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Abstract 

Record keeping is the documentation of nursing care that is planned and delivered to individual patients 

by qualified nurses or other caregivers under the direction of a qualified nurse. Nursing documentation 

is a fundamental part in the character of nursing profession, and essential for arrangement, estimate of 

medical interventions and on-going patient care; consequently, nurses are responsible for maintaining 

correct report of care, it is described as a vital factor in the nursing quality improvement and promotion 

as well as efficient aspect in nursing practice transparency and accountability. During the coronavirus 

outbreak, events will move fast, and a nurse may find difficulty in facing unexpected incidents and 

adjustments to care plans. Detailed nursing documentation is critical to support skilled care and 

services for skilled nursing facility providers. Hence the study aimed to assess the level of challenges 

experienced by nurses during covid-19 pandemic in Saveetha Medical College and Hospitals. 

Univariant descriptive design was employed and 100 nurses were selected as samples based on the 

inclusion criteria. Researcher introduced to the subject and developed the rapport with them. 

Confidentiality was maintained for each sample while collecting the data. Socio-demographic data was 

collected from nurses by interview method and the level of challenges in record-keeping experienced 

by nurses during covid-19 pandemic were done by using structured questionnaire. The study results 

reveals that most of the nurses 84(84%) were female, 87(87%) were in the age group of 20 – 26 yrs., 

93(93%) were B.Sc. (N), 54(54%) were working in ward, 93(93%) had 1 – 5 years of work experience, 

93(93%) were always keeping record for every patient, 43(43%) of nurses experienced moderate level 

of challenges, 31(31%) faced mild level of challenges and 26(26%) faced high level of challenges in 

record-keeping and that none of the demographic variables had shown statistically significant 

association with level of challenges in record-keeping experienced by nurses during the covid-19 

Pandemic. 
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Introduction 

Record-keeping is the documentation of nursing care that is planned and rendered to 

individual patients by qualified nurses or other caregivers under the supervision of a 

qualified nurse. Nursing documentation is a fundamental part in the art of nursing profession, 

and essential for arrangement, estimation of medical interventions and on-going patient care 

Karkkaninen.O, et al., (2003) [1]. Record-keeping serves as communication instrument for 

exchange patient information in the hospitals and health care setting inter-disciplinary and 

with other disciplines, record-keeping asserted crucial for the patient's care decision making 

and safety as it guaranteeing the continuity of care through effective, improving valuable 

communication, and collaborative management among healthcare professionals Jefferies, et 

al., (2010) [2]. Record-keeping is described as a vital factor in the nursing quality 

improvement and promotion as well as efficient aspect in nursing practice transparency and 

accountability Potter. P, (2012) [3]. Effective nursing practice requires detailed and legible 

record-keeping that is comprehensive, timely and accurate. Without complete recording there 

is no evidence to prove that care was provided to the patient, and in nursing practice there is 

a saying that ‘what is not recorded has not been done’ Marinic (2015) [4].  

According to a survey done by World Health Organization it has been shown that poor 

communication between health care professionals is one factor for medical errors Daniel, et 

al. (2008) [5]. Nursing documentation should show the rational and critical thinking behind 

clinical decisions and interventions, while providing written evidence of the progress of the 

patient Blair, et al. (2012) [6].   
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Nurses should also bear in mind, when compiling records 

that their colleagues rely on the information they record 

when taking over a patient’s care this can resolve any 

uncertainty over how much to write in patients’ notes. The 

challenges for documentation reported so far, include 

shortage of staff, inadequate knowledge concerning the 

importance of documentation, patient load, lack of in-

service training and lack of support from nursing leadership 

Tasew, et al. (2019) [7]. Documentation should be written 

with the involvement of the patient or client wherever 

practicable and completed as soon as possible after an event 

has occurred. It should provide clear evidence of the care 

planned, the decisions made, and the care delivered and the 

information shared Castledine, G. (2006) [8]. 

