.2.Importance of the Study

Nursing documentation must be rational, informative, and easy to
understand. Medical personnel' documentation processes have gotten a lot
of attention in recent years. Accurate and complete nursing documentation
promotes efficiency, enhances communication among members of the
patient care team, and allows for care continuity. The reduction of errors is
supposed to be achieved by simplifying and standardizing processes such

as documentation (Steel, et al 2019).

Nursing practices and documents were also linked, according to
Yoost (2015), in order to give clients with safe and effective therapy. The
paperwork acts as a legal record, proving that all components of the nursing
process, as well as professional standards of care, regulatory regulations,

and agency guidelines, were performed appropriately.

Furthermore, health-care providers employ reporting and
recordkeeping as key communication tools to help clients make informed
decisions and preserve treatment continuity. The medical record, which
also functions as a legal document, records all client activities that have

been examined and conducted by the healthcare practitioner (Kohar, 2020).

A health care organization's policies and processes should have
been linked with the appropriate state and federal laws, regulations, and
accepted standards. A breach of the standard of care could occur if a
company's policies and procedures are not followed. Organizational rules
and procedures should serve as a set of recommendations for nurses, but
they should not be used to replace independent nursing judgment. If rules
and procedures are not followed, documentation should offer fasts to
support the nursing judgment (Diana et al, 2020).



Nurses are expected to keep track of their patients' progress,
evaluate which interventions are useful and which are not, and to identify
and document any necessary adjustments to the treatment plan. The
documentation can be helpful in making financing decisions, managing
resources, and conducting nursing research, all of which have the potential
to improve nursing practice and client care. Individual nurses can assess
their practices and make improvements based on information such as
accident data or outcome data (CRNBC, 2013).

The medical record is a legally binding document that can be used
for a variety of purposes. In a legal sense, it is an essential component of a
defense against any potential negligence or malpractice lawsuit. The
medical record is the only permanent record of the patient's care from the
time of admission to the time of discharge. A well-maintained record
assists healthcare providers in better managing patient care, but a poorly
managed record raises the risk of medical error. Consider the medication
errors that arise as a result of illegible handwriting or a failure to document
the administration of a drug. While the medical record can serve a variety
of objectives, its primary function is to ensure patient care continuity.
Always keep in mind that the patient is the center of all paperwork
(ACSQHC, 2017).

Documentation is of great importance in the provision of nursing
services and also through which we can develop the services provided to
the patient as well as the to know the changes that occur to the patient and
the extent of its response to the interventions of nursing and is considered
as a way to communicate with the health team. Detailed documentation of
care in the medical record serves as legal proof that the care provided

complies with accepted standards of care.
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The problem of the study on nursing documentation was chosen
because it is considered one of the effective means of communication
within the health institution, if not the most important one, because it
represents a link between the members of the health team, as well as for
excellence in job performance through participation in the nursing staff
evaluation committees and their follow-up. And also a specific problem
related to nursing documentation and thinking about solving it in a
scientific way, where the nursing staff lacks a rigorous application of
nursing fundamentals and needs guidance and follow-up, which can be
achieved by doing research and solving problems in a scientific way.Since
scientific research is an ongoing process, this study came to complement
what | started in my master's study of research on a problem related to

nursing documentation (The researcher).
1.3.Statement of the Study

An Educational Program on Nurses Knowledge, Attitude and

Practices toward Documentation in Al-Furat Alawsatt Teaching Hospital
1.4.0bjectives of the Study

This study aims at:

1. To assess the pre-test knowledge, attitudes, and practices of the
nurses documentation.

2. To determine the effectiveness of the planned teaching program upon
study groups knowledge, attitudes, and practices regarding
documentation.

3. To find the association between post-test levels of knowledge,
attitudes, and practices with participants socio-demographic

variables.
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1.5..Hypothesis:

= HO: There is no significant differences in knowledge, attitude and
practice of nurses documentation between study and control groups
at post test.

= H1: There is significant differences in knowledge, attitude and
practice of nurses documentation between study and control groups

at post test.
1.6.Definition of Terms:

1.6.1.Educational program:
A. Theoretical:

An educational program is a systematic developed and designed
educational intervention (for instance as learning-teaching strategies,
instructional materials, presentations and programs,) as solutions for
complex problems in educational practice, which also targets at progressing
human knowledge toward selected issue (Plomp, 2010).

B. Operational:

It refers to a planned educational program that is constructed systematically
to provide knowledge and information about the documentation of nurses
to increase their knowledge levels and to influence their attitudes toward

this issue.

1.6.2.Knowledge:
A. Theoretical:
Any information that is acquired through education or practical
experience (Al-Tameemi, 2016).
B. Operational:
Nurses' information about the documentation which is measured by

their ability to answer correctly the self-administered questionnaire.
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1.6.4.Attitude:
A. Theoretical:

The definition of attitudes is a general framework, in which a
human regulate his feelings and knowledge about a subject, matter or
person according to it.. Attitudes can also be referred to as the process of
evaluating an individual, either positively or negatively, toward a group or
individual, a particular issue, or even a particular object. Therefore,
attitudes issues short judgments, resulting from feelings, knowledge, or
actions emanating from the target objects. (Videbeck, 2020a; VandenBos,
2015)

B. Operational:

Attitudes of the nurses about documentation in the current study
measured by their responses to the attitude questionnaire, which will be
either in a negative or positive direction.

1.6.6.Documentation:

A. Theoretical:

Anything written or generated electronically about a customer's
condition, care, or services (Potter &Perry, 2020).
B. Operational:

A written record of nursing notes that reflects the quality of care

provided to the patient.






Chapter Two: Review of Literature

Chapter Two

Review of Literature

Throughout this chapter, the previous literature related to
“the nursing documentation” will be reviewed.

It is worth noting that the literature review is a summary of
most of the applied and theoretical sources and references related to
the problem under study, with the aim of forming a perception
about the available knowledge on the subject and the aspects that
are not studied at all or not adequately researched, and thus clarify
the research problem in a better way and prepare Available
knowledge for use in the application of the study (Bomer-Norton,
2018; Nieswiadomy and Bailey, 2018).

Throughout the present study, the previous literature was reviewed
and written according to the sections shown in the following list of

subjects:

2-1 Historical Background

e Documentation in time Hippocrates(460-377 BC)
e Documentation in Muslim culture
e Miss Nightingale Writings
2-2 Guideline for Quality Documentation and Record

2-2-1 Factual Basis
2-2-2 Accuracy
2-2-3 Completeness
2-2-4 Currentness
2-2-5 Organization
2-2-6 Confidentiality
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2-3 Methods of Documentation.
2-3-1 Narrative Documentation
2-3-2 Source-Oriented Charting
2-3-3 Problem- oriented Charting
2-3-3-1 Database

2-3-3-2 The Problem List:

2-3-3-3 Initial Plan

2-3-3-4 Progress Notes

2-3-4 PIE Charting

2-3-5 Focus Charting

2-3-6 Charting by Exception

2-3-7 Computerized Documentation

2-3-7-1 Learning a Computerized Nursing Information System

2-4 Categories of Documentation Forms in a Clinical Record
System

2-4-1 Assessment and Data Base Forms

2-4-2 Plan of Care Forms

2-4-3 Progress Notes Forms

2-4-4 Continuity Care Forms

2-5 Documentation Nursing Activities

2-5-1 Admission Nursing Assessment

2-5-2 Nursing Care Plan

2-5-3 Kardexes

2-5-4 Flow Sheet

2-5-5 Progress Notes

2-6 Overview of the Nursing Process
e Dynamic
e Analytical

e Organized
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o Collaborative
e Adaptable
e Outcome Oriented
2-6-1 Assessment
2-6-1-1 Collecting Data
2-6-1-2 Organizing Data:
2-6-1-3 Validating Data
2-6-1-4 Prioritizing Data
2-6-2 Nursing Diagnosis
2-6-2-1 Type of Nursing Diagnosis:
2-6-2-2 Comparison of Medical and Diagnostic Process
2-6-3 Planning:
2-6-4 Implementation
2-6-5 Evaluation
3- Medical Ward Round:

3-1- Job Description:
4- Previous Study:
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2.1.Historical Background
Documentation in Hippocrates Time (460-377) BC:

The Hippocratic Corpus consists of some 60 medical
treatises, the majority of them conventionally dated to the later
decades of the fifth century B.C., or to the early decades of the
fourth; that is to say, at the culmination of the "Classical
Hippocrates from the island of Cos was known as a famous
physician, (Theofanidis & Krepia, 2015).

Needless to say, he cannot talk about the history of human
medicine in the world, without talking to Hippocrates as was the
first to record observations, and the owner of the oldest medical
books in history. Apart from the humanitarian papyri Paranoiac,
and before the Hippocratic Medicine in Greece was limited to
family as aglbius that Hippocrates was one of them, and inherited
the family medicine industry, even less than in the time of
Hippocrates, As feared that Livni Medicine of the world aware of
strangers medicine, and began writing books on the side of brevity
(Kentikelenis A et al, 2014).

Documentation in Muslim Culture:

From the Islamic period to the present age, history has been
marked by a turbulent past marked by cultural boundaries and
societal pressures. The lack of medical record made the task of
nursing in early Islamic culture, which is commonly considered in
the context of Muhammad, and the Islamic era's historical evolution
to modern society, a tumultuous past fraught with cultural hurdles
and societal constraints, difficult (Francis and Davies, 2016).
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Although there is little information about nursing in the pre-
Islamic period, a thorough understanding of the cultural and
theological paradigms in place throughout Muhammad's reign can
provide light on the roles and expectations of nurses in ancient
times. In sharp contrast to Christian idea that sickness is a divine
punishment for man, Muslims place a high value on body cleaning,

regular prayer, and rigorous diets (Jonathan, 2013).

Medicinal care during Mohammed's time was generally
performed solely by doctors and nurses, such as rufiad al aslamia,
who was a nurse during the prophet Mohammed's time. With the
prophet's approval, she learned a variety of nursing skills, including
diagnosing  abnormalities and  administering  medications to
individuals who needed them. Nurses were limited in their duties to
providing physical comfort and mental support because the majority
of a patient's biological and physiological obligations were placed

solely on the doctor's shoulders (Al Najafi et al, 2009).
Miss Nightingale Writings:

Throughout her life, Florence Nightingale worked in
hospitals, cleanliness, ventilation, health statistics, and especially
nursing education, albeit she contributed little to documentation and

nursing observation records (McDonald, 2018).

Ellis and Hertley, (2012), mention about Nightingale

writings:

The most important practical lesson for nurses to learn is
what to notice, how to observe, and what symptoms suggest
improvement and reversal, which is crucial for nurses on medical

wards to consider when documenting nursing interventions and
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outcomes. In addition, the facts and information must be accurately

recorded in the patient charts.

It was mentioned in the same source Ellis and Hertley,
(2012), that Florence Nightingale believed and acted on the
assumption that the administrator could only be successful if he was
directed by documented statistical knowledge in all of her acts. Too
frequently, the lawmaker, to say nothing of the politician, has failed
due to a lack of information. She went even further: she believed
that the cosmos, including human communities, was evolving in
accordance with a divine purpose, which he should try to
understand and govern his actions in accordance with. However,
she claimed that in order to comprehend God's thoughts, we must
study statistics, as they are the measure of his intent. As a result,

studying documentation statistics was a holy obligation for her.
2.2.Quality Documentation and Record-Keeping Guidelines

To improve efficient, tailored patient care, high-quality

documentation and reporting are required.

College of Registered Nurses of Nova Scotia (2012); Koizer
and other (2014); Smiltzer and Bare (2002); Smith and other
(2014); Smith and Duell (2010); Moffet and Hill (2010); Potter and
Perry (2020) stated that are many important guidelines which must

be followed for quality documentation and reporting.

2.2.1.Factual basis:

Actual information regarding the patient and their care
should be documented. Descriptive goal information based on
personal experience, the nurse's assessment, and the client's

appraisal of their own requirements. What a nurse sees, hears, feels,
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and smells should be recorded in a descriptive, objective manner.
Furthermore, documentation should clearly clarify the nurse's
observations of the patient's behaviors rather than interpreting them,
2.2.2.Accuracy:

In order to maintain correct paperwork, the patient's history
must be accurate. Accurate recording is ensured by the use of exact
measurement. Clear, easy-to-understand information about the
client's important components and the variances in the client's
treatment response. Furthermore, if the documentation is intended
to be utilized for clinical or research purposes, accuracy is
necessary.

The use of factual descriptive phrases to illustrate exactly
what was observed or done, with perfect spelling, is critical to good
documentation. It's also critical to employ acronyms that are
difficult to misunderstand. Nurses must also never plan for others or
allow others to plan for them, and any descriptive remark in a
patient's record must conclude with the caregiver's full name and
condition.
2.2.3.Completeness:

Complete, succinct, and thorough information should be
included in any record entry or report. Information that adequately
reflects the client's care requirements, nurse interventions, and
anticipated outcomes. When reports are incomplete communication
iIs compromise and when concise data is easy to understand and
clear, succinct working makes interpretation easier, while a long
report wastes time and is often boring. Furthermore, a good report

or record is essential to protect both the patient and the nurse.
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2.2.4.Currentness:

During or soon after the intervention or interaction, current
data was captured. Timely admittance is crucial in today's patient
care; delays in paperwork can lead to serious omissions and
unnecessary delays in patient treatment.

The following are some of the activities or discoveries that
should be communicated at the appropriate time:

1. Checking vital signs.

2. Medication and treatment administration

3. Getting ready for a diagnostic test or surgery.

4. Changes in the patient's condition.

5. The patient's admission, transfer, discharge, or death.
6. Treatment for a patient's rapid change in condition.
7. Patient response to intervention.

Many agencies use military time, a 24-hour system that uses
a digit number to medicate morning, afternoon and evening time,
while others use civilan times (Am).
2.2.5.0rganization:

The nurse communicates information in a logical form or
order. Health care team members understand information better
when it is given in the order in which it occurred and keep track of
the information in a logical order so that nursing decisions, actions,
and client reactions can be seen. Furthermore, it was mentioned that
every entry should begin with the date and time, and that data
should be charted in a timely manner to avoid omission of
important information.

The disorganized not is fragment and does not clearly

explain what happened first to the patient. Moreover, poorly
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organized notes can lead to confusion about whether proper care
was given or not.
2.2.6.Confidentiality:

Confidentiality communication IS information
communicated by one person to another with the expectation that it
would not be revealed. Patient information gathered during
screening is not adequately protected. Nurses are required by ethical
norms to treat all patient information, including the patient's record,
with confidentiality and professionalism. The data shows the
delivery of nursing care that is safe, competent, ethical,
compassionate, and compliant with industry standards.
Furthermore, because the written documentation contained in a
patient's file is the legal record of care, nurses should not discuss a
patient's condition with other patients or staff members not involved
in the patient's care. As a result, it is the nurse's responsibility to
keep all patient contacts, assessments, and care private and
confidential. Furthermore, patient records may be utilized for
instruction or research in many institutions, particularly teaching
hospitals, and such users are not required to violate confidentiality
as long as the records are used as directed and with consent from
hospital internal review boards.
2.3.Methods of Documentation

The Nursing Service Documentation System is intended to
reflect the department's attitude and the manner in which nursing
care is delivered. Authentication by inclusion and documentation by
exception are the two most frequent methods of authentication. All
assessment findings, nursing interventions, and client outcomes are
documented on a regular basis as part of the inclusion process.

Documentation by exception, on the other hand, keeps track of
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unfavorable outcomes and ends after the evaluation is over (Abbas,
2013).

Compliance with societal and professional standards of
practice, legal and regulatory requirements, and institutional
policies and procedures has prompted the evolution of customer
care data collection and reporting systems. Many of today's
healthcare practitioners' demands and preferences are reflected in
current documentation systems (Abbas, 2013).

Exceptions should only be used when evaluation criteria or
standards of care are clearly specified and available inside the
agency. Exception documentation is never appropriate in the
context of medication management (Abbas, 2013).

The documentation technique employed within an agency or
practice environment should reflect the needs of client care and the
practice environment. Some organizations may mix and match parts
of several documentation methodologies and formats. If the agency
wants to update its documentation or the process or structure of its
projections, it must do so as part of a comprehensive plan that
involves nurse engagement and education. Regardless of the
method employed, nurses are responsible for recording client
evaluations, interventions, and the impact of interventions on client
outcomes. Clients who are terminally sick, at high risk, or who have
a range of health concerns require more detailed, in-depth, and
regular reporting (CRNBC, 2013).
2.3.1.Narrative Documentation:

A narrative chart is a form of story that details a patient's
disease, interventions, therapies, and treatment response. It's a tried-
and-true method of nursing drawing. This was the only way to

document care prior to the invention of flow sheets. During an 8-
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hour shift, the nurses spent roughly 30% of their time in the

narrative chart (Kitson et al, 2012)

In an emergency where a clear chronological order is
necessary, narrative documentation is simple to employ. However,
being subjective in this form of recording is unavoidable, and the
nurse's ability to analyze and make key decisions is frequently
weak. The narrative graph is being phased out in favor of alternate
formats since the flow of care is unstructured. Establishing a link
between data and critical thinking abilities is tough. Each nurse has
a particular writing style, making it difficult to determine care
continuity. It also doesn't represent the nursing procedure. Tasks
take precedence over data for evaluation or progress toward goals.
It takes a long time to complete. Because the paragraphs flow
easily, it takes longer to record and interpret the exact facts for
others, and retrieving the information is more difficult. It's tough to
track a customer's progress because the same issues may not be
addressed from one transformation to the next. Auditors frequently
refuse to pay costs for equipment and supplies since consistent use
cannot be detected and is the most typical means of documenting
for most carers. It's written in a straightforward paragraph structure
so that caregivers can keep track of what's going on (Zeru et al,
2020).

2.3.2.Source-Oriented Charting

A source-oriented (SO) graph is a story in which each
member of a healthcare team (source) is described independently in
separate records. Because each specialization has its own record,
sponsorship is frequently fragmented, and communication between

professionals takes time. Consequently. Because nurses take an
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unstructured approach to reporting in progress diaries, charts and
narrative graphs offer similar advantages and limitations (Timby,
2021).

Source-oriented documentation is a type of narrative
documentation in which each member of the health team keeps their
own narrative notes, usually in their own records, with little or no
multidisciplinary information sharing. This is a conventional
technique of collecting records, but it can lead to fragmented
treatment and time-consuming information sharing meetings. This
sort of documentation is no longer used by many institutions
(Lockwood, 2014).

2.3.3.Problem- Oriented Charting

The problem oriented graphical system is a visual system
that focuses on patient difficulties. A medical history and patient
evaluation are also required. A list of problems is established based
on the patient's assessment, and a plan of treatment is developed to
identify how the health team will handle each problem. Progress
notes are made at the end of each shift, and a patient discharge
report is created. Data is inserted into the schema using the SOAP,
SOAPIE, and SOAPIER formats. Subjective data (what the patient
says), objective data (data gathered via observation and testing),
assessment data (conclusion is based on subjective and objective
data), and a plan (approach to dealing with the patient's condition)
are all components of SOAP. SOAPIE is the same as SOAPIE,
except instead of explaining intervention (the actions took to care
for the patient), explain assessment (the effectiveness of the
intervention). The SOAPIER Framework takes care of the final
stage of the review (Plan Adjustments). In acute, home, and long-
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term care settings, as well as mental health and rehabilitation
institutes, problem-solving systems are applied (Richards & Keogh,
2017).

