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ABSTRACT

Aim: To explore the barriers faced by nursing staff in proper nursing documentation at the tertiary care hospital of Peshawar

Pakistan.

Methodology: A qualitative case-study design was used, having a 12 sample size as a result of data saturation, while the data
was collected using purposive sampling technique in the two tertiary care hospital of Peshawar. The data was collected in the
November 2022. A semi-structure interview was conducted with each participant using a topic guide where the interview lasts for
60 to 90 minutes. The data was translated from Urdu to English, while the thematic analysis based on Braun and Clarke six
steps used for analysis. The study was approved by the advance studies and research board and ethical review board of Khyber

medical university Peshawar.

Results: Four themes were emerged that was individual issues, incompetence’s in documentation, technical issues and

organizational issues.

Conclusion: The study indicates that documentation is vital component of quality care that are affected by shortage of staff, lack
of training, heavy workload, managerial issues like verbal commands, ambiguous writing, individual issues like lack of
motivation, coordination, time and knowledge, and software and hardware issues create challenges for nurses in their

documentation.
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INTRODUCTION

Quality health care consists of an efficient, cost-effective, safe,
patient-centered, and accessible environment with the promise of
ongoing efforts for improvement®. Nurses play a vital role in
maintaining and promoting quality care, while documentation is the
evidence that displays the nurse's performance. To achieve set
goals regarding patient safety, it is pivotal to keep the clinical
record of the patient to understand the patient's overall profile of
delivered and intended care and provide the best possible care to
improve patient safety through proper and accurate
documentation?.

ND means to record what services were provided to the
patient and when they occurred, it may be written on paper or
electronically®. Furthermore, nursing documentation is important
for safe, ethical, and effective nursing practice®. Despite the fact
that it may appear to be time-consuming, documentation is an
essential part of the work that nurses do in all roles and settings.
ND is a requirement for nursing practice, serves as evidence of
care, provides firsthand accurate data, and reflects the action
nurses have taken for the patients®. Moreover, it verifies that the
nurse has completed their professional duty of care. Appropriate
documentation is not only a channel of communication but also
provides important information about the patient, his changes in
health status, and also evaluates the nurses' ability to provide
excellent care®.

The code of professional conduct endorses good records for
nurses to communicate with other health care professionals [7].
Studies show that documentation is associated with patient
morality®. A lot of research studies have shown that nurses all over
the world do not properly document their work, despite it being one
of their key responsibilities®. In practice, healthcare professionals
typically use two methods to record nursing documentation (ND)
data, in both handwriting and electronic records, depending on the
kind of clinical setting and the systems used to keep patient
records. According to reports, nursing records are frequently
insufficient, inaccurate, and of poor quality®.
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In a developing country like Pakistan, documentation is an
important element of nursing practice. There are also many
hospitals where the process of documentation is affected by
certain  factors like; inadequate knowledge regarding
documentation, lack of training, lack of time, patient work load, and
insufficient record materials**. The documentation of patient care
takes up about 15% to 25% of each shift, according to estimates2.
These data depend on the structure of the health care system. In
developed countries, the number of assigned patients in wards is
approximately 8 to 10, but in developing countries like Pakistan,
the number of assigned patients is closer to 20 to 30, especially in
public sector hospitals. In those circumstances, nurses found it
difficult to administer medication or record documentation. ND is
considered a vital instrument to determine the overall quality of
services, therefore the health regulatory authorities’ emphasis on
documentation.

Nursing care is likely to break up and become primarily
established on organizational routines and schedules if no
modified care plan is carefully monitored®®. The provision of ND is a
tool that includes providing legal proof of care: the efficacy and
efficiency of patient care provide facts for a variety of purposes
such as determining an organization's economic status,
maintaining standards and quality, and collecting and analyzing
data. Furthermore, it also provides a catalogue for the
enhancement of understanding and awareness in clinical and
nursing education*,

The aim of this research was to investigate the ND and its
barriers in a tertiary care hospital in Peshawar, Pakistan.