The Code of Professional Conduct (NMC, 2002) advises 

that good record-keeping is an essential tool of 

communication between nurse which states that nurses 

‘must ensure that the health care record for the patient or 

client is an accurate account of treatment, care planning and 

delivery Johnson (2014) [9]. covid-19 disease spreads 

primarily from person to person through small droplets from 

the nose or mouth, which are expelled when a person with 

covid-19 coughs, sneezes, or speaks. covid-19 is a public 

health emergency of international concern. During the 

coronavirus outbreak, events will move fast, and a nurse 

may find difficulty in facing unexpected incidents and 

adjustments to care plans. Detailed nursing documentation is 

critical to support skilled care and services for skill full 

nursing facility providers Vuorinen, et al., (2020) [10]. 

Record-keeping is a practical and indispensable aid to 

doctor, nurse and paramedical personnel in giving the best 

possible care to their patients. Recorded facts have value 

and scientific accuracy for more than mere impression of 

memory and there are guidelines for better administration of 

health services and quality of nursing care rendered Weed, 

L. L. (2014) [11]. 

 

Methods and Materials 

The research approach adopted in the study was quantitative 

approach by using Univariant descriptive research design. A 

study was conducted after obtaining the permission from the 

Principal, Saveetha College of Nursing, the study was 

conducted. A total of 100 nurses who are working at 

Saveetha Medical College and Hospitals were selected as 

samples based on the inclusion criteria. Researcher 

introduced to the subject and developed the rapport with 

them. Confidentiality was maintained for each sample while 

collecting the data. Socio-demographic data was collected 

from nurses by interview method and the level of challenges 

in record-keeping experienced by nurses during covid-19 

pandemic were done by using structured questionnaire. Data 

were analyzed by using descriptive and inferential statistics. 

 

Results and Discussion 
Table 1 reveals the demographic variables of the

participants. Out of 100 nurses most of the nurses 84(84%) 

were female, 87(87%) were in the age group of 20 – 26 

years, 93(93%) were B.Sc. (N), 54(54%) were working in 

ward, 93(93%) had 1 – 5 years of work experience and 

93(93%) were always keeping record for every patient.  

The table 2 shows that the 43(43%) of nurses experienced 

moderate level of challenges, 31(31%) faced mild level of 

challenges and 26(26%) faced high level of challenges in 

record-keeping during covid-19 pandemic (Figure: 1). 

The table 3 states that none of the demographic variables 

had shown statistically significant association with level of 

challenges in record-keeping experienced by nurses during 

the covid-19 Pandemic. 

This study was supported by Mahony et al. (2014) a study 

on record keeping: challenges faced by nurses of different 

age group, varying area of work and work experiences. His 

study results states that excessive time is needed for 

recording which leaves reduced time for patient care. Thus, 

all nurses, in any clinical position and at any levels of 

service are obliged to be offers ample knowledge and skills 

in the procedural essentials of documentation [12]. Another 

study states that despite numerous efforts by nurse managers 

to improve record-keeping, inadequate recording remains a 

global challenge in hospitals which is frequently reported in 

research findings of many nurse researchers Okaisu et al. 

(2014) [13]. Another study conducted by Mutshatshi et al. 

(2018) revealed that nurses do not record their actions to a 

great extent and they only record observations when there 

are abnormalities and such incomplete recording may lead 

people to think that they did not fulfil their duties [14].  

A study conducted by Khani et al. (2016) revealed that 

fatigue, large number of patients, high volume of nursing 

actions, lack of continuous monitoring and evaluation, lack 

of reward system to staff by nursing management were 

important factors affecting nursing records in hospitals [15]. 

Kim (2011) also identified that work experience of nurses 

and nature of nursing shifts are other factors that influence 

timeous record-keeping in public hospitals. The nursing 

audit of patient records for quality assurance purposes, peer 

review team meetings, mortality reviews and hospital 

management meetings continuously led to complaints about 

the trend of poor record-keeping, despite all efforts to 

improve record-keeping challenges [16]. Despite it was 

proved that the nature of quality nursing documentation 

confronted by much uncertainty and lack of knowledge, it 

was apparent that nursing care documentation is 

implemented with varying standards and models 

Gunningberg. L, (2004) [17]. Afolayan et al. (2013) in their 

study reveal that unavailability of materials for 

documentation is a challenge that affects record-keeping in 

hospitals. Nurses need charts for effective practice of 

nursing care at a hospital, and these charts are unavailable 

and hence record-keeping is affected [18].  