* S: subjective information (what the client or family states).
* O: objective data (what is observed/inspected).

*A: evaluation (a decision based on information such as a client's

problems or a nursing diagnosis).

*P: Plan (steps to be taken to address a customer's issue) SOAPIE

and SOAPIER are two terms for data-rich formats.
* I: The questioning (measures to achieve an expected result).
 E: Average evaluation (effectiveness of interventions).

* R: Represents the act of rewriting (changes from the original plan

of care).

If an issue is not resolved or the client's health changes, a
comprehensive observation should be performed every 24 hours,
and continuity of care is demonstrated when the care plan and
interventions are implemented at the same time. Some clinicians

utilize this format when making progress notes (abbas, 2013).

The problem oriented record consists of four component

including:
2.3.3.1.Database:

The patient's profile, history, physical, and laboratory
investigations make up the data base, which is the first set of
information gathered. Listing the body systems that are normal and

the body systems that are abnormal can help to organize facts in a
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more meaningful way. The most important consideration is that the
data base be as comprehensive and consistent as possible (Zsolt et
al, 2018).

2.3.3.2.The Problem List:

The problem list is a meticulously produced and numbered
list of all the issues found in the database. Diagnostic entities,
clinical signs, physical findings, and aberrant laboratory findings
are all employed, depending on what the recorded data supports;
diagnostic guesses and impressions are not used. The problem list is
one of the most essential concepts in the problem-oriented medical
record, and its accuracy is directly related to the plan's quality and
relevancy, as well as the follow-thoroughness. up's As a result, the
first problem list must be thorough and accurate. A priority list
should be made while creating the problem list so that the most

serious issues are examined first (Virginie et al, 2021).
2.3.3.3.Initial plan:

A treatment plan is created based on the concerns uncovered
during the admissions process. Patients are asked questions about
their medical history, physical abilities, functional abilities,
psychological concerns, and discomfort during a personalized
assessment. The assessment's goal is to determine what kind of

care, therapy, and services the patient requires (Harris, 2012).
2.3.3.4.Progress Notes:

Members of the medical team wuse them to track and
document the progress of a patient's condition. Every concern
should be explored in normal times. The frequency with which
observations are made is a variable that is determined by the
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conditions  surrounding each encounter. The frequency of
reassessment (daily, hourly, or on an ongoing basis) is determined
by how quickly the condition has changed and how critical it is to
healing (Hassan, 2019).

2.3.4.PIE Charting

This is a streamlined method of concentrating on the client's
issues, interventions, and assessments. Flow sheets and progress
notes are used instead of the care plan in this documentation format.
Nursing diagnoses are used as the problem in the progress notes.
Each problem is reviewed at least once during each shift, and a
number of distinct problems (with interventions and responses) may

be recorded and numbered sequentially (Lockwood, 2014).

When SOAP charting became popular in 1984, Craven
Regional Medical Center introduced the problem, intervention, and
evaluation (PIE) strategy to expedite recording. PIE charting is
based on a nursing approach, while SOAP is based on a medical
model. PIE stands for problem, intervention, and evaluation in
nursing care. Assessment flow sheets and nurse progress notes are
key components of this system, which work together to develop an
integrated care plan that eliminates the need for a separate plan of
care. Each customer complaint is categorized and numbered for
ease of reference. When interventions are utilized to address a client
concern, the problem number is determined. This technique
substitutes the standard care plan by adding an ongoing care plan in

the daily enrollment (Taiye, 2015).
2.3.5.Focus Charting

It's a form of chart that deals with a patient's problems or

needs and includes a column that highlights the most important
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points of input. It strives to put the client, with their worries and
strengths, at the center of care. It's a system for organizing health
data in a person's file. A focus scheme is a technique of

documenting that adheres to a set of rules (vera, 2011).

The nurse determines the client's ‘focus' based on the client's
concerns or behaviors identified during the evaluation, the client's
current concerns or behavior, such as decreased urine output, or a
change in the client's condition or behavior, such as confusion about
when, where, or Who to contact, and a major event in the client's
treatment, such as returning from surgery. In the framework of data,
action, and response concerns, the focus scheme organizes the
assessment of the client's position, the interventions done, and the
influence of the interventions on client outcomes. Flow sheets and
checklists are commonly wused to document personal care, vital
signs, uptake and outcomes, and other routine and continuous
evaluations and observations. In progress notes, there is no need to

repeat information from flowsheets or checklists (CRNBC, 2013).
2.3.6.Charting by Exception

Only infractions from pre-determined regulations should be
documented by the nurse, which is a novel way to reduce
paperwork. It was carried out in 1983 at Milwaukee's St. Luke's
Medical Center to address the issue of long and repetitive
observations and to make patterns in the patient's condition more
evident. It's also described as a reductive strategy to documenting
routine detection and care based on clearly defined practice
standards, nurse evaluation, and action criteria (vera, 2011).

Besides, the form also contains the teaching record and
discharge notes, from that, The elements of the (CBE) classification
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are shown to include three important components, according to the

findings.

1.Flow sheets: are used to highlight important findings and to

describe assessment parameters and results.

2.Reference Documentation: is related to nursing practice

standards. (Unless otherwise specified, all criteria are met)

3.Accessibility at the Bedside: this is linked to the documentation
forms. The nurse is required by CBE to document any notable

results or deviations from specified norms.
Reporting in documentation

Reporting is the wverbal or written communication of data
regarding the client's health status needs, treatments, outcomes, and
responses. Reporting facilitates clinical decision-making, continuity
of care, and coordination among health team members. and the used
in the hospital setting usually are change-of-shift reports, transfer

reports and Incident reports (Daniel, 2012).

Change-of-Shift Reports it may be given orally in person by
audio taping, recording, or during rounds at the client's besides
some of the points to be kept in mind while giving reporting such as
basic information that must be obtained from the patient but not

reviewed in all routine care procedures or tasks (Golestan, 2018).

Reports patients will frequently be transferred from one unit
to another to receive different levels of care. When giving a transfer
request, the nurse should include the following information,(Client's
name, age, primary doctor, and medical diagnosis, current health

status - physical and psycho-social, Etc) (Chatterjee, 2019)
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Nurses usually become involved in client-related incidents
as some points in their careers. They must understand the purpose
of incident reports and the correct way to report information.while
incident reporting to be kept in mind.And she has to describin es in
concise form what happens in specially objective terms and does
not interpret or attempt to explain the cause of the incidence
(Guoyi, 2019).

2.3.7.Computerized Documentation:

Administrators began investing in computerized accounting
systems in the late 1960s and early 1970s to better monitor hospital
expenditures (accounts payable, accounts receivable, admissions,
disbursement, and transfers). Department managers began defining
computer applications inside their specialty departments as
computing capabilities expanded: laboratory, radiology, pharmacy,
and, of course, nursing. Order entry and finance systems were
among the first computerized systems developed for nursing. The
majority of these systems were designed with money in mind, with

nursing being a distant second (Turpin, 2015).

The modern healthcare system has encouraged nursing
executives to create electronic records in response to the increased
need for clinical, administrative, and organizational data. As other
sectors have found, computers improve connectivity, improve
information accuracy, and make data storage, retrieval, and review

easier for healthcare businesses (Ahn et al, 2016).

One of the first "made for nurses" systems was the Med
TakeTM system. This hardware and software package was designed
to provide a point-of-care scoring system for nurses working in

normal hospital medical and surgical units. This system's software
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allowed vital signs to be typed into a bedside computer using a
specially developed keyboard and plotted automatically in a variety
of ways depending on the hospital's preferences. The nurse used the
same keyboard to record patient care, selecting phrases from a list
to construct sentences for data entry. The keypad was used to enter
inputs and outputs, and the system calculated totals by shift, day,
and duration of stay. Despite the fact that blueprint samples could
be generated from a central printing station, the system's appearance
was distinctive. All entries are time-stamped and electronically
signed with a secure access code provided by the nurse (Turpin,
2015).

Thorough computerized recording is a prerequisite for
optimal patient care, an essential component of clinical
documentation, and a vehicle for effective interdisciplinary

communication and collaboration (Graham, 2018).

Nursing Informatics (Information Technology): An Online
Journal is a publication dedicated to the study of nursing
informatics. Page 3 of 20 is increasingly being used to increase
efficiency, care quality, and documentation accuracy (Gregory,
2013).

Nursing documentation has a positive or negative impact on
hospital reimbursement, which means that, unlike other professions,
what nurses document or leave out has an impact on the bottom line
(Sonnenberg, 2017).

As a result of risk management concerns, practice standards,
and evolving expectations of external regulating agencies such as

Medicare and the Joint Commission, documentation needs continue
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to climb. Compliance with these evolving regulations, regardless of

record type, can be daunting for bedside nurses (Barr, 2012).

Type of information stored in the computerized clinical

records includes the following:-

e Intake record.

e Assessment.

e Care plan.

e Nursing clinical vital notes.

e Physician order request.

e Discharge summary.

e Laboratory results.

e Therapeutic clinical documentation.

Some computer software companies developed a system

that can effectively computerized and integrate some or all the

following:-

e Admission data.

e Nursing history.

e Medical record obstruct.

e Nursing diagnosis.

e Patient acuity.

e Diagnosis-related group assignment.
e Nursing order.

e Individualized nursing care plan.
e Automated kardex.

e Nursing goals.

e Measurable patient outcome.

e Nursing intervention.
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2.4.Categories of Documentation forms in a Clinical

Record System

Patient information is recorded in the clinical record using

four different types of forms:

2.4.1.Assessment and Data Base Forms; that include:

Admissions or intake records.

Nursing history and evaluation

A medical history is taken, as well as a physical examination.
Results of the tests:

Laboratory.

X-Ray.

E.C.G.

M.R.L.

CT scan

Information about the results of diagnostic tests.

2.4.2 Plan of Care Forms; that include:

1.
2.
3.

Medical directives.

A nursing care plan with nursing orders is included.

Multidiscipline eatery Assessment care plan or progress notes should
include discipline-specific plans.

Testing plans, which could be separate or combined. into a treatment

plan

2.4.3.Progress Notes Forms; that include

a) All specialties providing care must document clinical progress notes.

a) A record of medical administration.

b) Reports on the results.

* Notes on the weekly narrative outcome summary.
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* A record of the nursing plan's outcome.

* A record of outcomes depending on criteria.
2.4.4.Continuity Care Forms; that include
a) Teaching experience.

b) A summary of the progress made.

c) Forms to be transferred.

d) A summary of the discharge (Cameron et al, 2019).
2.5.Documentation Nursing Activities:

Nurses document evidence of the nursing process using a
variety of forms in the clinical record, which must describe the
patient's current status and reflect the full spectrum of the nursing

process(Kozier et al, 2014).
2.5.1.Admission Nursing Assessment:

When a patient is admitted to the nursing unit, a full entry
assessment, also known as a master database, nursing history, or
nursing assessment, is performed. A nurse should conduct an
admission evaluation with a parent or caregiver as soon as feasible
after arriving on the ward or before to admission, but no later than
24 hours following admission. The admission assessment must be
provided on the Nursing Admission Form. At all times, patient
privacy must be protected (Tammy et al, 2021).
2.5.2.Nursing Care Plan:

The nursing care that will be provided to the patient. It is a
set of measures taken by the nurse to resolve the nursing issues that
were discovered during the evaluation. In the nursing process,
designing a plan is a phase that occurs in the middle. Assists in the
delivery of continuing nursing care and the evaluation of such care.

there are two type of nursing care plan: They are standardized and
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customary. Each patient's typical care plan is developed, and the
form differs from agency to agency depending on the patient's and
department's needs. Nursing diagnosis, predicted outcome, and
nursing intervention are the three columns in most models. The
Standardized Care Plan was created to save time and can be based
on the organization's standards of practice. It aids in the delivery of

high-quality nursing care (potter and, perry 2020).
2.5.3.Kardexes:

Was the initial name for a proprietary file system for
nursing records and orders that was housed centrally on the ward
and held all of a patient's nursing data and notes obtained during
their hospital stay. The name "kardex" is still used to describe to
some centrally situated patient registration systems, even though
this technology is no longer utilized for nursing records because
care plans are now recorded at the patient's bedside rather than
centrally (Diana, 2020 ).

A quick worksheet that contains basic client care
information  that isn't wusually kept in the medical record.
Throughout the shift and at change-of-shift reports, the Kardex 1is
used as a reference. It is available in a variety of sizes, forms, and
varieties, including computer-generated versions. Name, age,
marital status, religious preference, medical contact information,
and family contact information are typically contained in the
Kardex (including phone number). The importance of medical
diagnoses is listed first. The nursing diagnoses are presented in
ascending order of importance. Allergies Allowable activities
include functional limitations, the need for assistance in ordinary

activities, and safety considerations (Abbas, 2013).


http://www.encyclopedia.com/A+Dictionary+of+Nursing/publications.aspx?pageNumber=1
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2.5.4.Flow Sheet:

Use vertical or horizontal columns to record date, time,
evaluation data, and intervention information to keep track of client
changes in a case. The flow sheet also includes special equipment
for client teaching and IV therapy. Because they have minimal
areas for recording data, these forms frequently incorporate legends
identifying the permitted acronyms for charting data (Duncan and
Baumle, 2011).

2.5.5.Progress Notes:

They're used to keep track of the client's condition,
difficulties, and complaints, as well as interventions, the client's
response to the interventions, and the outcome. Nurse progress
notes encompass a wide range of documents such as nurse notes,
personal care flow sheets, instructional records, vital sign records,
input/output forms, and specialty forms (eg, diabetes flow sheet or

neurological assessment form) (Duncan & Baumle, 2011).

2.6.0verview of the Nursing Process:

The nursing process involves clinical judgment to build an
epistemological  balance  between personal interpretation and
research data, in which critical thinking may play a part, in order to
categorize a client's case and course of action. Nursing provides a
wide range of learning modalities, and since the 1970s, nursing

knowledge has encouraged diversity (Reed et al, 2019).

Several authors have advocated mind mapping or reasoning
as a feasible alternate strategy for arranging care. Intuition plays a

role for seasoned nurses (Lowenstein, 2010).
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It's all about a series of events that lead to a specific goal.
The nursing process is a well-organized set of problem-solving
procedures for identifying and treating clients' health problems.
This guideline has been developed by the American Nurses
Association as an accepted standard for clinical practice. In all
healthcare settings, the nursing process is the framework of nursing
care. Clients receive high-quality treatment in the shortest period of
time and with the greatest efficiency when following the nursing

procedure (Lefevre, 2014).

The procedure provides as a foundation for organizing
nursing  practices.  Assessment, nursing  diagnosis, planning,
execution, and evaluation are all stages conducted by a nurse caring
for a patient. Each step's rationale is based on nursing theory. The
procedure necessitates a systematic approach to the person's
situation, beginning with an assessment and continuing with an
examination and reconciliation of the person's, family's, and nurse's
perceptions. After that, a strategy for the nursing actions to be
performed may be established, and the plan can be set with the help
of the individual and his or her family. The plan that was made with
the person and his or her family is subsequently put into action. The
outcome is discussed with the individual and his or her family. At
the start of the procedure, the steps are sequential, but in some
cases, they may need to be completed simultaneously. The
procedure does not always end with an evaluation. The processes
are repeated, providing for ongoing evaluation of the assessment,

strategy, and objectives (Funnel, 2019).

Furthermore, it is a technique that emphasizes systematic
thinking, analysis, and planning while working with patients to
decide what to do (white,et al 2012).
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So, The goal of the nursing process is to deliver
personalised, holistic, effective, and efficient patient care (Delauna
and Lander, 2014).

Moreover, it was mentioned by (Kozer et al, 2014)that the

nursing diagnosis purposes centered around the following:

To improve delivery of care.
To facilitate inter-professional communication.
To validate nursing function.

To measure workloads.

o~ WD

To increase autonomy.

Lydia Hall is the one who brings it up first. The term
"nursing as a process” was coined in a magazine article in 1955,
although it was not widely used until the late 1960s (Edelman &
Mandle, 1994). Orlando (1960) and Wiedenbach (1963)
characterized the 'nursing process' as a synthesis of only three steps:
evaluation, planning, and assessment. It was 1967 at the time. The
nursing process, according to Leora Walsh, consists of four steps:

assessment, planning, implementation and review.

Make advantage of Frey in 1953, created the term "nursing
diagnostic" to describe a step in the development of a nursing care
plan. Over the next two decades, nursing diagnoses are only cited
infrequently in the literature. However, since 1973 (when the
National Nursing Diagnostic Classification Group first met) to the
present, the number of nursing diagnoses has expanded tenfold
(Singh, 2010).

Fry (1953) was the first to employ nursing diagnostics, but
Gaber and Lavigne did not consider it a separate and distinct stage

in the nursing process until 1974, after the North American Nursing
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Diagnostic Association held its first conference (NANDA). As a
consequence, the nursing diagnosis was originally included in the
first stage, assessment. Following the publication of the ANA
Guidelines, a number of nations changed their nursing practice
legislation to incorporate a clear outline of the nursing process. In
1991, the Afghan National Army modified the boundaries to
separate the planning phase from the ultimate decision. Today's
nursing  procedures include evaluation, diagnosis, outcome,
identification, planning, implementation, and evaluation. The
American Nurses Association's Standards of Practice include every

area of nursing (Smeltzer and Bare, 2014).

Yoost and Crawford (2015) Revealed that, Nurses must
recognize and understand some fundamental elements of the
nursing process in order to apply it successfully to nursing practice.
Nurses are required to think critically as part of the nursing process.
It is dynamic, well-organized, and collaborative, and it may be used

in a variety of health-care settings. These characteristic include its:

DYNAMIC. Dynamic, evolving over time in response to the
unique needs of each patient. Each stage's data feeds into the next,
and the assessment results feed back into the evaluation. In both
circumstances, the nursing diagnosis is intense pain. A patient's care
plan, on the other hand, is tailored to their specific needs, changing
needs, interaction environment, and time. It's feasible because of the
dynamic nature of the nursing process.

ANALYTICAL. Nurses are required to think critically and
analytically as part of the nursing process. To provide safe
treatment, nurses must be able to accurately assess patients and then
organize and analyze their findings. Nurses must address problems

at each stage of the process, such as whether the data collection is
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thorough and accurate, and whether the outcomes are specific and
feasible for the individual patient. Critical thinking necessitates the
use of logic. The nursing process is evolutionary, allowing nurses to
adapt to changing patient needs. As the demands of the patients
vary, so must the care plans.

ORGANIZED. Following the nursing process phases ensures that
patient care is well-organized and comprehensive. Nurses all across
the world are familiar with the nursing process, which provides a
systematic approach of addressing patient requirements. Nurses use
the nursing process as a foundation for developing a personalized
plan of care because of its methodical character.