METHODOLOGY

The design used for the study was a qualitative case study. Case
studies may make it easier to describe, comprehend, and explain a
research issue or circumstance, and they also give the researcher
the chance to acquire a comprehensive understanding of the issue
at hand?®.

Study population, setting and Sample size: This study's
population consists of nurses who work and document data on a
daily basis for each shift. The study setting was two hospitals in
Peshawar, Pakistan: Hayatabad Medical Complex and Khyber
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Teaching Hospitals. Both hospitals have the status of government
hospitals but are now operating under the status of medical
teaching hospitals (MTI) through a shared governance
management style. Both tertiary care hospitals have introduced
hospital management information systems (HMIS) for
documentation.The sample size of 12 was selected through data
saturation. Data saturation occurs when there is enough data to
duplicate the study, new data cannot be collected, or additional
coding is no longer possible?®,
Sampling technique: A purposeful sampling technique will be
used for the sample collection and data collection. To make the
most of scarce resources in qualitative research, deliberate
sampling is a frequent technique for identifying and selecting
samples with lots of information®’.
Study duration, inclusion and exclusion criteria: The duration
of the study was completed in a months after approval from the
graduated committee (GC), the advance research board (ASRB),
and the ethical review board (ERB).
The criteria for this study were:
e  Registered nurses (RN), who are actively involved in patients'
care
. Nurses who have at least 1 year of experience giving care to
patients.
e While the exclusion criteria were:
e Nurses who refuse to participate in the study
e  Nurses who are absent or on long leave.
Data collection Procedure: Permission was obtained from the
graduated committee (GC), the advance studies research board
(ASRB), and the hospital director.To consecutively inform the
participants about the various aspects of this study, a face-to-face
semi-structured interview was conducted. A few open-ended
questions from the participants were allowed with the help of the
topic guide for in-depth information and to communicate their
experience and perception.The interview lasts from a 60 to 90
minutes. Nurses were questioned to define their work day at the
beginning of each interview, then the process of documentation
was how you record the nursing documentation (ND), the answers
were recorded and translated to English word by word. The
recorded words were entered and compared with previous
recordings to determine which to remove in order to improve
precision and give the researcher more control over the received
data.At the end of each interview, the collected data was readied
word for word many times for understanding of the content and
division of text into meaning.The data was categorized primary in
codes then into subcategorizes based on similarities and
differences®®.
All participants' consent has been obtained, and their interview
documents have been kept confidential in order to uphold ethical
standards in the research.
Data Analysis procedures: The transcription of the data, it was
read and reread to form the primary concept in order to ensure a
thorough understanding of the collected data. The categories were
used to create the themes, and participant quotes were used to
confirm them.Thematic analysis of the data was carried out
through Braun and Clarke's six phases.
Ethical Consideration: The study was approved by the advance
research board and the ethical committee of Khyber Medical
University, and then permission was obtained for data collection
from the director of the Institute of Nursing Sciences at Khyber
Medical University. Furthermore, permission was obtained from the
hospital administration of Khyber Teaching Hospital and
Hayatabad Medical Complex for data collection from nursing staff.
The study's objective and purpose were explained to each
participant, and then consent was obtained from each member of
the nursing staff, stating that their participation was voluntary, they
would not receive any direct profit from the study, and they had the
right to leave the study at any time, and that their data would only
be used for data analysis and would not be shared within the study
to maintain confidentiality.

Trustworthiness: The quality, authenticity, and truthfulness of
gualitative research findings are referred to as "trustworthiness. It
has to do with how confident readers are in the outcomes. The four
dimensions of credibility—dependability, conformability, and
transferability—are the foundation of the current study's validity
and reliability’®. Trustworthiness is an indicator, regarding the
quality of the study, that the researcher has conducted the study
correctly.In  this study, continuous engagement with the
participants and research data were established to maintain
credibility.In this study, information about the questions was shared
with other nurses who were not involved in the research, and then
their experiences were matched for transferability. To evaluate the
conformability of this study, everything that was done was
accurately recorded, including the stages of the work and how the
data were gathered.The data was integrated to select multiple
samples and different opinions from which to draw conclusions
based on the evaluation of coordination among the results to
promote dependability.