 

 
Table 1: Frequency and percentage distribution of demographic variables of nurses during covid-19 pandemic. N = 100 

 

Demographic Variables No. % 

Gender   

Male 16 16.0 

Female 84 84.0 

Age in years   

20 – 26 years 87 87.0 

27 – 32 years 11 11.0 
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33 – 39 years 1 1.0 

40 – 45 years 1 1.0 

Educational qualification   

G.N.M. 2 2.0 

B.Sc. (N) 93 93.0 

P.B.B.Sc.(N) 4 4.0 

M.Sc.(N) 1 1.0 

Location of work   

Ward 54 54.0 

Intensive care unit 36 36.0 

Outpatient department 10 10.0 

Others - - 

Work experience   

1 – 5 years 93 93.0 

6 – 10 years 3 3.0 

11 – 15 years 3 3.0 

More than 15 years 1 1.0 

Record keeping for every patient   

Always 93 93.0 

Sometimes 3 3.0 

Rarely 3 3.0 

Never 1 1.0 

Table 2: Frequency and percentage distribution of level of challenges in record-keeping experienced by nurses during covid-19 pandemic.  

N = 100 
 

Challenges in Record-Keeping Frequency (F) Percentage (%) 

Mild 31 31.0 

Moderate 43 43.0 

High 26 26.0 

 

 
 

Fig 1: Percentage distribution of level of challenges in record-keeping experienced by nurses during covid-19 pandemic 

 
Table 3: Association of level of challenges in record-keeping experienced by nurses during covid-19 pandemic with their selected 

demographic variables. N = 100 
 

Demographic Variables 
Mild Moderate High 

Chi-Square Value 
No. % No. % No. % 

Gender       
c2=0.446 d.f=2 

p = 0.800 N.S 
Male 4 4.0 8 8.0 4 4.0 

Female 27 27.0 35 35.0 22 22.0 

Age in years       

c2=6.064 d.f=6 

p = 0.416 N.S 

20 – 26 years 28 28.0 37 37.0 22 22.0 

27 – 32 years 2 2.0 6 6.0 3 3.0 

33 – 39 years 1 1.0 0 0 0 0 

40 – 45 years 0 0 0 0 1 1.0 

Educational qualification       

c2=4.954 d.f=6 

p = 0.550 N.S 

G.N.M. 1 1.0 0 0 1 1.0 

B.Sc. (N) 29 29.0 39 39.0 25 25.0 

P.B.B.Sc.(N) 1 1.0 3 3.0 0 0 

M.Sc.(N) 0 0 1 1.0 0 0 
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Location of work       

c2=5.225 d.f=4 

p = 0.265 N.S 

Ward 15 15.0 27 27.0 12 12.0 

Intensive care unit 14 14.0 13 13.0 9 9.0 

Outpatient department 2 2.0 3 3.0 5 5.0 

Others - - - - - - 

Work experience       

c2=6.896 d.f=6 

p = 0.331 N.S 

1 – 5 years 29 29.0 41 41.0 23 23.0 

6 – 10 years 0 0 2 2.0 1 1.0 

11 – 15 years 2 2.0 0 0 1 1.0 

More than 15 years 0 0 0 0 1 1.0 

Record keeping for every patient       

c2=3.586 d.f=6 

p = 0.732 N.S 

Always 28 28.0 40 40.0 25 25.0 

Sometimes 1 1.0 1 1.0 1 1.0 

Rarely 1 1.0 2 2.0 0 0 

Never 1 1.0 0 0 0 0 

N.S – Not Significant 

 

Conclusion 

The study findings concluded that 43(43%) of nurses 

experienced moderate level of challenges, 31(31%) faced 

mild level of challenges and 26(26%) faced high level of 

challenges in record-keeping and that none of the 

demographic variables had shown statistically significant 

association with level of challenges in record-keeping 

experienced by nurses during the covid-19 Pandemic. Based 

on the current study findings further studies can be 

conducted on the larger scale, another study to compare the 

level of challenges in record-keeping experienced by nurses 

in government hospitals and private hospitals. Similar study 

can be done to compare the level of challenges in record-

keeping experienced by nurses in manual record-keeping 

and electronic record keeping. 