OUTCOME ORIENTED. The nursing processes that are centered
on the patient and are meant to accomplish particular, well-defined
results. Patient care plans are created to satisfy the individual goals
of each patient, not the goals of standardized patients or members of
the health care team, such as the nurse. The effectiveness of nursing
interventions and medical treatments in satisfying a patient's
recognized need and desired results is considered when making
decisions about which to use. To better address the patient's
concerns, the nurse must apply critical thinking skills, knowledge,
and the nursing process to adapt the plan.

COLLABORATIVE. Collaboration between diverse members of
the healthcare team is frequently required to completely address a
patient's needs. To accomplish patient-centered objectives and
outcomes, nurses frequently combine primary care provider
requests, nurse involvement, and input from others, such as physical
therapists, social workers, or respiratory therapists. The nurse may

make a list of measures taken by the patient or the patient's family
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to address the patient's goals. This is especially true when the
patient is in a serious state and requires at-home care.

ADAPTABLE. The nursing process can be tailored to develop care
plans for people who are in the hospital, or who are getting care in
an outpatient, long-term care, or at-home context. It's also a good
way to address the requirements of a certain group of people. In a
community environment, the nursing procedure is customizable.
Depending on a variety of considerations, such as cost and
availability of professionals to perform treatments, the strategy may
need to be revised at each step. The universal nature of the nursing
process, on the other hand, allows for this adaptability. In all
settings, enlisting the assistance of others in a collaborative
discussion on how to best achieve patient or community goals can
substantially enhance outcomes.

Consequently, it is imperative that the steps of any
procedure, especially those that are complicated or personalized to
the patient, are to be documented in details on the patient care plan.
So each nursing intervention completed by different nurses has the
same positive result, and that by the patient experience a feeling of
reassurance that may not be achieved if each nurse attempts a
totally different set of intervention to reach the same objective
(Smith et al, 2014).

2.6.1.Assessment:

Itis the first step in the nursing process, is the systematic

collection of facts or data (LeFevre, 2014).

The nurse gathers information regarding the patient's
psychological, physiological, social, and spiritual well-being
throughout this stage. This information can be gathered in a variety
of ways. Nurses are typically
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the ones who interview the patient. Physical examinations,
medical histories, family histories, and general observation may be
utilized to gather data for assessment. During this time, patient

contact is usually at its highest (Delauna & Ladners, 2014).

The first stage in providing nursing care is evaluation,
which is a systematic, dynamic technique for collecting and
evaluating data about a client. In addition to physiological data,
psychological, social, spiritual, economic, and lifestyle factors are
considered. A nurse assessing a patient in pain in a hospital, for
example, considers not only the physical causes and manifestations
of pain, but also the patient's response - inability to get out of bed,
refusal to eat, withdrawal from family members, anger directed at
hospital staff, or requests for more pain relievers(Koizer et al,
2014).

Furthermore, because patient evaluation is the first step in
the nursing process, it is critical to gather information that will
allow the nurse to construct a nursing diagnosis, define and
implement nursing treatments, and assess their success (Smeltzer
and Bare, 2012).

There are four activities that make up the assessment

process:
2.6.1.1.Collecting Data:

Kozier (2014) defined data collection as the process of
getting information regarding a person's health status. To avoid
omission of important data and to represent a person's changing
health state, it must be both systematic and continuous. The

patient's data can be collected in one of two ways:
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Subjective Data refers to information gathered from the client's
perspective, such as feelings, perceptions, and concerns. The
interview is the most common approach for gathering subjective
data. The nurse gathers information for the client database by
using therapeutic interviewing techniques.

Observable and Measurable Data produced during a medical
examination utilizing conventional evaluation techniques and
diagnostic tests is referred to as objective data. The most common
method of acquiring objective data is through a physical
examination, which offers information about the function of the
body's systems.

They also noted that the information might have originated
straight from the patient, who is known as the primary data source.
Information from family members, other supporting individuals,
other health professionals, records and reports, laboratory and
diagnostic analyses, and relevant literature are examples of

secondary or indirect sources.

According to Potter and Perry, the key data collection
procedures include observation, interviews, and examination
(2008). Observation is a method of gathering information via the
use of one's senses. When the nurse is in contact with the patient or
supporting people, it is an intentional and purposeful skill that is
learned through effort and a structured approach; it occurs when the
nurse is in contact with the patient or supportive individuals. Some
of the most typical purposes for interviewing are taking a nurse's
health history, examination, and interview, which is a structured
dialogue or conversation for a specific purpose. A physical
examination, also known as a physical assessment, is a form of data

collecting that entails monitoring for health concerns that aren't



Chapter Two: Review of Literature

being addressed. In reality, the nurses are examining patients using

all three processes at the same time.

2.6.1.2.0rganizing Data:

The information should be organized in such a way that it is
useful to both the health care provider and anybody else involved in
the client's care. A nurse can piece together related pieces of
information to develop a picture of a client's issues and strengths.
After you've completed it. The relevant data provides clues that will
assist you in identifying any current or potential issues. After you've
recognized these cues, group all of the cues that support a problem
into a "cluster." Data is given significance when it is clustered with
other pertinent data (Dillon, 2017).

Orem's self-care model, Roy's adaption model, King's
system model, Yura and Walsh's human need model are all
examples of traditional nursing models. The Watson human care
model, Newman's health model, and Gordon's function health
pattern all give a holistic framework for assessment and a database
for generating a wide range of nursing diagnoses. In addition to the
fact that the nurse collects data on both functional and
nonfunctional behavior, the pattern of the word is used to denote a
series of repetitive behavior. Thus, by organizing data using the
Gordon framework, nurses can identify emerging patterns. Among

these functions is the health pattern.

1. Health Perception — Health Management Pattern.

» Perceived pattern of health, well-being.
» Knowledge of preventive health practices.

» Knowledge of lifestyle and relationship to health.
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2.

3.

Following medical and nurse prescriptions.

Nutritional — Metabolic Pattern.

Consumption of meals and fluids in a regular rhythm.

Food types, fluid intake, etc.

Your current weight, as well as any weight loss or gain.

Appetite and personal preferences.

Elimination Pattern.

Changes in bowel elimination.

Changes in the way the bladder eliminates waste.

 Keep difficulties under control.

* The use of assistive technology.

* Medication use.

4.

Activity — Exercise Pattern.

* Exercise, activity, leisure, and recreation patterns.

» The ability to carry out daily activities.

5.

Sleep Rest Pattern.

* Sleep and rest patterns.

* Quantity and quality perceptions.

6.

Cognitive — Perception Pattern.

* Vision, hearing, tasting, touching, and smelling

* Language proficiency.

* Memory.

* A pattern of decision-making abilities.

* Discomfort complaints.

7.

Self-Awareness:

« Self-esteem and a sense of value.

* Perception of one's own ability.
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* Emotional Trajectory.
* Define your body image.
8. Role — Relationship Pattern is Number Eight.

* Relationship pattern.
* Responsibilities in each role.
 Contentment with one's relationship and responsibilities.

9. Reproductive Pattern in Sexuality

* Reproductive and menstrual history
« Satisfaction with one's sexual identity and connection.
* A issue that is either premenopausal or postmenopausal.
* Sex education accuracy.

10.Stress Tolerance is number ten on the list of coping skills.
The ability to deal with stress.
Understanding of stress tolerance.
A source of assistance.
The number of stressful life events experienced in the

previous year.
11.Belief Pattern — VValue

* Beliefs, values, and goals
* Spiritual exercises.
Values conflicts that are perceived (Kozier and other,
2014;Smeltzer and bare, 2012; Potter and Perry, 2020).

In order to standardize language related to client needs, the
North  American Nursing Diagnostics Association (NANDA) has
created a taxonomy of Nursing Diagnostics (NANDA, 2009). Focus
on the individual's health, which is considered as an open system
that interacts with its surroundings. The initial categorization, which

included 31 diagnostic categories, was completed in 1973. Over
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100 diagnosis categories have resulted from this taxonomy, which
IS organized in a hierarchical structure based on nine human
response patterns. This concept contends that a person's health state
may be inferred from observable occurrences that can be classified
into one of several human reaction patterns, which can then be
utilized to collect data (DelLaune & Ladner, 2014). These human

response patterns include:

1. Exchange: a human reaction pattern characterized by

reciprocal giving and receiving.

2. Communication: Sending massages is a human response

pattern.

3. Relating: a human response pattern that involves the
formation of bonds.

4. Valuing: a human response pattern in which relative merit is
assigned.

5. Choosing: a human reaction pattern incorporating alternative

selection.
6. Moving: an activity-based human response pattern.

7. Perceiving: a human reaction pattern including information

perception

8. Knowing: a pattern of human behavior including the

interpretation of information.

9. Feeling: a pattern of human reaction involving subjective

awareness



2.6.1.3.Validating Data:

Validation might happen at the same time as the evaluation
Although validating every piece of data is impossible, you should
do so whenever you spot a discrepancy or have doubts about your
findings. Validating data can be done in a variety of ways. You can
check your data using the same sources that you used to gather it.
Validate subjective findings by comparing them to objective
findings while you do the physical examination. The subjective and
objective results should be complementary. Family members, other
healthcare providers, previous health records, and diagnostic testing

are all possible sources of validation (Dillon, 2017).

It's the process of double-checking or verifying data to make
sure it's accurate, complete, and up-to-date. Make use of your
colleagues’ knowledge to back up your claims. For instance, you
may believe you hear an odd heart sound but are unsure. Double-
check with a colleague. You will gain confidence in the correctness
of your assessment as you gain expertise. Even experienced nurses
will rely on colleagues to corroborate assessment findings if they

are significantly out of the ordinary (Bickley and Szilagyi, 2013).

2.6.1.4.Prioritizing Data:

Data organization will aid you in prioritizing the patient's
issues. Consider the severity of the problem, the patient's perception
of the problem, and the current situation when prioritizing. Place
life-threatening concerns at the top of the list, followed by problems
affecting basic needs that require immediate treatment, and then
problems impacting psychosocial needs. Airway difficulties, for
example, are a top-priority or primary problem that can be fatal.

Secondary issues, such as pain, must be addressed quickly to avoid
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your patient's health from deteriorating further. Third-level issues
such as instructional requirements, while significant, do not require
urgent care and can be handled once your patient's condition has
stabilized (Davis, 2017).

2.6.2.Nursing Diagnosis

A clinical opinion regarding a person's, family's, or
community's reactions to actual or potentially serious health
problems, wellness difficulties, or syndromes is referred to as a
nursing diagnosis. This step gave context to the information
gathered and structured throughout the evaluation. The obtained
data will need to be further analysed (broken down into bits that can
be inspected) and synthesised (put together in a new way). It's also
the outcome of identifying individual patient reactions to existing

and anticipated health problems (Potter and Perry, 2020).

A nursing diagnosis is a clinical judgment about an
individual's, family's, or community's response to existing or
anticipated health problems or life processes, according to the North
American  Nursing  Diagnostic  Association  (NANDA). The
diagnosis suggests that the patient is suffering from both pain and
anxiety as a result of his ordeal. Nursing diagnoses are standardized
terminology that enable all nurses grasp the diagnosed condition.
The nursing diagnosis serves as the foundation for establishing the
steps that must be followed in order to attain the intended result
(White et al, 2017).

The official organization in charge of defining the
classification of nursing diagnoses and formulating accepted
nursing diagnoses for research is the North American International
Nursing Diagnostic Association (NANDA). NANDA International



collects and categorizes Certified Nursing Diagnostics into a
categorization that is updated on a regular basis to keep it current.
The diagnostic labels identified by NANDA International (2008)
have gained widespread acceptance, but it is recommended that
they Dbe validated, improved, and expanded based on clinical use
and research (Tola, 2017).

2.6.2.1.Type of Nursing Diagnosis:

Timpy , (2021); and Dillon, (2017); state that there are five

types of nursing diagnosis.

1. The real diagnosis is the patient's state at the time of the nurse
assessment. It all depends on whether or not there are any other
symptoms or indicators.

2. A risk nursing diagnosis is a clinical assessment that there is no
problem, but the existence of risk factors implies that a problem
will develop unless the nurses intervene.

3. A healthy nursing diagnosis depicts the human's responses to his
or her current state of health when the patient is ready for
improvement.

4. When there is insufficient or ambiguous evidence of a health
concern, a probable nursing diagnosis is made. To confirm or
deny a possible diagnosis, more evidence is required.

5. A nursing diagnosis is a term that refers to a condition that is
linked to a variety of other diagnoses.

2.6.2.2.Comparison of Medical and Diagnostic Process:

Ralph and Taylor,( 2015), describe the difference between a

nursing diagnosis and medical diagnostics as follows:
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It's critical to grasp the difference between a nursing

diagnostic and a medical diagnosis.

In pathology, a medical diagnosis is particular. It
concentrates on the sickness. On the other hand, nursing diagnosis
focuses on the patient's physiological and psychological responses.
The doctors who make medical diagnoses come up with a
diagnostic that will treat the medical condition, but a nursing
diagnosis is centered on the care for the patient who is suffering
from the sickness. Finally, a medical diagnosis is focused on the
etiology, or cause, whereas a nursing diagnostic is focused on the

care.

A nursing diagnosis: based on the patient's response to the
medical situation This is why it's called a ‘nursing diagnostic,
because it's something that requires nurses to take particular action.
Nurses deal with everything that has to do with a person's reaction
to a disease when it comes to the patient. This includes any type of
bodily, emotional, or spiritual reaction. Simply said, a nursing

diagnosis is one that focuses on the patient's health.

A medical diagnosis: It, on the other hand, concentrates on
the patient's health. A physician's diagnosis or conclusion is based
on the patient's physiological or medical condition. A physician's
diagnosis is also focused on the sickness itself. The physician will
next treat the clinical entity that may be the likely cause of the
sickness as carefully and exactly as possible, culminating in the
correct prescription being issued for the cure of the disease, based

on his experience and understanding.
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2.6.3.Planning:

Based on the assessment and diagnosis, Setting goals and
results are part of the planning step. You're ready to construct a
personalised plan of care for your patient once you've prioritized
your diagnoses. You start by setting goals and determining
measurable  outcomes. You also determine  which  nursing
interventions are required to achieve the desired goals and
outcomes. Then, to preserve continuity of care and ensure success,
you explain your plan to both the patient and other individuals

involved in the plan of care (Dillon, 2017).

Prioritizing nursing diagnoses and collaborative challenges,
identifying specific nursing interventions appropriate to achieve
outcomes, documenting nursing diagnoses, collaborative issues,
expected outcomes, nursing objectives, nursing interventions in the
nursing care plan, and communicating with nursing diagnoses are
all part of planning the nursing process. an item. In the nursing care
plan, all collaborative issues, expected outcomes, nursing goals, and

interventions are all included (Potter and Pery, 2020).
2.6.4.Implementation:

The nursing process implementation step entails carrying
out the recommended nursing care plan. The nurse is in charge of
coordinating and carrying out the activities of everyone involved in
the implementation, including the patient, family, other members of
the nursing team, and other members of the healthcare team, so that
the patient's recovery is aided by the activity schedule. The nursing
care plan acts as a road map for implementation. Nursing
interventions are created with short-, medium-, and long-term goals
in mind (Potter and Pery, 2020).
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2.6.5.Evaluation:

The process of evaluation entails determining the efficacy of
your plan and ensuring that your objectives and outcomes are met.
and evaluate your patient's response using the criteria you've
established for the outcome If your patient's goals and outcomes
were not fulfilled, you'll need to reconsider your strategy and go
through the process again to come up with a more effective plan of
care for them (Dillon, 2017).

3. Job Description:

Nurses' job duties include assessing health conditions and
patient requirements, developing and implementing nursing care
plans, and keeping track of medical data. Providing nursing care to
sick or elderly people. In addition to case management, patients
may receive health counseling and illness prevention. Medical
patients may have complex diagnoses and consequently complex
requirements. Medical-surgical nurses are expected to be flexible
and agile in delivering holistic care to patients in this area, ranging
from ambulatory to total care. The types of patients that medical
nurses deal with are listed below. Patients and their families with
acute to chronic conditions that require therapy, as well as those

with complex and multiple co-morbidities (Taylor, 2008).
4.Previous study:

First Study: The study which carried out in 2021 by Ali
et al, to examine nurses' knowledge, attitude, and performance, as
well as to look into the elements that influence nursing records in

the Al-Jomhori hospital authority in Sana'a, Yemen.
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A cross-sectional study was undertaken with 115 nurses
from the Al-Jumhuri Hospital Authority in Sana'a, Yemen. The
participants were chosen using the standard random sampling
method. According to Cronbach's Alpha, data were obtained using a
validated questionnaire with an internal reliability of 72.5 percent
for items of knowledge, performance, and behavior. SPSS version

23 was used for the analysis.

According to the findings, the overall response percentage
was 100%. Around 46.01 percent of the 115 respondents had
extensive knowledge, 68.2 percent had a positive attitude (agree),
and 36.78 percent did poorly on nursing documentation (always).
Gender and training were found to be statistically significant in the

KAP for nurses.

Nurses working in Sana'a public hospitals had low
knowledge, performance, and behavior when it came to nursing
documentation, according to the study. Every public hospital must
hire trained nurses and implement a training continuity strategy to

handle this issue.

Second study: Previous work done in 2021 by Aylele et
al. to look at how nurses in Hawassa City Administration General
Hospitals in southern Ethiopia felt about paperwork and other

related difficulties.

From March 1 to March 30, 2020, a cross-sectional survey
including 422 nurses was undertaken. The study participants were
chosen using a simple random sampling method. For the purpose of
analysis, the data was collected via a self-administered
questionnaire. Multivariate logistic regression analysis was used to

evaluate the association between nurses' attitudes regarding
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documentation and the covariates. A p-value of less than 0.05 was

considered statistically significant.

The findings revealed In the study, 58.8% of the 413 nurses
had a positive attitude toward documentation [95 percent
confidence interval: 54.5 percent to 63.7 percent]. The work setting
had a considerable influence on nurses' attitudes toward
documentation [AOR=1.94 (95 percent CI:1.23-3.05)]. [AOR =
3.28 (95 percent CI:2.08-5.16)] and knowledge [AOR=3.28 (95
percent Cl:2.08-5.16)].

Third study: A study for measuring in 2019 to examine
documentation of client education and discharge planning in an
urban Jamaican hospital's medical wards, done through Abdul-

Kareem et al.

A 131 records from six hospital wards were audited. The
audit tool assessed the completeness of the assessment, use of the
nursing process, client instructions, and discharge planning and was
developed in accordance with Jamaican Department of Health
standards. The use of quota sampling made it simple to locate

medical records that met the inclusion criteria.

Of 88 adult (67.2%) and 43 (32.8%) pediatric records were
reviewed, with 89.3 percent of clients diagnosed with at least one
noncommunicable disease. 14percent of records showed recorded
evidence of a client's education during the first 72 hours of
admission. Only 18.3 percent accurately reflect a client's education
on the day of layoff. Because only6.9 percent of records contained
written evidence, nurses rarely began planning discharge within the
first 24 hours of hospitalization. These trends were seen in both the

adult and pediatric departments..
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Fourth study: A recent paper done by Gizaw et al, in 2018
amid to evaluate nursing documentation practices and related

characteristics among nurses at Jimma University Medical Center.