RESULTS

The number of female nurses (66.6%) in the total of 12 participants
was in the majority at n= 8, compared to the number of male
participants 4(33.3%). In the category of education, the majority of
the participants were 2 year post-RN staff 9(75%) and 4 year BSN
degree nurses 3(25%) (Table 1).

Table 1: demographic data of the participants

Characteristics Frequency Percentage
Gender Male 4 33.3
Female 8 66.6
Age < 25 years 2 16.6
26 to 35 years 9 75
> 36 years 1 8.3
Education BSN 3 25
Post-Rn 9 75
MSN 0 0
Experience Lessthan5years | 8 66.6
5—10 years 2 16.6
11 and above 1 8.3
Facility HMC 7 58.3
KTH 5 41.6

Result description: Through thematic analysis from the data
collected from the patient through interviews were analyzed and
were coded. Initially 185 codes were generated, which was
categorized in 13 categorizes and 4 themes were generated. Four
main themes were generated from the data

1. Individual issues

2. In-competencies in documentation

3. Organizational challenges

4. Technical issues

Individual issues

Organizational
issues

Incompetence’s in
documentation

Final Themes and its subthemes of this study
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Table 2: Major themes and subthemes

Major Theme Subtheme Codes
Individual Lack of motivation No motivation from
barriers management
Lack of coordination Lack of coordination among
staff and management
Lack of time Lack of time
Lack of knowledge Lack of knowledge
In- Managerial issues Lack of monitoring
competencies Lack of control
in Unclear format Low Typing speed
documentation Ambiguous writing
Spelling mistakes
Verbal order waste | Verbal orders take more
more time time
Technical Software issues Link down Software updates
issues Hardware issues Lack of technical facility
Power break down
System deficiency
Data issues Data lost
Organizational Resources scarcity Staff shortage
challenges Heavy workload
Lack of training Lack of training
Dual documentation Documentation burden

Theme One: Individual Issues: This theme emerged in the study as a
result of participant assessments of the challenges nurses
encounter when documenting their work. In this theme, limitations
to motivation, coordination, and time were noted.

Lack of Motivation: According to nurses, hospital management
did not encourage personnel to document well. Management and
workers are not coordinated enough.

Some of the participants expressed their concern over the lack of
motivation from the management side regarding the
documentation process. The hospital management did not
encourage staff members to document patient data in a proper
way.

The hospital administration doesn’t motivate those staff who
document well, so demotivation also became a barrier to
documentation. If the administration decides and announces that
each nurse's documentation will be monitored over a period of
time, and the best performers will be rewarded with an
appreciation certificate or have it added to their performance
appraisal (P.2).

Many of our staff practice is very good, and they also take it
seriously, but some of the staff with whom | work don'’t take it
seriously and only maintain records relevant to patients, or
sometimes they skip it and no one warns or advises them. (P 5)
Lack of Coordination: Teamwork is always effective in making
difficult decisions, especially in work load management, but
coordination is required among them. Without coordination,
teamwork did not build to achieve the desired outcome.
Coordination among team members is essential for effectively
dealing with overcrowded situations, but lack of coordination
creates challenges in the documentation process. Increased
patient flow makes work burdensome for nurses, and the hospital
administration even did not acknowledge the efforts of staff
members to document each and every event. They needed to be
appreciated in terms of different aspects, but a lack of appreciation
is also a big challenge for nurses and could create hurdles in the
documentation process in such conditions.

The flow of patients is also a huge barrier. Sometimes teamwork is
better, but a lack of coordination among the staff also creates
barriers. (P.3)

In my previous experience, | recognized that when a patient's
burden increased, working as a team with other staff was required
so that they could handle this difficult situation, but here | saw a
lack of coordination among nurses and with their administration (P.
4).

Lack of time

Keeping records of everything a nurse does for a patient takes
time, and professional nurses have found that keeping good

records is difficult due to time constraints. There are numerous
forms that must be filled out manually, which presents a problem
for nurses because they frequently forget to do so, leading to
incomplete recording. As a result, good documentation took time,
which kept nurses away from their patients or caused them to
spend less time with them.