 

Acknowledgement 

Authors would like to appreciate participants for their 

cooperation to complete the study successfully. 

 

References 

1. Kärkkäinen O, Bondas T, Eriksson K. Documentation 

of individualized patient care: A qualitative 

metasynthesis. Nursing ethics. 2005; 12(2):123-132. 

2. Jefferies D, Johnson M, Griffiths R. A meta-study of 

the essentials of quality nursing documentation. Int J 

Nurs Practice. 2010; 162:112-124. 

3. Perry AG, Potter PA, Ostendorf W. Clinical nursing 

skills and techniques. Elsevier Health Sciences, 2013. 

4. Marinic M. The importance of health records, Health. 

2015; 7:617-624.  

https://doi. org/10.4236/health.2015.75073  

5. O’Daniel M, Rosenstein AH. Professional 

communication and team collaboration. In Patient 

safety and quality: An evidence-based handbook for 

nurses. Agency for Healthcare Research and Quality 

(US), 2008. 

6. Blair W, Smith B. Nursing documentation: Frameworks 

and barriers. Contemporary Nurse. 2012; 412(6):160-

168. 

7. Tasew H, Mariye T, Teklay G. Nursing documentation 

practice and associated factors among nurses in public 

hospitals, Tigray, Ethiopia. BMC research notes. 2019; 

12(1):612. 

8. Castledine G. The importance of keeping patient 

records secure and confidential. British journal of 

nursing. 2006; 15(8):466-466. 

9. Johnson G. Investigation underlines need for accurate 

medical records. Occupational Health & Wellbeing. 

2014; 66(1):11. 

10. Vuorinen V, Aarnio M, Alava M, Alopaeus V, 

Atanasova N, Auvinen M et al. Modelling aerosol 

transport and virus exposure with numerical simulations 

in relation to SARS-CoV-2 transmission by inhalation 

indoors. Safety Science. 2020; 130:104866.  

11. Weed LL. Medical records that guide and 

teach. Clinical Problem Lists in the Electronic Health 

Record, 2014, 19. 

12. Mahony D, Wright G, Yogeswaran P, Govere F. 

Knowledge and attitudes of nurses in community health 

centres about electronic medical record, Curationis. 

2014; 37(1):1150.  

https://doi.org/10.4102/curationis.v37i1.1150  

13. Okaisu E, Kalikwani F, Wanyana G, Goetzee M. 

Improving the quality of nursing documentation: An 

action research projrct. Curationis. 2014; 37(2):1-11. 

14. Mutshatshi TE, Mothiba TM, Mamogobo PM, Mbombi 

MO. Record-keeping: Challenges experienced by 

nurses in selected public hospitals. Curationis. 2018; 

41(1):1-6. 

15. Khani M, Sedeghazadeh M, Khani Jeihooni A, Khashfi 

SH. Factors influencing nursing documentation from 

the perspective of nursing staff’, International Journal 

of Medical Research & Health Sciences. 2016; 

5(11):717-718. 

16. Kim H, Dykes PC, Thomas D, Winfield LA, Rocha 

RA. A closer look at nursing documentation on paper 

forms: Preparation for computerizing a nursing 

documentation system. Comput Biol Med. 2011; 

41(4):182-9. 

17. Gunningberg L, Ehrenberg A. Accuracy and quality in 

the nursing documentation of pressure ulcer: 

acomparison of record content and patient examination. 

J Wound Ostomy continence Nurs. 2004; 31(6):328-

335. 

18. Afolayan JA, Donald B, Baldwin DM, Onasoga O, 

Babafemi A. Evaluation of the utilization of nursing 

process and patient outcome in psychiatric nursing: case 

study of psychiatric hospital Rumuigbo, Port 

Harcourt. Adv Appl Sci Res. 2013; 4(5):34-43. 

http://www.allresearchjournal.com/