The research was carried out with the use of institution-
based cross-sectional technology. A self-contained questionnaire
and a standard nursing care checklist were used to collect data. A
initial graft was provided to 10% of the nurses sampled at the
Shenen Gibe Hospital. A basic random sampling approach was used
to collect the sample. Epidata version 3.1 was used to enter the data.
Descriptive statistics and binary logistic regression were utilized by

the authors..

The survey found that 48.6% of nurses practice good
nursing documentation. The practice of nursing care documentation
was substantially connected with the adequacy of documenting
formats, time, supervisor motivation, training, and acquaintance

with operational standards of nursing documentation.

Nursing documentation practice was found to be inadequate
(51.4 percent) among the nurses in the study. Nursing leaders
should inspire staff to improve their documentation practices and
provide the appropriate documentation supplies, and the institution
should promote awareness and conduct close monitoring and

evaluation.

Fifth study: At earlier time, during 2018 by Andualem et al,
to amid Nurses at West Gojjam-Zone public hospitals in Amhara
Ethiopia were evaluated for their knowledge, attitude, practice, and
other criteria related to nursing care documentation.

A cross-sectional study of 246 nurses in public hospitals in

West Gugam district was conducted from February to March 8§,
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2018. To choose study participants, the primary random sampling
approach was used. Cronbach's alpha values for knowledge,
attitudes, and practice were 0.912, 0.784, and 0.713, respectively,
for a self-organized, pre-tested, and validated questionnaire.
Descriptive statistics and a two-way logistic regression model were
utilized by the authors.

The findings of this study demonstrated that general hospital
nurses in the West Gojjam area have poor nursing care
documentation knowledge, conduct, and practice. As a result, in
order to address this issue, every hospital must hire nurses in order
to ensure that the hospitals are adequately staffed. It is advised that
every hospital have standards/guidelines for documenting nursing
care and that training be provided on them. To increase the quality
of nursing care documentation, multi-site research, particularly

qualitative studies, is also advised.

Sixth study: Correspondingly, at same vyear (2018) by
Bizimana and Bimerew to two Burundi hospitals, researchers
looked at nurses' patient record-keeping knowledge, attitudes, and
impediments to improving patient record-keeping quality.

A quantitative descriptive survey approach and a self-
administered questionnaire were used to collect data from 121
nurses in two district public hospitals. According to the findings,
82.6 percent of nurses (n = 100) scored above 80% on the
knowledge scale, showing adequate knowledge, whereas 17.4
percent (n=21) scored below 80%, indicating insufficient
knowledge. In terms of attitudes, 64% of nurses (n = 78) scored
above 80% on the scale, indicating positive attitudes, whereas 36%
(n=43) scored less than 80%, suggesting negative attitudes. Patients'

records are of poor quality due to a lack of training in record
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keeping (n=99), high workload, inhibition (81.3 percent, n=99),
lack of time (46, n=38percent), and unsuitable management
practices (55.4 percent, n=67). The X2 test demonstrated a
statistically significant link between respondents’ knowledge of the
benefits of good patient record-keeping (2 = 19.182,p=.000724) and
their knowledge of the benefits of good patient record-keeping
(2=19.182, p=.000724). On the trends scale, respondents’ views on
the advantages of storing patient records properly were connected
to their educational level (2 = 22.674, p =.001).

Despite the abundance of knowledge and good views about
the benefits of keeping great patient records, the study found
impediments that contributed to the poor quality of patient record
keeping in the institutions studied. Nurses' judgments of the
benefits of keeping good patient records were influenced by their
gender, years of experience, and level of education. The

consequences of the findings were looked into.
Seventh study: A research applied in 2013 Juliet

and Sudha, to determine staff nurses' perceptions and attitudes

concerning electronic health records (EHR).

Sri Ramakrishna Hospital served as the study's location, 134
staff nurses were chosen for the study using a suitable sampling
procedure. A questionnaire was used to gather information. The
survey included demographic information as well as questions on
nurses' attitudes toward electronic health records. The nurses'
attitudes were measured using the Modified Stronge and Brodt
Attitude Scale.

According to the conclusions of the study, the vast majority

of nurses (95.5%) believe that digital documentation would be quite
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advantageous in the health-care system. 67.9% of nurses believe
that using an EHR will help them save time, and 73.1 percent
believe that electronic documentation will reduce their burden. The
majority of nurses (91.8 percent) had a positive view about EHR,

according to the survey.

Nurses with advanced degrees, nurses who took short-term
computer training courses, and nurses who used computers as a
subject in core nursing curricula all demonstrated a positive

relationship between attitudes and demographic characteristics.

Eighth study: Consistently, Al-Najafi in 2009, to From the
10th of October 2007 to the 30th of August 2008, A purposeful
sample of (50) nurses was selected from the ICUs of Baghdad's
major teaching institutions (Special Surgeries, Baghdad teaching
hospital, Al Kadimia, Al Yarmmok, Ibn Al Naffis hospital).

The instrument was separated into two sections: one Kkept
the nurses' demographic data, and the other included the initial
assessment documentation tool, which consisted of eight parts,
including the general information form and the initial assessment
form. The data was analyzed using descriptive and inferential
statistical methods. The tool parts and flow sheets were tested and
retested for instrument reliability, and the tool's validity was

certified by a panel of specialists.

The majority of the study sample came from special
surgeries and the Baghdad teaching hospital, according to the
findings. They were married while studying for a diploma and a
bachelor's degree. They show a high proportion of application to
eight sections of a documentation tool despite not having

participated in any 1.C.U. training courses in Iraq or in a broad.
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Ninth study: Previous work don in 2007 by Gugerty, to
describes the challenges and opportunities in nursing care
documentation of patients. Based on the results of the focus groups
and the competence of the work group, a nursing documentation of
patient care questionnaire was created. Other nurses replied to
Emil's invitation to submit the poll by returning the completed

questionnaire to the Maryland Nurses Association.

Respondent demographics are used to display quantitative
data from the survey. This poll reveals that a significant portion of a
nurse's day is spent recording patient care. The work group believes

that achieving two goals in three years is feasible:

1.Reduce the amount of time each working nurse spends

documenting each shift.

2.0vertime for nurses and the institution can be provided for the

purpose of documenting patient care.

Tenth study: Another research by Al Botany accomplished
in Irag in 2006, Between April 15, 2004 and April 15, 2006, a
deliberate sample of 65 nurses from the intensive care units of
Baghdad's major teaching hospitals (Al-Karama, Al-Kindi,
Kadhimiya, Yarmouk, Baghdad Teaching Hospital, lbn Al-Nafis
Hospital) and Ibn Al-Bitar Hospital were recruited.

The instrument was divided into two sections: one for the
nurses’ demographic information and the other for the initial
assessment documentation tool, which was divided into two parts: a
general information form and a preliminary evaluation form. The
data was analyzed wusing descriptive and inferential statistical

methods. In addition to a panel of experts determining the tool's
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validity, the instrument's dependability for the tool parts was tested,
and it was found to be reliable (0.85).

The findings revealed that the majority of the study
participants were young males who had graduated from nursing
school and were working with minimal experience ranging from 1
to 5 years in general and CCU. Despite this, none of them received
any instruction on how to record their activities.

Eleventh study: A recent paper done by Rifaie and Rami,
in 2006 amid to Lasted from June to October of 2011. The sample
included (150) nurses who worked in the governorate of Nineveh's
two main teaching hospitals. (Al-Jamhori and Al-Salam) After
studying  numerous  related literatures, a  self-administered

questionnaire was created.

The tool's wvalidity was determined by consulting seven
experts, and its reliability was determined wusing the split-half
technique to determine internal consistency (r = 0.87). The tool's
final draft is divided into two parts: principles and purposes. Each

tool item has two choices (No = 0; Yes = 1).

To collect data, an interview method was used. None of the
other objects received a high level of expertise, but they all received
a reasonable level of knowledge. More over half of the items (53.97
percent) about principles and (28.57 percent) about purposes were
given a level of knowledge, while the rest were given a moderate
level of knowledge, but none were given a high level of knowledge.
Nurses' educational levels were strongly associated to aspects of

documentation.
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Twelveth study: The study which carried out in 2004 by
Sadia, aimed to determine the reporting and recording of clinical

observations by nurse midwives in Babylon Governorate hospitals.

Purposefully selected samples of (50) nurse midwives were
questioned using a questionnaire designed specifically for this

study.

The study reveals that nurse midwives' clinical observation
recording and reporting were suboptimal, affecting the sort of care
provided to patients. Nurse-midwives do not record 47.5 percent of
clinical observations related to patient status, none of nurse-
midwives do not document clinical observations related to fetus
status, and 69.2 percent of nurse-midwives do not record clinical

observations related to drug delivery.

The study suggests that during specific training programs
for nurse-midwives, a focus be placed on practices connected to the
recording and reporting process, and that they be encouraged to

conduct research on recoding and reporting.
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Methodology

Scientific research methodology is a set of specific scientific
standards, criterion and controls that are followed during the work of
scientific research. Therefore, scientific research methodology is one of the
important matters on which it builds and organizes good scientific
research. One of the most important controls of scientific research is that it
be organized and accurate, so that everyone who reads it and looks at its
lines benefits from it, and therefore we should address the various
scientific research methods that the researcher can use during the work of a
well-structured scientific research. In this chapter, the study design and all
other scientific steps that were followed by the researcher from the

beginning of the study until its completion will be covered.
3.1. Design of Study

To fulfill the study's objectives, a quasi-experimental study design
was utilized, with a pre- and post-test method for both the studied and
control groups, and it was carried out for a period of "10" September 2021
to 71" March 2022"

Expermintal
5| Pre-Test N Treatment Post-Test
/ Class
Quasi
Expermintal
\ Control
3 Pre-Test > Post-Test
Class

Figure3-1: Steps of quasi-expermintal study (Dinardo.2008)



3.2.Administrative Arrangements

The official permissions were obtained from relevant authorities

before collecting the study data as follow:

1. Approval from the College of Nursing in the University of Babylon
to start the thesis

2. Approval from the Training and Development Center in the Al Najaf
Alashraff Health Directorate.

3. Approval from Al-Furat Al-Awsat Teaching Hospital to implement

the educational program

3.3.Ethical Considerations

Ethical obligations are one of the most important things that
the researcher must follow and abide it when doing the study. Before
the starting of collect the data from the community that has been
identified for the study, the researcher should clarify the main
purpose and desired goal of conducting this study for the sample to
be including in the study, as well as adhere to the strict
confidentiality of the data taken from the study sample and pledge to
use it for scientific purposes related to the study only.

Before the starting of gathering the data from the sample who
are participating in the study, the researcher given a brief
explanation about the scientific background of the research and the
purpose of conducting it and what is the role of the nurses who
participate in this study, to give them a complete and clear picture
about the study to be carried out.

On the other hand, the researcher emphasized that all nurses
who are participating in the study had the right to not complete their
participation and withdraw from this study in the event that they felt

uncomfortable or annoyed with some of the items in the
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questionnaire that was prepared as a research tool or the researcher’s

method of collecting data or anything else.
3.4.Setting of Study

The study is being carried out at Al-Furat Al-Awsat Teaching

Hospital in order to acquire accurate and thorough data.
3.5.Sampling of study

To gather representative and reliable data, a "purposeful™ non-
probability sample of (50) nurses was chosen. The sample size was 50
female nurses, who were split into two groups: (25) in the experimental
group and (25) in the control group. The study group is exposed to a
nursing documentation instructional program, while the control group is

not.

3.5.1. Criteria for Acceptance:
1.nurses working at Al-Furat Al-Awsat Teaching Hospital.
2.Nurses with at least one year of experience, both male and female.

3.Nurses who received a score of less than 60% on the pre-test
(Appendix - B).

3.5.2. Criteria for Exclusion:
1.Nurses with a pre-test score of 60% or higher.
2.Newly licensed nurses with less than a year of experience.
3.Nurses who declined to participate in the research.

4.Nurses who are chosen for the pilot study and assessment must be

able to work independently.



3.6.Steps of the Study

The present study was conducted at the following steps:

3.6.1.Preliminary assessment of the nurses knowledge, attitudes and

practices about the nursing documentation

The goal of this evaluation was to analyze nurses' knowledge,
attitudes, and practices regarding nursing documentation. The researcher
employed an open questionnaire format to complete this section of the
investigation. The format's content was based on a review of pertinent
literature as well as subjective responses to the questions about knowledge,
attitudes, and practices. A test was performed on a group of five nurses. A
questionnaire is required for the evaluation of nurses. Each nurse was
given a time limit of 15 to 20 minutes to respond to the questions. The
assessment found that the majority of nurses (38 percent) lacked

knowledge, attitudes, and practices related to nursing documentation.
3.6.2.The Constructed of the Educational Program

The training program was created using data from a nurse needs
assessment, as well as information gleaned from a review of relevant
scientific literature, past studies, and the researcher's own experience.
Experts in several fields of nursing sciences assessed the content of the
curriculum (Appendix - C). Based on the views and suggestions of these
specialists, the contents of the program form were revised. They agreed
that the training was well-designed to increase nurses' knowledge and
attitudes in relation to nurse documentation. The instructional program was
created to help nurses improve their knowledge and attitudes when it came
to nursing documentation (Appendix- B).
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3.7. Educational Program

First session include:

1- Introduction on the nursing documentation.

2- Importance of the Documentation and historical background
3- Guideline for quality documentation and record

Time: 60 minutes

Teaching strategies:Lecture and discussion

Second session include:

1- Factors that emerged providers accountability for
documentation of services.

2- Purposes of Health Care Documentation.

3- Principles of effective documentation.

4- Elements of Effective Documentation.
Time: 60 minutes
Teaching strategies:Lecture and discussion

Third session include:

1- Methods of documentation.
Time: 60 minutes
Teaching strategies:Lecture and discussion

Fourth session include:

1- categories of documentation forms in a clinical record system.

2- Documentation nursing activities:
Time: 60 minutes

Teaching strategies:Lecture and discussion

the



3.8.Study Instrument

The questionnaire is one of the means to help collect data that
contribute to achieving the results expected by the study, so the researcher
designed this questionnaire, which aims to clarify the study’s objectives

and significance by obtaining answers to the study’s questions.

The researchers used two tools to collect data from study

participants as following:

Part one is the socio-demographic variables such as (age, gender,

level of education, years of experiences, training session)

Part two is the knowledge and attitudes towards nursing
documentation, it was constructed by the researcher through review of

literature, which are include:

1. The nurses knowledge toward documentation:

The knowledge scale contains 20 questions to demonstrate nurses'
knowledge about nursing documentation.

2. The nurses attitude toward documentation:

This part contains a 24-question scale to show nurses' attitudes towards
nursing documentation, through which it shows whether nursing
documentation has a positive, neutral or negative impact on the care

provided to the patient.
3.9.Validity of the Questionnaire

The ability of the questionnaire to measure what it claims to
measure, as assessed by honesty, determines its validity (include in the
questionnaire all the elements that must be included in the analysis on the
one hand, and the clarity of its paragraphs and vocabulary on the other, so

that they are understandable to all its users).
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To improve the validity of the questionnaire, it was submitted to 12
experts from various nursing specialist. Experts were asked for their
opinions and comments on each of the study questionnaire's items in terms
of linguistic appropriateness, relationship with the dimension of study

variables to which it was assigned, and suitability for the study population.

Minor changes to several elements were suggested by the experts,
and these were made in accordance with their ideas, before the final

document was finished in order to perform the study.
3.10.Pilot Study

This preliminarily study was conducted to determine the stability
and credibility of the study, clarity and its efficiency which confirmed, and
standard time required to collect data for each subject which can estimated
during the interview procedures and to difficulties identification that may

encounter.
The pilot study aimed to achieve the following objectives.

1. Developing and evaluating research tools for appropriateness.

2. Analyzing the instrument's viability.

3. Identifying logistical issues that may arise as a result of the proposed
solutions.

4. ldentifying potential issues with the proposed data analysis
approaches.

5. Estimate the time during collected data by the researcher .

Results of pilot study

1. The questionnaire is reliable.
2. The time required for answering the questionnaire ranged from
(20-25) minutes.
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3. The instrument items were clarify and understood the
phenomenon underlying of the study (Table 3-1).
Before the questionnaire reached its final form, it went through the

following stages:

1. Determining the data that will be collected through the questionnaire
according to the study questions.

2. Determining the method and format of the questionnaire.

3. Determining the type of criterion that determines the type of answer
in the questionnaire.

4. Presenting the questionnaire to the supervising to express his
opinion and observations in developing the questionnaire and
modifying it based on his observations.

5. Presenting the questionnaire to a number of panel of experts to
express their opinion and observations in developing the
questionnaire and modifying it based on what they submitted.

6. Conducting a reliability test on it by distributing the questionnaire to
a sample of 5 nurses.

7. Writing the questionnaire in its final form, then printing, reviewing
and distributing it in a same formula before and after education
program.

Reliability of the Questionnaire:

The reliability of the study instruments entails ensuring that the
result will be almost identical if it is administered to the same persons

multiple times at different times.

The same people the second time, after confirming the apparent
validity of the study tool, the researcher applied it to a random exploratory
sample of 5 nurses, using the test-retest method, where each nurses from

the sample was given a number from 1 to 5 and the questionnaire was



distributed to them without prior known of them that they are a sample to
measure the stability of the tool, and after an interval of about two weeks, 5
questionnaires were redistributed to the same exploratory sample, where
the members of this sample were later excluded from the original sample
on which the final study was conducted. Reliability coefficient using the

sample coefficient of Alpha Cronbach as shown below.

Table 3-1: Reliability of the Studied Questionnaire

No.
Reliability Accepted )
Scale ) N of Test Retest evaluation
Technique Value
Items
Knowledge | (Test/Re- | 5 | 20 0.832 0.881 0.70 Reliable
Attitudes Test) 5| 24 0.761 0.783 0.70 Reliable

3.11.Measurements at Pre-Test (base line) and a 1-Month

Follow up After the Educational Program (post-test)

A pre—test was introduced before to the execution of the built
program to examine the nurses' knowledge, attitudes, and practices
(Appendix - B) was used to create a list of 20 items for knowledge and 24
for attitudes. The same items were used in a post-test administered two

weeks after the program was implemented.
3.12.Methods of Data Collection

The implementation was carried out in the Al Najaf Alashraff
Health Directorate. throughout the period from 6" July to 22" August
2021.

The following were included in the implementation of the program
that was presented to the study group:
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3.12.1.In the experimental and control groups, each nurses filled out a

demographic data form.

3.12.2.A pre-test was given to all of the nurses in the study to assess their
knowledge, attitudes and practices on an individual basis, the pre-
test lasted (20-25) minutes.

3.12.3.They were summoned to the same classroom sessions to take part in

an educational program.

3.12.4.There were (63) questions on the nurses knowledge, attitudes and
practices test. Both the experimental and control groups were given
various alternatives. The examination was designed to evaluate the
nurses knowledge, attitudes and practices towards nursing

documentation.
3.12.5.Each class will take 60-90 minutes to complete.

3.12.6.1In this study, all nurses in the experimental and control groups were

given a post-test right at the end of the program.

3.12.7.The control group had the same procedures as the experimental

group, with the exception of the educational program.