When new patients are received in the ward, assessing them for
their admission, preparing their file, and entering their receiving
notes take a lot of time. Attending a new patient for care and
medication is difficult compared to an admitted patient due to
intravenous cannulation for administering the medication or fluids
and lab investigations. Due to a lack of time, performing the care of
the already admitted patients and adding several new patients
made it difficult for us to document properly (P.7).

Documentation is difficult; we don’t have it, and it consumes so
much time that it is challenging to write everything (P12).

Lack of knowledge: The nurses are trained during their academic
program and internship about documentation and medical
terminologies so that they can improve their competencies.

As | observe, many of our new staff don’t know how to document
or write in an electronic system or don’t understand the
terminology, so they skip or wait for some other staff to complete
the documentation (P3).

Theme 2: In-competencies in documentation

In this theme, numerous challenges were identified based on the
participant's statement related to documentation inadequacies.
Managerial issues, verbal commands, and unclear formats were
the common flaws raised in this theme.

Managerial issues: The belief that one can influence events or
situations is a general explanation for perceived control, while the
monitoring of a supervisor or team leader that the nurses assign in
their ward is documenting everything without forgetting some
events, vitals, or medication. In the majority of wards, this practice
was neglected, but some nurses experienced it and considered it
useful for documentation in a timely manner.

| believe that a lack of monitoring in the documentation prevented
both positive and negative efforts to improve the documentation in
this collection from being observed (P.2).

As | observed, control is available in some units that | experienced
as being very effective over documentation, but the issue is
discontinuation that leads to inconsistency in quality
documentation (P. 5).

Unclear format: A health information system is designed to enter
patient data, manage it, and analyses it appropriately, but
personnel skills are essential to running this system effectively.
Typing speed is one of the most prominently identified best uses of
the system, especially in work burden management. These skills
are developed by introducing training programs before and after
the installation of the health information system. Staff who are still
unfamiliar with the system have slow typing speeds, which could
make documentation difficult for them.Paperwork needs to be clear
and concise for better communication. Inappropriate handwriting
and spelling mistakes make it difficult for the reader to understand
and could cause some serious damage.

Electronic medical records require typing practice so staff
unfamiliar with computers faces difficulties. (P.3)

The poor spelling and rough writing of the doctors made it difficult
for us to obey the prescription. (P.4)

Spelling mistakes and inappropriate writing are also barriers in our
documentation. (P.5)

Verbal orders take more time: Most of the participants stated that
following verbal orders in emergency conditions and waiting for a
long time to enter the prescription was because verbal orders are
not routinely followed in our hospital. As a result, it wastes the
majority of our time and occasionally fails to document after
proceeding, making our work difficult.

Verbal orders are also a barrier to documentation; sometimes we
perform and enter the orders given by the doctor, and then we wait
for his documentation. We don't always obey verbal orders, so
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waiting for written orders before proceeding with a procedure or
taking medication takes a long time. (P.7)

Verbal orders are a barrier to documentation; they occur when
doctors forget to enter their prescription or when there are too
many patients. (P.12)

Sometime during the round or in front of the patient attendant, the
duty doctor orders verbally for the satisfaction of the patient “that |
told the nurse," but in fact it is just a verbal order. (P8)

Theme 3: Technical Issues: In this theme, the study participants
showed deep concern over technical issues faced in
documentation. Software, hardware, and lost data are the main
challenges explored in technical barriers.

Software issues: The health information system is software that
needs to be connected with all concerned departments to maintain
the flow of information between them. Every hospital with an
electronic system has an information technology department that
works 24 hours a day to ensure that any problems with the server
are resolved. One participant explained:

In electronic records, the server occasionally goes down,
preventing us from entering new documentation. (P.1)

As | have experienced many times, the system became updated
without notifying us, which increased the burden of documentation
and wasted extra time (P 11).