3.12.8.These sessions included the following teaching materials:
(classroom, lectures, white board, computer, data show, book late

demonstrate, not book).
3.13.Rating Scores

In order to statistically analyze the score rating includes the

following:
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For Nurses Knowledge

1 x Incorrect responses

2 x Correct responses
For Nurses Attitudes

1 xStrongly Disagree

2 xDisagree

3xNeutral

4 xAgree

5 xStrongly Agree
3.14.Statistical Analysis Approach

In order to statistically analyze the data collected from the study
sample to arrive at the results, the researcher used the SPSS version (20)
and Microsoft Excel (2010) program to analyze this data and deal with it
statistically, to find the relationships between the variables, and obtain the

final results of the research based on a set of statistical tests.
3.14.1.Descriptive approach

Descriptive statistics includes a set of mathematical and statistical
methods that are adopted to describe the main features of a data
quantitatively by using tables and charts. Descriptive statistics always aim
to present and describe the data which is required to be processed,
organized, summarized and categorized, as well as presenting them in a
simple and clear manner that makes it easier for the recipient to recognize

and understand its content. The analysis performed through use:
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A. Statistical tables "Frequencies and percent™ which are:

Frequency
% = —x100
Sample Size
N. Rose Marie (2018).

B. Statistical Mean of Score (MS).
The average score can be calculated by using the follow

»ri=1Fix Si
M.S5 = - — x100
»ri= 1F1

N. Rose Marie (2018 ).

The overall responses according to total mean of score which

follow:

For Nurses Knowledge
Poor Knowledge = 20-26

Moderate Knowledge = 27-33
Good Knowledge =34-40
For Nurses Attitudes
Negative Attitudes = 24-55
Neutral Attitudes= 56-87

Positive Attitudes=88-120

For Nurses Practices
Inadequate = 19-25
Fair Practices = 26-32

Adequate Practices =33-38
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C. Standard Deviation (£SD).

(Xi—x)?
n—1 Z N. Rose Marie ( 2018 ).

i=1
D. It uses a correlational coefficient "Cronbach alpha™ used in estimating

the internal consistency of the study tool, which can be calculated by

using the following:

z 1'5"-22 ‘

\ E glE

N. Rose Marie (2018).

3.14.2.Inferential approach

1. Sample Independent t-test

A. Paired Sample t-test
To assess the significance difference between pre-test and post-test

in one group, such as pre-post study group.

B. Independent Sample t-test
To assess the significance difference between two groups of

measurement, such as pre-test of intervention group and pre-test of control

group.
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MHe.— He
t = > 2 B =
a7 Ear ), (sp2 GBY) 1 g
W - \ g L., "Tig
I"I.A—i— I"I_B—E
2 AN Surm of data 4, squared (Step 2).
i of data . squared (Step 2
of data set (Step 35)
Ha e of data set B (Step =)
ZASI S of thwe squares of data set A (Step 4)
Bl s of the sguares of data set B (Step 4)
™ Mumber of items in data set A
m Mumiber of items in data set B

N. Rose Marie (2018).

2. Analysis of Variance
"For equality of Means (testing for coincidence when the mean's

parameter is different), use analysis of variance (ANOVA)".

Source of
_ Surm of square d.f Mean square 3
vanance
dfe— KE-1
Groups ==Y n — g “IGE
S85+=Y. (xPIF (TxPF SSw MEE
Within Groups df.= N-
N DFw MSW
SS=L(PIf (TS
Total dih= N-

AT
L

P-value (<0.05)

N. Rose Marie (2018).
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Chapter Four

Results of the Study

The finding of data analysis systematically in figures and tables ,
which are corresponded with the objectives of the study as follows:

Table 4-1:Descriptive Statistic of Socio-Demographic
Variables (SDVs) of the experimental -Control
Groups

Table4-1-1:Distribution of Study Sample by their Age Groups

Classification Experimental Control p-value
Freq. % Freq. %
20-29 years old 16 64.0 15 60.0
Age lyears 30-39 years old 6 24.0 3 12.0
40-49 years old 3 12.0 6 24.0 0.230
50-59 years old 0 00.0 1 4.0 '
Total 25 1000 25 100.0
Mean+ SD 20.2+7.694 30.76 £9.024

Findings show participants age, the mean age for nurses in study
group is 29, the age 20-29 years old were recorded the highest percentage
among nurses in Experimental group (n=16; 64.0%). While, the mean age
for nurses in control group is 30, the age 20-29 years old were recorded the
highest percentage among nurses in control group (n=15; 60%). There
were no-significant differences in age groups for nurses in both groups
(p=0.230).

Table4-1-2:Distribution of Study Sample by their Gender

Classification Experimental Control p-value
Freq. % Freq. %
Gender Male 14 56.0 12 48.0
Female 11 44.0 13 52.0 0.203
Total 25 1000 25 100.0

Respect to the gender, the male were predominated among nurses
in Experimental group (n=14; 56%) compared with female in control
group (n=13; 52%). There were significant differences in gender for nurses
both groups (p=0.203).
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Table4-1-3:Distribution of Study Sample by their Level of Education

Experimental Control

Classification Freq, % Freq, % p-value
Level of Graduate school of nursing_l 1 4.0 0 00.0
Education Graduate pre_pargtory of nursing 7 28.0 10 40.0
Graduate institute of nurse 14 56.0 10 40.0 0.757
Graduate college of nursing 3 12.0 5 20.0
Total 25 100.0 25 100.0

In regard with education level, most of nurses were institute
graduated in Experimental group (n=14; 56%). While, most of nurses in
control group were distributed a institute and preparatory of nursing
graduated (n=10; 40%) for each them. There no-significant differences in

educational level for both groups (p=0.757).

Table4-1-4:Distribution of Study Sample by their Years of Experience

Experimental Control

Classification Freq, % Freq, % p-value
Years of <5 years 19 76.0 15 60.0
Experience 5-10 years 4 16.0 7 28.0 0.460
>10 years 2 8.0 3 12.0 '
Total 25 1000 25 100.0

Concerning years of experience, nurses in Experimental and
control groups expressed a less than 5 years of experience (n=19; 76%)
and (n=15; 60%) respectively. There no-significant differences in years of
experience of nurses for both groups (p<0.460).

Table4-1-5:Distribution of Study Sample by their Participant in
training sessions

Classification Experimental Control p-value
Freq. % Freq. %
Training Yes 9 36.0 5 20.0
No 16 64.0 20 80.0 0.794
Total 25 1000 25 100.0

Training sessions related findings, nurses expressed no attending
training sessions in Experimental and control groups (n=16; 64%) and
(n=20; 80%) respectively. There no-significant differences in training

sessions of nurses for both groups (p=0.794).
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Table 4-2:Nurses’ Knowledge towards Nursing Documentation (Study
and Control Groups)

Table 4-2-1:Nurses Knowledge Responses at Pre-test Regarding to
Nursing Documentation (Study Group)

Pre-test study Group

i M % SD Ass,

1 The first scientist to record medical notes in history? 1.40+0.500 Fair
That the information documents about the patient, his care, and descriptive

2 information about the target be based on direct knowledge and evaluation of | 1.16+0.374 Fail

the disease?

Clear and easy-to-digest information that contains important details for the

3 ; 1.12+0.331 Fail
patient

4 The informatio'n iq the patignt record entry must fully describe patient care 1.04+0.200 Fail
needs and nursing interventions
Information recorded during or shortly after the occurrence of the

5 interference or interaction in a timely manner is necessary in concurrent | 1.28+0.458 Fail
patient care?

6 Does the nurse communicate the recorded information in a logical way? 1.40+0.500 Fair
The recorded information reflects the provision of safe, competent, ethical

7 and compassionate nursing care that conforms to the standards of | 1.64+0.489 Fair
professional practice?

8 Documfanting inform,_ation_ continu_ously and regularly and recording all 15620506 Eair
evaluation results, patient interventions and outcomes?

9 The traditional method of nursing documentation, which is a story 1.40+0.500 Eair

describing the patient's condition, interventions, treatments and responses?

Easy-to-use documentation in emergency situations, as it requires a simple
10 chronological arrangement. Usually, there is a lack of analysis and critical | 1.36+0.489 Fair
decision-making on the part of the patient?

What are the reasons for replacing the narrative documentation style with

11 other formats?

1.20+0.408 Fail

12 A form of narrative docu_mentatlon in which each member of the health 1.08+0.276 Eail
team keeps separate narrative note

Documentation focuses on the patient's problems starting from the patient's

13 medical history and evaluation?

1.20+0.408 Fail

When entering information in the patient’s record using the formatting of
14 | subjective and objective data with the addition of the plan and review that | 1.24+0.435 Fail
refers to the amendment

In the primary data that has been collected and consists of the patient’s

15 profile, history, laboratory and physical examinations? 1.40+0.500 Fair

16 Information changing a diagnostic entity, clinical relationship, physical 1.20+0.408 Eail
result, or abnormal laboratory result?
Patients receive an individual assessment of physical, functional,

17 psychosocial and pain history. The goal is to determine appropriate patient | 1.20+0.408 Fail
care?

18 Observmg and recordmg_ opservatlons and patients' problems and 1.98+0 458 Eail
reassessing them at appropriate intervals?

19 A simple appr_oach to focus on patlept problems and interventions but 1.36+0.489 Fair
ignore the nursing care plan documentation?
Using this documentation method, the nurse determines the “focus” based

20 on the patient's problems or behaviors that were identified during the | 1.32+0.476 Fail

evaluation?

"Level of Assessment (Fail=1-1.33, Fair=1.34-1.67, Pass>1.68"

Findings demonstrated assessment of the study sample responses at

the pre-test with regard knowledge towards nursing documentation. The
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results indicate that the nurses at the pre-test in Experimental group are fail
at all studied items (M=1-1.33) except, the items number (1, 6, 7, 8, 9, 10,
15 and 19) the responses were fair knowledge (M=1.34-1.67).

Table 4-2-2.0verall Nurses Knowledge about Nursing Documentation

at Pre-test for Study Group

Weighted Freq. % M+ SD
Poor Knowledge 14 56.0
Moderate Knowledge 9 36.0

25.84 + 3.715
Good Knowledge 2 8.0
Total 25 100.0

Findings illustrated that the nurses expressed a poor level of
knowledge with regard nursing documentation at the pre-test period of

measurement (n=14; 56.0%).



Table 4-2-3:Nurses Knowledge Responses at Post-test Regarding to

Nursing Documentation (Study Group)

Post-test Study Group

Item M+ SD Ass,

1 The first scientist to record medical notes in history? 1.72+0.458 Pass
That the information documents about the patient, his care, and descriptive

2 information about the target be based on direct knowledge and evaluation of 1.80+0.408 Pass

the disease?

Clear and easy-to-digest information that contains important details for the

A + i

3 patient 1.60£0.500 Fair

4 The mformatlo_n in the patient record entry must fully describe patient care 1.7240.458 Pass
needs and nursing interventions
Information recorded during or shortly after the occurrence of the

5 interference or interaction in a timely manner is necessary in concurrent 1.88+0.331 Pass
patient care?

6 Does the nurse communicate the recorded information in a logical way? 1.80+0.408 Pass
The recorded information reflects the provision of safe, competent, ethical

7 and compassionate nursing care that conforms to the standards of 1.72+0.458 Pass
professional practice?

8 Docum_entmg mformguoq contmu_ously and regularly and recording all 1.67+0 476 Fair
evaluation results, patient interventions and outcomes?

9 The traditional method of nursing documentation, which is a story 1.48+0.509 Fair

describing the patient's condition, interventions, treatments and responses?

Easy-to-use documentation in emergency situations, as it requires a simple
10 chronological arrangement. Usually, there is a lack of analysis and critical 1.7240.458 Pass
decision-making on the part of the patient?

What are the reasons for replacing the narrative documentation style with

11 other formats?

1.72+0.458 Pass

A form of narrative documentation in which each member of the health
12 team Kkeeps separate narrative note 1.7620.435 Pass

Documentation focuses on the patient's problems starting from the patient's

13 medical history and evaluation?

1.72+0.458 Pass

When entering information in the patient’s record using the formatting of
14 subjective and objective data with the addition of the plan and review that 1.80+0.408 Pass
refers to the amendment

In the primary data that has been collected and consists of the patient’s

15 profile, history, laboratory and physical examinations?

1.68+0.476 Pass

Information changing a diagnostic entity, clinical relationship, physical

16 result, or abnormal laboratory result?

1.72+0.458 Pass

Patients receive an individual assessment of physical, functional,
17 psychosocial and pain history. The goal is to determine appropriate patient 1.80+0.408 Pass
care?

Observing and recording observations and patients' problems and

18 - L 1.88+0.331 Pass
reassessing them at appropriate intervals?

19 A simple appr_oach to focus on patient problems and interventions but 1.80+0.408 Pass
ignore the nursing care plan documentation?
Using this documentation method, the nurse determines the “focus” based

20 on the patient's problems or behaviors that were identified during the 1.88+0.331 Pass

evaluation?

Findings demonstrated assessment of the study sample responses at
the post-test with regard knowledge towards nursing documentation. The
results indicate that the nurses at the post-test in study group are pass at all
studied items (M>1.68) except, the items number (3, 8 and 9) the
responses were fair knowledge (M=1.34-1.67).
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Table 4-2-4.0verall Nurses Knowledge about Nursing Documentation

at Post-test for Study Group

Weighted Freq. % M £ SD
Poor Knowledge 4 16.0
Moderate Knowledge 4 16.0

34.88 £ 5.166
Good Knowledge 17 68.0
Total 25 100.0

Findings illustrated that the nurses expressed a good level of
knowledge with regard nursing documentation at the post-test period of

measurement after application of education program (n=17; 68.0%).

Table 4-2-5:Statistical Significant Difference between Pre and Post
Test by Overall Responses to the Knowledge Scores for

Study Group

Weighted Mean SD t-value d.f p<0.05 Sig

Study Group Pre-test 1.29  0.185
Knowledge 7.944 24 0.000 HS
Post-test 1.74 0.258

Findings illustrated that there is a highly statistical significant
difference in knowledge scores in two periods of measurements pre-test (M
+ SD=1.292+0.185) and post-test (M + SD=1.74+0.258) at p-value <0.01.
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| 82

Table 4-2-6:Nurses Knowledge Responses at Pre-test Regarding to

Nursing Documentation (Control Group)

Pre-test Control Group

Item M+SD | Ass.

1 The first scientist to record medical notes in history? 1.24+0.435 Fail
That the information documents about the patient, his care, and descriptive

2 information about the target be based on direct knowledge and evaluation of | 1.36+0.489 Fair
the disease?

3 gallteiaernfnd easy-to-digest information that contains important details for the 1.20+0.408 Fail

4 The mformatlo_n in the patient record entry must fully describe patient care 1.28+0.458 Fail
needs and nursing interventions
Information recorded during or shortly after the occurrence of the interference .

5 . PR . ) . 1.20+0.408 Fail
or interaction in a timely manner is necessary in concurrent patient care?

6 Does the nurse communicate the recorded information in a logical way? 1.40+0.500 Fair
The recorded information reflects the provision of safe, competent, ethical

7 and compassionate nursing care that conforms to the standards of professional | 1.48+0.509 Fair
practice?

8 Docum_entmg |nform_at|or_1 contmgously and regularly and recording all 1.3620.489 Fair
evaluation results, patient interventions and outcomes?
The traditional method of nursing documentation, which is a story describing .

9 I N . 1.20+0.408 Fail
the patient's condition, interventions, treatments and responses?
Easy-to-use documentation in emergency situations, as it requires a simple

10 chronological arrangement. Usually, there is a lack of analysis and critical | 1.20+0.408 Fail
decision-making on the part of the patient?

1 What are the reasons for replacing the narrative documentation style with 1.94+0.435 Fail
other formats?

12 A form of narrative c_jocumentatlon in which each member of the health team 1.08+0.276 Fail
keeps separate narrative note

13 Docymen?atlon focuses on_the patient's problems starting from the patient's 1.16+0.374 Fail
medical history and evaluation?
When entering information in the patient’s record using the formatting of

14 subjective and objective data with the addition of the plan and review that | 1.40+0.500 Fair
refers to the amendment

15 In tl_le primary data that has been_ collecte(_l al_ld consists of the patient’s 1.36+0.489 Fair
profile, history, laboratory and physical examinations?

16 Information changing a diagnostic entity, clinical relationship, physical result, 1.94+0 435 Fail
or abnormal laboratory result?
Patients receive an individual assessment of physical, functional,

17 psychosocial and pain history. The goal is to determine appropriate patient | 1.40+0.500 Fair
care?

18 Observing and r_ecor_dlng observations and patients' problems and reassessing 11240331 Fail
them at appropriate intervals?

19 A 5|mplfa approach to focus on p_atlent problems and interventions but ignore 1.16+0.374 Fail
the nursing care plan documentation?

20 Using this documentation method, the nurse determines the “focus” based on 1.44+0 506 Fair

the patient's problems or behaviors that were identified during the evaluation?

Findings demonstrated assessment of the study sample responses at

the pre-test with regard knowledge towards nursing documentation. The

results indicate that the nurses at the pre-test in control group are fail at all
studied items (M=1-1.33) except, the items number (2, 7, 8, 14, 15 and

17) the responses were fair knowledge (M=1.34-1.67).
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Table 4-2-7.0verall Nurses Knowledge about Nursing Documentation

at Pre-test for Control Group

Weighted Freq. % M £ SD
Poor Knowledge 18 72.0
Moderate Knowledge 6 24.0

25.52 + 3.652
Good Knowledge 1 4.0
Total 25 100.0

Findings illustrated that the nurses expressed a poor level of
knowledge with regard nursing documentation at the pre-test period of
measurement (n=18; 72.0%).
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Table 4-2-8:Nurses Knowledge Responses at Post-test Regarding to

Nursing Documentation (Control Group)

Post-test Control

Item Group
M+ SD Ass.

1 The first scientist to record medical notes in history? 1.48+0.509 Fair
That the information documents about the patient, his care, and descriptive

2 information about the target be based on direct knowledge and evaluation of | 1.20+0.408 Fail
the disease?

3 gallteiaernfnd easy-to-digest information that contains important details for the 1.44+0.506 Fair

4 The mformatlo_n in the patient record entry must fully describe patient care 1.24+0.435 Fail
needs and nursing interventions
Information recorded during or shortly after the occurrence of the interference .

5 . SRR . . - 1.16+0.374 Fail
or interaction in a timely manner is necessary in concurrent patient care?

6 Does the nurse communicate the recorded information in a logical way? 1.1240.331 Fail
The recorded information reflects the provision of safe, competent, ethical

7 and compassionate nursing care that conforms to the standards of professional | 1.28+0.458 Fail
practice?

8 Docum_entmg |nform_at|or_1 contmgously and regularly and recording all 1.20+0.408 Fail
evaluation results, patient interventions and outcomes?
The traditional method of nursing documentation, which is a story describing .

9 I o . 1.16+0.374 Fail
the patient's condition, interventions, treatments and responses?
Easy-to-use documentation in emergency situations, as it requires a simple

10 chronological arrangement. Usually, there is a lack of analysis and critical | 1.40+0.500 Fair
decision-making on the part of the patient?

1 What are the reasons for replacing the narrative documentation style with 1.16+0.374 Fail
other formats?

12 A form of narrative c_jocumentatlon in which each member of the health team 1.3440.476 Fair
keeps separate narrative note

13 Docgmen?atlon focuses on_the patient's problems starting from the patient's 1.98+0.458 Fail
medical history and evaluation?
When entering information in the patient’s record using the formatting of

14 subjective and objective data with the addition of the plan and review that | 1.44+0.506 Fair
refers to the amendment

15 In the primary data that has been_ collectesl ar_1d consists of the patient’s 1.98+0 458 Fail
profile, history, laboratory and physical examinations?

16 Information changing a diagnostic entity, clinical relationship, physical result, 1.3620.489 Fair
or abnormal laboratory result?
Patients receive an individual assessment of physical, functional,

17 psychosocial and pain history. The goal is to determine appropriate patient | 1.32+0.476 Fail
care?

18 Observing and r_ecor_dlng observations and patients' problems and reassessing 1.16+0.374 Fail
them at appropriate intervals?

19 A S|mplfe approach to focus on pgtlent problems and interventions but ignore 1.36:40.489 Fair
the nursing care plan documentation?

20 Using ‘_[hlsldocumentatlon meth_od, the nurse _determ_mes th_e focus base_d o | 4 3610489 Fair
the patient's problems or behaviors that were identified during the evaluation?

Findings demonstrated assessment of the study sample responses at

the post-test with regard knowledge towards nursing documentation. The

results indicate that the nurses at the post-test in control group are fail at all
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studied items (M=1-1.33) except, the items number (1, 3, 10, 12, 14, 16,
19 and 20) the responses were fair knowledge (M=1.34-1.67).
Table 4-2-9.0verall Nurses Knowledge about Nursing Documentation

at Post-test for Control Group

Weighted Freq. % M £ SD
Poor Knowledge 17 68.0
Moderate Knowledge 5 20.0

25.72 £5.303
Good Knowledge 3 12.0
Total 25 100.0

Findings illustrated that the nurses expressed a poor level of
knowledge with regard nursing documentation at the post-test period of

measurement (n=17; 68.0%).

Table 4-2-10:Statistical Significant Difference between Pre and Post
Test by Overall Responses to the Knowledge Scores for

Control Group

Weighted Mean SD t-value df  p<0.05 Sig
Control Group

Pre-test 1.27 0.182
Knowledge 0.145 24 0.886 NS
Post-test 1.28 0.265

Findings illustrated that there were no statistical significant
difference in knowledge scores in two periods of measurements pre-test (M
+ SD=1.27%0.182) and post-test (M £ SD=1.28+0.265) at p-value >0.05.



Table 4-2-11:Independent Sample t-test between the Study and
Control Group responses at pre-post test Knowledge

related to Nursing Documentation

Weighted Mean S.D t-value f p< 0.05 Sig
Pre-test i
Experiment 1.29 0.185
Knowledge 0.307 } 0.760 NS
Control 1.27 0.182
Post-test Experiment 1.74 0.258
6.186 3 0.000 HS
Knowledge Control 1.28 0.265

This table shows that there is a no statistical significant difference
between Study (M + SD= 1.29+0.185) and control (M + SD= 1.27+0.182)
groups in the pre-test period of measurement (p=0.760). While there is a
highly statistical significant difference between the Study (M + SD=
1.74£0.268) and control (M = SD= 1.28+0.265) groups at the post-test

period of measurement (p=0.000).
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Table 4-3:Nurses’ Attitudes towards Nursing Documentation

(Study and Control Groups)

Table 4-3-1:Nurses Attitudes Responses at Pre-test Regarding to

Nursing Documentation (Study Group)

Pre-test Experimental

Item Group
M £SD Ass.

1 Nursing documents have a positive impact on the care provided. 2.96+1.368 Neutral
2 Nursing documents affect patient safety 2.76x1.331 Neutral
3 The nurses should spend the time documenting the reports 2.96+1.206 Neutral
4 Nursing documentation depends on training 2.88+1.201 Neutral
5 Accurate documentation enhances professional independence 2.96+1.206 Neutral
6 Nursing documents are legally valid documents 2.96+1.337 Neutral
7 Nursing documents enhance the healing process 2.80+1.190 Neutral
8 Nursing documentation improves patient care time 3.04+1.240 Neutral
9 Nursing documentation is an important discipline for nursing practice 3.04+1.171 Neutral
10 | Nursing documents help nursing staff to gain knowledge about patients 3.04+1.098 Neutral
11 g;urzlnrlg documentation can protect the rights of both the nurse and the 2 88+1.166 Neutral
12 | Nursing documents are a source for study 2.80+1.224 Neutral
13 Nurs_ing documentation improves interactions between members of the 2 79+1.100 Neutral

medical team
14 | Nursing documents make discharge from hospital go smoothly 2.68+1.107 Neutral
15 | Nursing documents lead to professional independence 2.84+1.247 Neutral
16 | It would be better to focus on nursing care rather than documentation 1.88+£1.394 Disagree
17 | Nursing documentation reduces work pressure on nurses 2.52+1.388 Neutral
18 | Itis essential to document all nursing interventions 2.88+1.129 Neutral
19 Do_cume_ntation can help speed up the decision and increase patient 2 68+1.107 Neutral

satisfaction
20 | Nursing documentation improves the quality of nursing care 2.92+1.115 Neutral
21 | Nursing documents help speed up patient delivery 2.84+1.106 Neutral
29 Nu_rsing docu_ments enable the medical staff to discover changes in the 2 64+1.075 Neutral

patient's condition
23 | Documentation can help enhance knowledge of nursing 2.88+1.129 Neutral
24 | Documenting nursing interventions is a valuable skill 2.84+1.106 Neutral

Findings demonstrated assessment of the study sample responses at

the pre-test with regard attitudes towards nursing documentation. The

results indicate that the nurses at the pre-test in Experimental group are
neutral at all studied items (M=2.60-3.39) except, the items number (16)

the responses were disagree (M=1.80-2.59).
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Table 4-3-2.0verall Nurses Attitudes about Nursing Documentation at
Pre-test for Study Group

Weighted Freq. % M £ SD
Negative 5 20.0
Neutral 19 76.0

76.4 £22.42
Positive 1 4.0
Total 25 100.0

Findings illustrated that the nurses expressed a neutral level of

attitudes with regard nursing documentation at the pre-test period of
measurement (n=19; 76.0%).
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Table 4-3-3:Nurses Attitudes Responses at Post-test Regarding to

Nursing Documentation (Study Group)

Post-test Study Group

MG M  SD Ass.
1 Nursing documents have a positive impact on the care provided. 4.08+1.077 Agree
5 Nursing documents affect patient safety 4.28+0 890 S:gPegely
3 The nurses should spend the time documenting the reports 4.08+1.077 Agree
4 Nursing documentation depends on training 2 84+1.863 S':gpegely
Accurate documentation enhances professional independence 4.24+1 128 Sggpeily
6 Nursing documents are legally valid documents 3.88+1.423 Neutral
7 Nursing documents enhance the healing process 4.94+1 164 Sggregtjaly
8 Nursing documentation improves patient care time 4.94+1 164 Sgg:egély
9 Nursing documentation is an important discipline for nursing practice 4.16+1.143 Agree
10 Nursing documents help nursing staff to gain knowledge about patients 430+1.144 Sggpegtjely
11 yaliirz:]rlg documentation can protect the rights of both the nurse and the 356+1.685 Agree
12 Nursing documents are a source for study 4.08+1.382 Agree
13 Nurs_lng documentation improves interactions between members of the 3.96+1.368 Agree
medical team
14 Nursing documents make discharge from hospital go smoothly 3.92+1.255 Agree
15 Nursing documents lead to professional independence 4.08+1.222 Agree
16 It would be better to focus on nursing care rather than documentation 2.69%1.604 Neutral
17 Nursing documentation reduces work pressure on nurses 2.96+1.836 Neutral
18 It is essential to document all nursing interventions 4.24+1 164 S‘;rgpegely
19 Documentation can help speed up the decision and increase patient 4.30+1 144 Strongly
satisfaction agree
20 Nursing documentation improves the quality of nursing care 4.32+1 180 Sggpeg;ely
21 Nursing documents help speed up patient delivery 4.12+1.129 Agree
29 Nu_rsm'g docu_ments enable the medical staff to discover changes in the 35641386 Agree
patient's condition
23 Documentation can help enhance knowledge of nursing 4.16+1.143 Agree
24 Documenting nursing interventions is a valuable skill 3.88+1.332 Agree

Findings demonstrated assessment of the study sample responses at

the post-test with regard attitudes towards nursing documentation. The

results indicate that the nurses at the post-test in Experimental group are

agree to strongly agree at all studied items (M=3.40-4.19 and M>4.20)

respectively except, the items number (16 and 17) the responses were
neutral (M=2.60-3.39).
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Table 4-3-4.0verall Nurses Attitudes about Nursing Documentation at
Post-test for Study Group

Weighted Freq. % M £ SD
Negative 2 8.0
Neutral 3 12.0

o 03.88 + 21.343
Positive 20 80.0
Total 25 100.0

Findings illustrated that the nurses expressed a positive attitudes
with regard nursing documentation at the post-test period of measurement
(n=20; 80.0%).

Table 4-3-5:Statistical Significant Difference between Pre and Post

Test by Overall Responses to the Attitudes Scores for
Study Group

Weighted Mean S.D t-value df  p<0.05 Sig

Study Group Pre-test 2.80 0.934

Attitudes 4.422 24 0.000 HS
Post-test 4,14 0.930

Findings illustrated that there is a highly statistical significant
difference in attitudes scores in two periods of measurements pre-test (M +
SD=2.80%0.934) and post-test (M £ SD=4.14+0.930) at p-value <0.01.
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Table 4-3-6:Nurses Attitudes Responses at Pre-test Regarding to

Nursing Documentation (Control Group)

Control Group Attitudes

Pre-test Control Group

M £ SD Ass.

1 Nursing documents have a positive impact on the care provided. 2.76x1.090 Neutral
2 Nursing documents affect patient safety 2.52+1.294 Disagree
3 The nurses should spend the time documenting the reports 2.64+1.113 Neutral
4 Nursing documentation depends on training 2.68+1.375 Neutral
5 Accurate documentation enhances professional independence 2.96+0.978 Neutral
6 Nursing documents are legally valid documents 3.36+1.150 Neutral
7 Nursing documents enhance the healing process 2.8+1.154 Neutral
8 Nursing documentation improves patient care time 2.88+1.092 Neutral
9 Nursing documentation is an important discipline for nursing practice 3.04+1.171 Neutral
10 gl;urz:]rlg documents help nursing staff to gain knowledge about 3.04+1.135 Neutral
1 g;urzlnrlg documentation can protect the rights of both the nurse and the 3.16+1.106 Neutral
12 Nursing documents are a source for study 2.36+1.319 Neutral
13 Nurgmg documentation improves interactions between members of the 27941173 Neutral

medical team
14 Nursing documents make discharge from hospital go smoothly 3.04+1.135 Neutral
15 Nursing documents lead to professional independence 2.24+1.331 Neutral
16 It would be better to focus on nursing care rather than documentation 1.2040.645 SFroneg

disagree
17 Nursing documentation reduces work pressure on nurses 1.3240.748 SFroneg
disagree

18 It is essential to document all nursing interventions 2.64+1.036 Neutral
19 Do_cume_ntatlon can help speed up the decision and increase patient 2 96+1.019 Neutral

satisfaction
20 Nursing documentation improves the quality of nursing care 3+1.154 Neutral
21 Nursing documents help speed up patient delivery 2.08+1.320 Neutral
29 Nu_rsmg docurn_ents enable the medical staff to discover changes in the 2 88+1.092 Neutral

patient's condition
23 Documentation can help enhance knowledge of nursing 2.04+1.368 Neutral
24 Documenting nursing interventions is a valuable skill 3.2+1.224 Neutral

Findings demonstrated assessment of the study sample responses at

the pre-test with regard attitudes towards nursing documentation. The

results indicate that the nurses at the pre-test in control group are neutral at
all studied items (M=2.60-3.39) except, the items number (2, 16 and 17)
the responses were agree to strongly disagree (M=1.80-2.59 and M=1-

1.79) respectively.
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Table 4-3-7.0verall Nurses Attitudes about Nursing Documentation at
Pre-test for Control Group

Weighted Freq. % M £ SD
Negative 4 16.0
Neutral 20 80.0

63.52 + 16.047
Positive 1 4.0
Total 25 100.0

Findings illustrated that the nurses expressed a neutral level of

attitudes with regard nursing documentation at the pre-test period of
measurement (n=20; 80.0%).
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Table 4-3-8:Nurses Attitudes Responses at Post-test Regarding to

Nursing Documentation (Control Group)

. Post-test Control Group
Control Group Attitudes M £SD Ass,
1 Nursing documents have a positive impact on the care provided. 2.92+0.996 Neutral
2 Nursing documents affect patient safety 2.56+1.227 Neutral
3 The nurses should spend the time documenting the reports 2.64+1.036 Neutral
4 Nursing documentation depends on training 2.72+1.339 Neutral
5 Accurate documentation enhances professional independence 3.12+0.832 Neutral
6 Nursing documents are legally valid documents 3.14+1.083 Neutral
7 Nursing documents enhance the healing process 3.04+0.978 Neutral
8 Nursing documentation improves patient care time 2.96+0.978 Neutral
9 Nurs[ng documentation is an important discipline for nursing 3.2+1.040 Neutral
practice
10 gl;ur;rlg documents help nursing staff to gain knowledge about 3.941.000 Neutral
1 Nursmg documentation can protect the rights of both the nurse and 3.98+0 979 Neutral
the patient
12 Nursing documents are a source for study 2.48+1.262 Neutral
13 Nursmg_documentatlon improves interactions between members of 2 96+1.098 Neutral
the medical team
14 Nursing documents make discharge from hospital go smoothly 3.08+1.077 Neutral
15 Nursing documents lead to professional independence 2.28+1.307 Neutral
16 It would be better to focus on nursing care rather than documentation 1.440.816 3‘:;23?;2/
17 Nursing documentation reduces work pressure on nurses 2.72+0.890 Neutral
18 It is essential to document all nursing interventions 3.12+0.881 Neutral
19 Do_cume_ntatlon can help speed up the decision and increase patient 316+1.027 Neutral
satisfaction
20 Nursing documentation improves the quality of nursing care 2.24+1.331 Neutral
21 Nursing documents help speed up patient delivery 3+0.957 Neutral
29 Nursmg d90umeqt§ enable the medical staff to discover changes in 2 08+1.351 Neutral
the patient's condition
23 Documentation can help enhance knowledge of nursing 3.4+1.080 Neutral
24 Documenting nursing interventions is a valuable skill 2.26+1.324 Neutral

Findings demonstrated assessment of the study sample responses at
the post-test with regard attitudes towards nursing documentation. The
results indicate that the nurses at the post-test in control group are neutral
at all studied items (M=2.60-3.39) except, the items number (16) the

responses were strongly disagree (M=1-1.79).




Chapter Four: Results of the Study

Table 4-3-9.0verall Nurses Attitudes about Nursing Documentation at
Post-test for Control Group

Weighted Freq. % M £ SD
Negative 3 12.0
Neutral 21 84.0

66.2 + 14.722
Positive 1 4.0
Total 25 100.0

Findings illustrated that the nurses expressed a neutral level of

attitudes with regard nursing documentation at the post-test period of
measurement (n=21; 84.0%).

Table 4-3-10:Statistical Significant Difference between Pre and Post

Test by Overall Responses to the Attitudes Scores for
Control Group

Weighted Mean SD t-value df p<0.05 Sig
Control Group

Pre-test 2.64 0.668

Attitudes 1.452 24 0.160 NS
Post-test 2.75 0.613

Findings illustrated that there were no statistical significant
difference in attitudes scores in two periods of measurements pre-test (M +
SD=2.64+0.668) and post-test (M £ SD=2.75+0.613) at p-value >0.05.
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Table 4-3-11:Independent Sample t-test between the Study and

Control Group responses at pre-post test Attitudes

related to Nursing Documentation

Weighted Mean S.D t-value df p<0.05 Sig
Pre-test i

) Experiment 2.80 0.934
Attitudes 0.703 48 0.485 NS

Control 2.64 0.668

Post-test Experiment 3.91 0.889
_ 5.338 48 0.000 HS

Attitudes Control 2.75 0.613

This table shows that there is a no statistical significant difference
between study (M = SD= 2.80+£0.934) and control (M = SD= 2.64+0.668)

groups in the pre-test period of measurement (p=0.485). While there is a

highly statistical significant difference between the Study (M + SD=
3.91+0.889) and control (M + SD= 2.75+0.613) groups at the post-test

period of measurement (p=0.000).

4.5.Statsitical Differences in Two Test Knowledge of Nurses

towards Nursing Documentation with regards their

Socio-demographic Characteristics (Study Group)

Table 4-5-1:Significant Differences in knowledge and nurses age

(n=25)
Age Sou_rce of Sum of o.f Mean p<0.05
variance Squares Square

Pre-test Between Groups 130 2 .065 152

cowledge __Within Groups 698 22 032 2083
Total 828 24 g

Between Groups 014 2 .007

kig\fsfef;gte Within Groups __ 1.588 22 072 096 Né’(;?

Total 1.602 24 g

Findings illustrated there were no significant differences in nurses

knowledge about nursing documentation with regard age groups at pre-test

(p=0.152) and post test (p=0.909) after education program.



Table 4-5-2:Significant Differences in knowledge and nurses gender

(n=25)
Pre-test G&r;cljgr I\{It,;%n osi[7)6 t-value df  p<0.05 Sig
knowledge Female 108 0.205 0.238 23 0.814 No-sig.
Post-test Male 1.76 0.248

knowledge Female 1.72 0280 0.358 23 0.723 No-sig.

Findings illustrated there were no-significant differences in nurses
knowledge about nursing documentation at two period of measurement
pre-test (p=0.814) and post tests (p=0.723) after education program with

regard male and female nurses.

Table 4-5-3:Significant Differences in knowledge and nurses education

level (n=25)
Education Source of Sum of Mean
. . p<0.05
Level variance Squares Square
Between Groups 162 3 .054
krf’gjvltgj; . Within Groups 666 2 o3 M 3
Total 828 24 g
Between Groups .030 3 .010
kﬁg\f\tlfeffgt . _ WithinGroups 1571 21 075 134 N‘f_i?
Total 1.602 24 g

Findings illustrated there were significant differences in nurses
knowledge about nursing documentation with regard educational level at
pre-test (p=0.026) and no significant differences in knowledge at post test
(p=0.938) after education program.

Table 4-5-4:Significant Differences in knowledge and nurses
experiences (n=25)

Experience Sou_rce of Sum of o.f Mean F p<0.05
variance Squares Square

Pre-test Between Groups .037 2 019 602
crouled Within Groups 791 22 036 520 O«

nowledge No-sig.

Total .828 24
Between Groups .108 2 .054

Post-test — 464

knowledge Within Groups 1.494 22 .068 794 No-sig.

Total 1.602 24
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Findings illustrated there were no significant differences in nurses
knowledge about nursing documentation with regard years of experience
at pre-test (p=0.602) post test (p=0.464) after education program.

Table 4-5-5:Significant Differences in knowledge and nurses
experiences (n=25)

Experience Sou_rce of Sum of f Mean = < 0.05
variance Squares Square
Between Groups 013 1 013
Pre-test Within Groups 816 23 035 362 553
knowledge No-sig.
Total .828 24
Post-test Between Groups .053 1 .053 383
cowledge _Within Groups 1,548 23 .067 92 o
Total 1.602 24 g

Findings illustrated there were no significant differences in nurses
knowledge about nursing documentation with regard training at pre-test
(p=0.553) post test (p=0.383) after education program.

4.6.Statsitical Differences in Two Test Attitudes of Nurses
towards Nursing Documentation with regards their

Socio-demographic Characteristics (Study Group)
Table 4-6-1:Significant Differences in Attitudes and nurses age (n=25)

Source of Sum of Mean

Age variance Squares df Square F p=0.05
Pre-test Bet_vve_en Groups 1.243 2 .622 510
Attitudes Within Groups 19.715 22 .896 .694 Nlo-sig

Total 20.958 24 '
Post-test Bet_we_en Groups 446 2 223 770
Attitudes Within Groups 18.534 22 .842 .265 Nlo-sig

Total 18.980 24 '

Findings illustrated there were no significant differences in nurses
attitudes about nursing documentation with regard age groups at pre-test

(p=0.510) and post test (p=0.770) after education program.



Table 4-6-2:Significant Differences in Attitudes and nurses gender

(n=25)

_ Gender Mean S.D t-value d.f p<0.05 Sig
e Ve S0 087 g n ow N
Mitges  Femsle 358 1o 0% B o g

Findings illustrated there were no-significant differences in nurses
attitudes about nursing documentation at two period of measurement pre-
test (p=0.110) and post test (p=0.103) after education program with regard
male and female nurses.

Table 4-6-3:Significant Differences in Attitudes and nurses education

level (n=25)
Education Sou_rce of Sum of . Mean = p<0.05
Level variance Squares Square

Pre-test Bet_we_en Groups 1.758 3 586 597
Attitudes Within Groups 19.200 21 914 .641 Nlo-sig
Total 20.958 24 '

Post-test Bet_vve_en Groups .643 3 214 864
Attitudes Within Groups 18.337 21 873 .245 N'o sig
Total 18.980 24 s

Findings illustrated there were no significant differences in nurses
attitudes about nursing documentation with regard educational level at
pre-test (p=0.597) and at post test (p=0.864) after education program.

Table 4-6-4:Significant Differences in Attitudes and nurses
experiences (n=25)

Experience Sou_rce of Sum of f Mean = < 0.05
variance Squares Square

Pre-test Bet_we_en Groups 1.711 2 .855 392
Attitudes Within Groups 19.248 22 875 978 Nlo-sig
Total 20.958 24 '

Post-test Bet_vve_en Groups 1.767 2 .884 341
Attitudes Within Groups 17.213 22 182 1.129 Nlo-sig
Total 18.980 24 '

Findings illustrated there were no significant differences in nurses
attitudes about nursing documentation with regard years of experience at

pre-test (p=0.392) post test (p=0.341) after education program.



Table 4-6-5:Significant Differences in Attitudes and nurses
experiences (n=25)

. Source of Sum of Mean

Experience variance Squares df Square F p=0.05

Pre-test Bet_vve_en Groups 179 1 179 660
Attitudes Within Groups 20.779 23 903 199 Nlo-sig
Total 20.958 24 '

Post-test Bet_vve_en Groups 2.392 1 2.392 082
Attitudes Within Groups 16.589 23 721 3.316 Nlo-sig
Total 18.980 24 '

Findings illustrated there were no significant differences in nurses
knowledge about nursing documentation with regard training at pre-test
(p=0.660) post test (p=0.082) after education program.
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Chapter Five
Discussion of the Study Results

Nursing must demonstrate that the care nurses deliver is connected
with optimal patient outcomes, as well as a high degree of quality and
safety, in the age of evidence-based healthcare. Nursing documentation is
the process of generating evidence connected to nursing practice. It can be
a useful measure of the quality of treatment given to patients in hospitals.
Nursing documentation is so critical to providing high-quality, effective,
and safe nursing care. Its quality, accuracy, and growth necessitate
monitoring and evaluation, which can be accomplished through
documentation.

Nurse's knowledge, attitudes, and practices questionnaire items for
nursing documentation, using MCQ questionnaire's items technique for
knowledge and practices, which were classified in to two categories
responses, such as "False, and True, and Liker's scale for attitudes, such as
(strongly agree, agree, neutral, disagree, and strongly disagree)" along
studied (Pre, and Post) periods due to application of an educational
program for experimental group, as well as controlled group, are analyzed.

The results of significant testing with reference to questionnaire
items are mostly highly significant differences at P-value 0.05, which
assigned effectiveness of the studied educational program by raising
knowledge, attitudes, and practices grades regarding nurse staff in the
experimental group, and that be able to confirm the importance or success
of implementing the suggested program. When there are no significant
differences at P-value >0.05 and the suggested program cannot be used,

vice versa.
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1.5.Socio-demographic Characteristics of the Study Sample
Table 4-1-1 shows participant age, with the mean age for nurses in
the experimental group being 29 and the mean age for nurses in the control
group being 30, with the age 20-29 years old accounting for the biggest
percentage of nurses in both groups. There were no significant variations in
age groups for nurses in both groups (p=0.230), indicating that the sample
Is homogeneous in both. We locate them in the young group because the
majority of them have diplomas. According to Andualem et al. (2019), the
average age of participants (nurses) is 29.5, with the age group of 20-30

years old accounting for the majority of the data.

In terms of gender, male nurses predominated in the experimental
group compared to female nurses in the control group. Both groups of
nurses had significant gender disparities (p=0.203) (table 4-1-2). The lack
of a significant difference indicates a strong argument in favor of the
educational program for comparison purposes. This is in line with the
findings of Akhu-Zaheya et al. (2018), who discovered that female nurses
outnumbered male nurses in their study. In the current study, men nurses
were more likely to participate in the education program than female

nurses.

In terms of educational attainment, the majority of nurses were
institute graduates in the research group. While the majority of the nurses
in the control group were assigned to a nursing institute and graduated
from nursing preparatory school. Due to the high number of institutions
that award such degrees, there were no significant variations in educational
level for both groups (p=0.757), since diploma degrees were deemed the
primary proportion of staff nurses in health organizations (table 4-1-3).
Hassan (2018), who evaluated nurses' awareness of documentation in

Mansoura University Hospital, came to similar conclusions. Their results
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revealed that their nursing certification was a diploma. The majority, on
the other hand, had a secondary nursing diploma, while the rest obtained a
technical institute diploma. As demonstrated by Hameed and Allo (2014)
in their study in Iraq, this could have an impact on their understanding and
practice of nursing documentation. However, no such difference was seen
in the current study, which is likely due to the essentially identical nursing

documentation curricula in both diploma programs.

Nurses in both the experimental and control groups had fewer than
5 years of experience, and there were no statistically significant variations
in years of experience between the two groups (p0.460). (table 4-1-4) This
could be because the nurses are young and new to the institute, so they
have fewer years of experience. This research is based on the findings of
Tasew et al. (2019), who studied nursing documentation practices and
associated factors among nurses working in public hospitals. According to
their findings, a higher percentage of nurses with less than 5 years of
experience (34.5 percent) had fewer than 5 years of experience. Those
findings are also in line with those of Tamir et al. (2021), who found that
out of 50 nurses with fewer than 5 years of experience, 52.1% had less than

5 years of experience.

Findings linked to training sessions revealed that nurses in both the
experimental and control groups did not attend training sessions. There
were no significant differences in nurse training sessions for both groups
(p=0.794)(table 4-1-5), indicating the importance of ongoing education in
nursing documentation. According to Myklebust et al. (2018), the majority
of nurses did not attend any training sessions since hospital policy was

unconcerned about this.
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5.2.Nurses’ Knowledge towards Nursing Documentation
5.2.1.Nurses’ Knowledge towards Nursing Documentation at Pre-Test
for both Groups (Study and Control)

A total of 20 multiple choice questions were used to assess
respondents' knowledge of nursing documentation, with a mean score of
34-40 indicating a higher level of knowledge, 27-33 indicating a moderate
level of knowledge, and 20-26 indicating a lower level of knowledge.
Nurses in both the study group (M SD= 25.84 3.715) (table 4-2-2) and the
control group (M SD= 25.52 3.652) showed a low level of knowledge
about nursing documentation during the pre-test period of measurement
(table 4-2-7). Given the importance of documentation in nursing practice
and its importance in providing quality patient care, this is a concerning

conclusion.

In the pre-test period of measurement (p=0.760), there was no
statistically significant difference between the experimental (M SD=
1.29+0.185) and control (M SD= 1.27+0.182) groups in terms of
knowledge about nursing documentation (table 4-2-11). In terms of the
statistical mean, the study results show that the nurses' knowledge scores in
the pre-test experimental group did not improve when compared to the pre-
test control group. Because both sides (experimental and control) have the

same knowledge levels.

The findings of this study are consistent with those of other
investigations, which found that nurses have similar levels of awareness of
documentation. As a result, Hassan (2018) found that most nurses had
insufficient understanding, with less than two-fifth of the nurses having

total satisfactory knowledge of documentation.

In a study conducted in Uganda, Nakate et al (2015) discovered
that more than two-thirds of the nurses in the study sample had inadequate
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documentation knowledge. In a similar vein, Yearous (2011) found that
between one-third (29.9%) and two-fifths (41.4%) of nurses in three

separate hospitals had inadequate knowledge of nursing documentation.

On the contrary, Taiye (2015) found that all of the nurses in the
sample had appropriate knowledge of nursing documentation in a research
in Nigeria. This could be related to the latter study's ongoing staff

development efforts.

In fact, a lack of understanding of the need of documentation would
lead to a hesitant attitude and consequent undesirable behavior. In contrast,
due to ongoing education training, the majority of nurses in a Danish
survey showed a good understanding of the value of nursing
documentation (Sendergaard et al., 2017).

According to the findings of the current study, nurses' "knowledge
of documentation" was lowest in the area of documentation. As a result,
more than half of them lacked sufficient documentation expertise. In fact,
if the nurses are unfamiliar with the documentation, they will never be able
to perform it correctly. The findings are consistent with Hameed and Allo
(2014), who found that the lowest nurses' understanding of documentation
was related to its basic concepts and how to record in northern lraq

(Nineveh).

Tasew et al. (2019) found that more than half of nurses did not
document their nursing care due to a lack of understanding. Employing
institutions should give training on nursing care documentation to improve
understanding and raise awareness about nurses' documentation among
nursing directors and chief executive officers, in addition to hiring more

nurses.
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5.2.2.Nurses’ Knowledge towards Nursing Documentation at Post-Test
for both Groups (Study and Control)

According to the results of the current study, nurses had a
satisfactory level of knowledge about nursing documentation during the
post-test measurement phase (M SD= 34.88+5.166) after completing the
education program (table 4-2-4). At the post-test measurement period,
nurses in the control group had a low level of knowledge (M SD=
25.7245.303) about nursing documentation (table 4-2-9). This finding
indicates that an educational program is beneficial, as nurses in the study
group felt satisfaction.

At the post-test period of assessment (p=0.000), there is a very
statistically significant difference in knowledge of nursing documentation
between the experimental (M SD= 1.74+0.268) and control (M SD=
1.28+£0.265) groups (table 4-2-11). In terms of the statistical mean, the
study results show that after implementing the education program, the
experimental group's knowledge scores improved when compared to the
control group.

This finding is comparable to that of Sabeghi et al. (2012), who
found that there were significant differences in knowledge (P =0.000),
attitude (P=0.000), and performance (P=0.001) regarding documentation
between nurses in the intervention and control groups. In terms of
demographic factors, the data revealed that there was no statistically
significant difference between the two groups. The findings of this study
imply that continuing education programs improve nurses' documentation
knowledge, attitude, performance, and competency. It is suggested that
more research be done on learning stability after using this strategy and
comparing it to other educational methods.

Attending a regular nursing documentation training program was

linked to a positive outcome. This finding is similar to that of research



Chapter Five: Discussion of the Study Results 19/

conducted in Ghana (Asamani et al., 2014), Uganda (Nakate et al., 2015),
and Gondar (Asamani et al., 2014). (Kebede et al., 2017). This could be
because training increases their familiarity with operational documentation
standards, improves their knowledge of documentation, and increases their
value in recording what they've done. As a result, training will be
beneficial in improving documentation practices.

There is accepted hypothesis that states "There were significant
differences in nurses knowledge between study group and control group),
nurses in the study group achieved considerable benefit from educational
program concerning nurses knowledge towards nursing documentation (t-
test= 6.186; p=0.000) (poor to good knowledge".
5.2.3.Statistical Differences in Two Test Knowledge of Nurses towards

Nursing Documentation with regards their Socio-demographic
Characteristics (Study Group)
5.2.3.1.Nurses Knowledge and Age group

There were no significant variations in nurses' understanding of
nursing documentation between age groups at pre-test (p=0.152) and post-
test (p=0.909) after the education program, according to the findings (table
4-5-1). This research implies that nurses' knowledge of documentation is
unaffected by their age groups, implying that nurses of all ages have the
same level of expertise. Melkie (2020) stated that nurses aged 25-30 years
old had the same knowledge scores as nurses aged 40-45 years old, and
that the knowledge scores were not affected by the nurses' age groups.
5.2.3.2.Nurses Knowledge and Gender

There were no significant variations in nurses' understanding of
nursing documentation between male and female nurses at pre-test
(p=0.814) and post-test (p=0.723) after the education program, according
to the findings (table 4-5-2). Male nurses' mean knowledge scores in the

pre-post test (1.30 and 1.76) were the same as female nurses' knowledge
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scores in the pre-post exam (1.28 and 1.72). That is, there is no difference
between male and female nurses in terms of weak knowledge (pre-test) and
good knowledge (post-test) after educational programs. In other words,
nurses' knowledge of documentation is determined by their school program
rather than their gender. In addition, Okaisu et al. (2014) found that the
gender of nurses had no effect on their knowledge of the value of nursing
documentation.
5.2.3.3.Nurses Knowledge and Education Level

There were significant variations in nurses' knowledge regarding
nursing documentation with reference to educational level at pre-test
(p=0.026) but no significant differences in knowledge at post-test
(p=0.938) following the education program, according to the findings
(table 4-5-3). These findings show that nurses' documentation knowledge
is significantly reliant on their educational level. A high level of education
resulted in significantly higher knowledge ratings. Hameed & Allo (2014),
who investigated documentation knowledge among nurses working in two
key teaching hospitals in Nineveh governorate, backed with these findings.
The educational level of nurses was found to have a strong relationship
with components of documentation (Principles and Purposes).
5.2.3.4.Nurses Knowledge and Years of Experience

There were no significant changes in nurses' understanding of
nursing documentation based on years of experience at pre-test (p=0.602)
or post-test (p=0.464) after the education program, according to the
findings (table 4-5-4). This finding agrees with Kelley et al. (2011), who
found no significant relationship between nursing knowledge and years of
experience. These findings show that nursing knowledge does not differ
based on years of experience, but rather based on another variable
(educational program) that might increase or decrease. It makes no

difference whether the number of years of experience has increased or
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reduced in terms of executing an educational program to improve
documentation expertise.
5.2.3.5.Nurses Knowledge and Training Courses

There were no significant variations in nurses' understanding of
nursing documentation between pre-test (p=0.553) and post-test (p=0.383)
after completing the education program (table 4-5-5). This study is
consistent with the findings of Abell et al. (2015), who found that training
sessions had little effect on nurses' knowledge of how to apply medical
records. Because training courses alter practices, they are not considered a
factor affecting nurses' knowledge of documentation. According to our
findings, the majority of nurses (64 percent) did not attend training courses
(table 4-1-5), which they discovered in the pre-test (low knowledge), while
their knowledge did not differ only in its increase when they attended the
educational program. That is, whether or not they have training courses,
educational programs expand their knowledge.

5.3.Nurses’ Attitudes towards Nursing Documentation

5.3.1.Nurses’ Attitudes towards Nursing Documentation at Pre-Test
for both Groups (Study and Control)

Nurses' attitudes were measured using a Likert scale with item
scores ranging from strongly agree (5) to strongly disagree (1), with a
potential total mean score of 120 at the highest level and 24 at the lowest
level. Nurses in both the experimental group (M SD= 76.4 22.42) (table 4-
3-2) and the control group (M SD= 63.52 16.047) indicated neutral
attitudes regarding nursing documentation during the pre-test period of

measurement (table 4-3-7).

In the pre-test period of measurement (p=0.485), there was no
statistically significant difference in attitudes about nursing documentation
between the experimental (M SD= 2.80+0.934) and control (M SD=
2.64+0.668) groups (table 4-3-11). In terms of the statistical mean, the
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study results show that the nurses' knowledge scores in the pre-test study

group did not improve when compared to the pre-test control group.

Furthermore, this result was consistent with research undertaken in
Indonesia (83.3%) (Mote, 2016), Iran (85.8%) (Mohajjel Aghdam et al.,
2012), India (98.8%) (Juliet & Sudha, 2013), South Africa (71.7%)
(Olivier, 2010), and Gondar (60.7%). (Kebede, 2017). This resemblance
could be owing to nurses' neglect of nursing documentation as part of their
professional obligations and responsibilities. It could be owing to the
heavy workload, given the low nurse-to-patient ratio in the country. It

could also be a lack of documentation training in the workplace.

According to Ayele et al. (2021) in Southern Ethiopia, more over
half of the study participants had a Simi-favorable attitude about
documentation. Nurses' attitudes toward nursing care documentation were
linked to their education and training. To improve nurses' attitudes toward
documentation, it is recommended that they develop their understanding of

documentation and efficiently manage working units.

Nurses with good knowledge may be more aware of the importance
of nursing care documentation and the consequences of poor
documentation. There are two possible explanations for this. The first is
that they place a high value on paperwork. The second issue is that these
nurses are unable to recognize documentation due to a lack of knowledge.
This is the most likely explanation, given the study's findings revealed that
a much higher number of nurses with inadequate expertise had poor

agreement on the relevant views.

5.3.2.Nurses’ Attitudes towards Nursing Documentation at Post-Test
for both Groups (Study and Control)
Following the implementation of the education program, nurses

indicated good attitudes toward nursing documentation at the post-test
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assessment period (M SD= 93.88+21.343). (table 4-3-4). At the post-test
period of measurement, nurses in the control group had neutral opinions
toward nursing documentation (M SD= 66.2 1+4.722) (table 4-3-9).

At the post-test period of measurement (p=0.000), there is a very
statistically significant difference in attitudes about nursing documentation
between the experimental (M SD= 3.91+0.889) and control (M SD=
2.75x0.613) groups (table 4-3-11). In terms of the statistical mean, the
study results show that after implementing the education program, the
attitudes scores of the experimental group improved when compared to the
control group.

According to Namayanja (2016), the respondents in this study had
a positive attitude toward documentation, with the majority believing that
documentation was not a waste of time, 61 percent believing that not all
patients have the same information, 46 percent believing that failure of
some nurses to record was not due to the belief that they could not forget a
daily practice, and 52 percent believing that not all patients were supposed
to know what they were supposed to know. This is due to effective nursing
education training, and nurses have stated that it has benefited them.

When compared to nurses who were not motivated, nurses who
were motivated to participate in documentation training were more likely
to have good attitudes toward documentation (Tasew et al., 2019).
Similarly, this evidence is consistent with the findings of the Jimma
investigation (Gizaw et al., 2018). This could be because nurses who
participate in training programs have a more positive attitude regarding
nursing documentation and are more likely to document their work.

There is accepted hypothesis that states "There were significant
differences in nurses attitudes between study experimental and control

group), nurses in the experimental group achieved considerable benefit
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from educational program concerning nurses attitudes towards nursing
documentation (t-test= 5.338; p=0.000) (neutral to positive attitudes".
5.3.3.Statistical Differences in Two Test Attitudes of Nurses towards

Nursing Documentation with regards their Socio-demographic

Characteristics (Study Group)
5.3.3.1.Nurses Attitudes and Age groups

There were no significant differences in nurses' views regarding
nursing documentation between age groups at pre-test (p=0.510) and post-
test (p=0.770) after the education session, according to the findings (table
4-6-1). This conclusion is backed up by Ayele et al. (2021), who found no
link between nurses' documentation attitudes and their age. The nurses' age
before and after the schooling program had no bearing on their attitudes.
Rather, the documentation knowledge element is regarded a direct
influencing factor, as their attitudes were neutral and did not differ
according to his age, while their attitudes after completing the program
were positive and did not differ according to their ages.
5.3.3.2.Nurses Attitudes and Gender

There were no significant changes in nurses' attitudes toward
nursing documentation between male and female nurses at two points in
time: pre-test (p=0.110) and post-test (p=0.103) after the education
program (table 4-6-1). This finding is backed up by Ayele et al. (2021),
who found no link between nurses' views toward documentation and their
gender. Male nurses' mean attitudes scores in the pre-post test (1.07 and
4.14) were the same as female nurses' attitudes scores in the pre-post test
(2.46 and 3.58). That is, there is no difference between male and female
nurses' neutral attitudes (pre-test) or positive attitudes (post-test) after
educational programs. In other words, nurses' views toward documentation

are determined by their educational program rather than their gender.



Chapter Five: Discussion of the Study Results L

5.3.3.3.Nurses Attitudes and Education Level

At pre-test (p=0.597) and post-test (p=0.864) after the education
session, there were no significant variations in nurses' opinions towards
nursing documentation based on educational level (table 4-6-3). This
finding is backed up by Ayele et al. (2021), who discovered no link
between nurses' documentation attitudes and their educational background.
Nurses' attitudes about nursing documentation are unaffected by their
educational degrees since they lack knowledge as a result of their neutral
views prior to performing an education program. Their attitudes after
completing the educational program, on the other hand, do not differ
merely in terms of enhancing their attitudes, regardless of their educational
degrees. So, nurses' attitudes towards documentation depend on
educational programs and not on educational levels.
5.3.3.4.Nurses Attitudes and Years of Experience

There were no significant variations in nurses' attitudes toward
nursing documentation based on years of experience at pre-test (p=0.392)
or post-test (p=0.341) after the education session, according to the findings
(table 4-6-4). This research supports the findings of Andualem et al.
(2019), who found no significant variations in attitudes between those with
more and less experience. Nurses' attitudes toward documentation do not
differ based on years of experience, as those with less than 5 years of
experience are similar to those with more than 10 years, so nurses' attitudes
are determined by their understanding of the importance of nursing
documentation, regardless of how much or how little experience they have.
5.3.3.5.Nurses Attitudes and Training Courses

There were no significant variations in nurses' understanding of
nursing documentation between pre-test (p=0.660) and post-test (p=0.082)
after completing the education program (table 4-6-5). This research

supports the findings of Andualem et al. (2019), who found no significant
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variations in attitudes between those who are trained and those who are
not. Whether or not training courses alter the nurses' views is unrelated to

their attendance or non-attendance at the training sessions.
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Chapter Six

Conclusions and Recommendations

6.1.Conclusion:

In light of the results discussion and their interpretations, our

study concludes that:

6.1.1.

6.1.2.

6.1.3.

6.1.4.

6.1.5.

In terms of nursing documentation, nurses lacked knowledge
and attitudes.

In the pre-test, there were no differences in knowledge,
attitudes, or practices between the study and control groups.
Nurses' knowledge and attitudes, improved after the post-test
for the study group as a result of the educational program on
nursing documentation. During the pre- and post-test, the
control group did not show any improvement in their
knowledge and attitudes

Staff training is accomplished by the implementation of an
education program that aids in the development of their
knowledge and attitudes related to nursing documentation.
Rejecting the null hypothesis and demonstrating that nurses in
the research group benefited significantly from a nursing

documentation educational program.
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6.2.Recommendations:

The present study could recommend, based on the above
stated conclusion, that:

6.2.1. Nurses' benefits for documentation may be taken and
consideration by establishing special educational training
programs to improve competence.

6.2.2. It is suggested that nurses be recruited until hospitals are fully
staffed, and that a system be put in place to track and monitor
how staff members apply nursing care documentation, as well
as provide feedback to those who have had difficulties.

6.2.3. Nurses' knowledge and attitudes of nursing care
documentation should be studied in multisite studies,
particularly qualitative studies (to make the study more

representative and reduce bias).
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Fig. 4-1-1:Nurses Knowledge about Nursing Documentation at Pre-test
for Experimental Group

Fig. 4-1-2:Nurses Knowledge about Nursing Documentation at Post-test

for Study Group
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Figure 4-1-3:Comparison between the Overall Responses at Two Levels

of Measurement for Study Group (pre-test and post-test)
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Fig. 4-1-4:Nurses Knowledge about Nursing Documentation at Pre-test

for Control Group
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Fig. 4-1-5:Nurses Knowledge about Nursing Documentation at Post-test
for Control Group
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Figure 4-1-6:Comparison between the Overall Responses at Two Levels
of Measurement for Control Group (pre-test and post-
test)
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Figure 4-1-7:Comparison between the Overall Experimental and
Control Groups Responses at Two Levels of

Measurement (pre-test and post-test)
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Fig. 4-2-2:Nurses Attitudes about Nursing Documentation at Post-test

for Experimental Group
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Demographic information for nursing staffs

No
Age
Years
Gender
Male

Level of education

Female

Graduate turning of nursing

Graduate preparatory of nursing

Graduate college of nursing

nursing

Years of Survieces in Nursing

Years

Graduate school of nursing
Graduate institute of nurs
Graduate high education of

Participation of the nurse in truning regarding nursing

documentation

Yes

no

Number of truning

1-3

4-6

Duration of truning sessions

Days

7-9 10-Over




English questionaire: three parts: knowledge, attitudes and practices (63)
Question.

First part - Nurses' knowledge about nursing documentation
1. The first scientist to record medical notes in history?
. Hippocrates
. Phaedrus
. Protagors
. Astratos
2. That the information documents about the patient, his care, and descriptive
information about the target be based on direct knowledge and evaluation of
the disease?
. Realistic basis
. Precision
. Completeness
. Organization
3. Clear and easy-to-digest information that contains important details for the
patient
. Realistic basis
. Precision
. Completeness
. Organization
4. The information in the patient record entry must fully describe patient care
needs and nursing interventions
A. Realistic basis
B. Accuracy
C. Completeness
D. Regulation
5. Information recorded during or shortly after the occurrence of the
interference or interaction in a timely manner is necessary in concurrent
patient care?
. Realistic basis
. Precision
. Completeness
. Modernity
6. Does the nurse communicate the recorded information in a logical way?
. Realistic basis
. Precision
. Completeness
. Organization
7. The recorded information reflects the provision of safe, competent, ethical
and compassionate nursing care that conforms to the standards of
professional practice?
A. Organization
B. Confidentiality

OO w>» OO w>»

OO0 w>

OO w>

OO w>»



C
D

A

Do w >

Do w >

. Modernity
. Completeness
8. Documenting information continuously and regularly and recording all
evaluation results, patient interventions and outcomes?
. Embedding
. The exception
. Completeness
. Organization
9. The traditional method of nursing documentation, which is a story describing
the patient's condition, interventions, treatments and responses?
. N - Documentation
SOC
POC
. SOAP
10. Easy-to-use documentation in emergency situations, as it requires a simple
chronological arrangement. Usually, there is a lack of analysis and critical
decision-making on the part of the patient?
. N - Documentation
SOC
POC
. SOAP
11. What are the reasons for replacing the narrative documentation style with
other formats?
. Each nurse documents in a unique manner, which makes it difficult to determine

continuity of care

B

. The nursing process does not reflect an emphasis on tasks without an emphasis on data

or outcomes

C

. The documentation does not take longer to record the accurate data and read it by

others

Do W >

Do W >

12. A form of narrative documentation in which each member of the health team
keeps separate narrative notes?
. N - Documentation
SOC
POC
. SOAP
13. Documentation focuses on the patient's problems starting from the patient's
medical history and evaluation?
. N - Documentation
SOC
POC
. SOAP
14. When entering information in the patient’s record using the formatting of
subjective and objective data with the addition of the plan and review that
refers to the amendment to the plan?
. SOAPIER



OO w>» 0O w> OO w>» O

OO w>»
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. SOAPIE
.POC
. SOAP

15. In the primary data that has been collected and consists of the patient’s
profile, history, laboratory and physical examinations?

. Database

. List of problems

. Initial plan

. A note about progress

16. Information changing a diagnostic entity, clinical relationship, physical result,
or abnormal laboratory result?

. Database

. List of problems

. Initial plan

. A note about progress

17. Patients receive an individual assessment of physical, functional, psychosocial
and pain history. The goal is to determine appropriate patient care?

. Database

. List of problems

. Initial plan

. A note about progress

18. Observing and recording observations and patients’ problems and reassessing
them at appropriate intervals?

. Database

. List of problems

. Initial plan

. A note about progress

19. A simple approach to focus on patient problems and interventions but ignore
the nursing care plan documentation?

. PIE graph

SOAP

. Initial plan
. Focus on the graph

20. Using this documentation method, the nurse determines the “focus” based on
the patient's problems or behaviors that were identified during the
evaluation?

. PIE graph

SOAP

. Initial plan
. Focus on the graph



Second part - Nurses' attitudes about nursing documentation

1. Nursing documents have a positive impact on the care provided.

\ Strongly disagree \ Disagree \ Do not know \ Agree \ Strongly agree

2. Nursing documents affect patient safety

Strongly disagree \ Disagree \ Do not know \ Agree \ Strongly agree
3. The nurses should spend the time documenting the reports

Strongly disagree ‘ Disagree ‘ Do not know ‘ Agree ‘ Strongly agree
4. Nursing documentation depends on training

Strongly disagree ‘ Disagree ‘ Do not know ‘ Agree ‘ Strongly agree
5. Accurate documentation enhances professional independence

Strongly disagree \ Disagree \ Do not know | Agree \ Strongly agree
6. Nursing documents are legally valid documents

Strongly disagree \ Disagree \ Do not know \ Agree \ Strongly agree
7. Nursing documents enhance the healing process

Strongly disagree ‘ Disagree ‘ Do not know ‘ Agree ‘ Strongly agree
8. Nursing documentation improves patient care time

Strongly disagree ‘ Disagree ‘ Do not know ’ Agree ‘ Strongly agree
9. Nursing documentation is an important discipline for nursing practice

Strongly disagree ‘ Disagree ‘ Do not know ’ Agree ‘ Strongly agree
10. Nursing documents help nursing staff to gain knowledge about patients

Strongly disagree \ Disagree \ Do not know \ Agree \ Strongly agree
11. Nursing documentation can protect the rights of both the nurse and the

patient

Strongly disagree ‘ Disagree ‘ Do not know ‘ Agree ‘ Strongly agree
12. Nursing documents are a source for study

Strongly disagree ‘ Disagree ‘ Do not know ’ Agree ‘ Strongly agree

13. Nursing documentation improves interactions between members of the
medical team

Strongly disagree ‘ Disagree ‘ Do not know | Agree ‘ Strongly agree
14. Nursing documents make discharge from hospital go smoothly

Strongly disagree ‘ Disagree ‘ Do not know | Agree ‘ Strongly agree
15. Nursing documents lead to professional independence

Strongly disagree ‘ Disagree ‘ Do not know ‘ Agree ‘ Strongly agree
16. It would be better to focus on nursing care rather than documentation

Strongly disagree ‘ Disagree ‘ Do not know ’ Agree ‘ Strongly agree
17. Nursing documentation reduces work pressure on nurses

Strongly disagree ‘ Disagree ‘ Do not know | Agree ‘ Strongly agree
18. It is essential to document all nursing interventions

Strongly disagree ‘ Disagree ‘ Do not know ‘ Agree ‘ Strongly agree

19. Documentation can help speed up the decision and increase patient
satisfaction

Strongly disagree ‘ Disagree ‘ Do not know ‘ Agree ‘ Strongly agree
20. Nursing documentation improves the quality of nursing care
Strongly disagree ’ Disagree ’ Do not know ’ Agree \ Strongly agree

21. Nursing documents help speed up patient delivery

Stronglydisagree’ Disagree ’ Do not know ’ Agree ‘ Strongly agree




22. Nursing documents enable the medical staff to discover changes in the
patient's condition

‘ Strongly disagree ‘ Disagree ‘ Do not know ‘ Agree ‘ Strongly agree
23. Documentation can help enhance knowledge of nursing

\ Strongly disagree \ Disagree \ Do not know \ Agree \ Strongly agree
24. Documenting nursing interventions is a valuable skill

\ Strongly disagree \ Disagree \ Do not know \ Agree \ Strongly agree

Third part - the performance of nurses on nursing
documentation

1. Which of the following practices could lead to malpractice? Select all
that apply

A- Charting interventions in advance to save time

B-Documenting incorrect data

C-not charting the correct time when events took place

D- deleting incorrect entries and crossing them out with a horizontal line
E- not recording verbal orders or not having them signed

2. What kind of notes are taken when charting by exception? Select all
that apply
A- additional treatments done or planned treatments withheld
B- standing orders and physical history
C- new concerns
D- changes in patient condtion

3. In the SOAPE format, a briefer adaptation of the POMR, where is
Intervention (1) included?
A It is not mentioned in this kind of documentation
B-Included in the notations under PLANNING
C- Included under assessment
D It belongs to another format

4. Which of the following are considered the principal sections of a
problem-oriented medical record? Select all that apply.
A-Database
B-Problem list
C-Care plan
D-Physical examination and diagnostic tests
E Referral form

5. Preprinted guidelines used to care for patients with similar health
problems.
A-Nursing Care Plan
B-Kardex
C Common illness index
D Health intervention reference



6. What kind of documentation is the following? Pain scale 0/10, hand
and leg strong to right, weak to left. Skin pink, warm and dry, turgor
good, incision to Rt. anterior chest wall erythema or edema.

A Kardex

B- Narrative

C- Nurse's Notes
D Shift report

7. Which of the following does not refer to the process of adding
written information to a health care record?
A Recording
B Charting
C-Data entry
D- Documenting

8. Which of the following statements are true regarding basic rules for
documentation. Select all that apply.
A-Use direct quotes for objective assessments
B-If a charting error is made, draw one line through the faulty information
C-Chart only your own care even when someone else calls you for a late
entry.
D-Chart after care is provided, as soon as possible, and as often as
needed
E Sign each block of charting with full legal initials and title

9. When is it unnecessary to chart a narrative note? Select all that
apply.
A Each time you give a medication
B Each time a bath is given
C Each time a decubitus ulcer changes in appearance
D Each time you assess vital signs

10.In the SOAPE format, if ever there is a need for changes, where will
the REVISIONS (R) be included?
A REVISIONS belong to another format of documentation
B REVISIONS are not part of this documentation
C REVISIONS are noted in the EVALUATION section
D REVISIONS are noted in the ASSESSMENT section

11.Which of the following statements about documenting is not true?
A Involves recording the interventions carried out to meet the patient's
needs.
B Done in a proper way, it reflect the nursing process.
C Necessary to prove that nursing work was done.
D Nursing documentation can be accepted in both verbal and written form

12.When does discharge planning ideally begin?
A During admission
B After admission
C Before admission
D Without admission



13.Choose based on SOAPIER, which abbreviation applies to the
following: You have a 48-year-old patient who says, "l feel like | can't
breathe." . Then the patient grabs his chest and says, "My chest hurts so
badly, please help!" Ask the patient to rate the pain on a scale from 0 to
10, with 10 being the worst pain of all. The patient replies, "10, it hurts me
so badly!" Then she asks the patient to describe what the pain is feeling,
and inform the patient that his pain is like pressure?

0
IM—T>0W

14-Choose based on SOAPIER, which abbreviation applies to the
following: You have a 48-year-old patient whose respiratory rate
is 28 breaths per minute and their heart rate is 115 beats per
minute. . Then your patient will start to become sweaty and pale.
You take an EKG that shows a sinus tachycardia. The pulse
oximeter shows 100% on room air and patient blood pressure
120/80 mm Hg?

A-'S B-0O C-A D-P E-I F-E G-R

15-Choose based on SOAPIER, which acronym applies to the
following: Information obtained from patients, including
demographic data in the assessment, year of birth, gender, social
status, economic level, the country from which they came, and the
ethnic groups to which the patients belong?

A- S B-O C-A D-P E- 1 F-E G-R

16-Choose based on SOAPIER which abbreviation applies to the
following: The nurse encourages the patient to cough / deep
breathing, and to use an incentive spirometer. Helping the patient
to navigate the bathroom and hallways. Use pain reliever as
needed for pain when moving / walking. Keep monitoring vital
signs and lab results?

A- S B-O C-A D-P E-1 F-E G-R

17-Choose based on SOAPIER, which abbreviation applies to the
following: A 62-year-old patient complains of shortness of breath
with a cough accompanied by secretions, as the patient interferes
with nursing in keeping the airway clean by encouraging the
patient to fill his secretions with a successful cough. This facilitates
Adequate disposal of secretions. And the suction of secretions as
necessary. This is to clear the blockage in the airway. While
staying with the patient during acute attacks of respiratory distress.
This will reduce the patient's anxiety, thus reducing the need for
oxygen. Helping the patient to move around as permitted by the
doctor's orders three times a day. Can ambulation lead to more
break-up and triggering of secretions that clog the airways?

A- S B-O C-A D-P E- I F-E G-R



18-Choose based on SOAPIER, which abbreviation applies to the
following: A nurse enters the patients room and starts a
conversation. During this time, the nurse assesses whether the
patient is following a new diet. The nurse also decides to evaluate
the patient's expectations about care. The appropriate statement to
evaluate the patient's expectations of care? On a scale from 0 to
10, evaluate your nausea level. The nurse weighs the patient as
well, asks the nurse, "Do you think you've received the information
you need to follow your diet"?

A- S B-O C-A D-P E-I F-E G-R

19-Choose based on SOAPIER, which abbreviation applies to the
following: When visiting the patient x and assessing his health
condition, the nurse noticed that the severity of the patient's pain
did not decrease as required, so he informed the doctor as well.
Who determines the adjustments to be made in the nursing care
plan?

A- S B-O C-A D-P E-I F-E G-R
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