Hardware issues: The hospital's health information system is
responsible for both hardware maintenance and software updates.
They also provide training to new staff regarding documentation.
Another main barrier is putting too many responsibilities on nurses
and having a lack of technical facilities for our staff. (P.4)

In electronic documentation, power is their basic requirement, so if
the power goes out, all the hospitals have their backup systems to
ensure that all the biomedical machines, monitor, and computer
remain off and save data from loss. One participant mentions in
the interview:

Electricity becomes a problem when systems are shut down and
we wait for backup to enter the data we performed. (P.12).

The nurses also mentioned that the lack of a computer system or
laptop is a barrier.

We didn't document any details because the computer system
department is insufficient for every staff member, so waiting for
one staff member to complete and leave the system takes too
much time from us.(P.9)

Data Issues: The health information system department should
receive suggestions from the end users about what challenges
they face, because computerized documentation is a purpose that
is implemented by every hospital, but when issues like this arise,
its usefulness becomes ineffective:

As I've noticed, we occasionally enter vital signs or intake output
that was missed and can't find an old record that we entered the
day before.(P.6)

Theme 4: Organizational Challenges

In this theme the challenges faced by nurses in proper
documentation regarding organization is documented.

Resources scarcity: This theme is explored on the basis of
participant ~ statements regarding challenges faced in
documentation. This theme focused on the lack of resources, the
fact that verbal orders waste time, and the need for double
documentation.

Resources are basic components for any operation to run
appropriately. Documentation needed proper resources in terms of
human, computer, and other technical facilities. Nurses faced
difficulties in the documentation process due to a scarcity of
resources. Standard nurse-to-patient communication is essential to
maintain documentation and provide better patient care. A staff
shortage could increase the workload and have an impact on
documentation.

The barriers we face are the shortage of staff, which makes
complete recording challenging, particularly if we are admitting a
lot of patients. (P.2)

The nurse-to-patient ratio is set by the international regulatory
authorities according to each department. If hospitals kept the

exact ratio, the quality of documentation would be effective, but in
many hospitals, nurses work more than their requirements, so their
documentation remains incomplete or brief.

We want to practice quality documentation, but in my ward, | deal
beyond my capacity, so it’s difficult not only to document but also
to talk with patients (P3).

Barriers occur when there is a shortage of staff; new nurses also
face problems with documentation, so we train them. (P.7)

A sufficient number of computers needed to be installed in each
unit. It will benefit not only nurses but also other health care
workers in their rounds or guidance.lf nurses have access to
computers in their respective stations, they will document each
step of their patient's care.ln an interview, one of the participants
explains that:

We didn't document any details because the computer system
department is insufficient for every staff member, so waiting for
one staff member to complete and leave the system takes too
much time from us.(P.3)

When the number of patients increased, it not only affected the
quality of documentation but also the satisfaction level of the
patients.

As I've discovered with an increasing number of patients, entering
each data item meticulously into the computer takes too much time
and will undoubtedly affect the quality of the documentation (P 4).
Inmost of the surgical wards, patients are admitted for surgeries. A
large number of new patients are admitted, so their receiving
notes, investigations, and medication documentation is difficult.
When a patient is admitted to our ward, it becomes difficult for us
to document each and every thing because of the blood
investigation, radiological process, receiving notes and initial lines,
and medication, so it becomes difficult to document the patient's
care. (P.12)

Our hospital provides state-of-the art care in Khyber Pukhtankhwa;
therefore, the number of patients is increasing from one month to
the next. Our documentation is affected by a large number of
patients. (P.6)

Lack of training: The provision of training is also important for
nurses to learn how to document according to the policy of that
hospital.

The first barrier | consider is a lack of training for staff. System
update is another barrier that sometimes occurs when we enter
vital signs or intake output that may be missed and increase the
burden of documentation on us.Sometimes we can't find an old
record that we entered the day before. (P.2)

Dual documentation: The hospital should adopt a one-way
documentation policy that the staff will determine how they will
document. In most hospitals, documentation is made through
written records in charts or patient files, while a limited number of
hospitals are paperless. Both staff and patients face challenges in
hospital settings that practice written and computerized
documentation, as participants in this study explain:

The burden of a two-way system is that we enter information
through an electronic record and also handwritten documents,
which take a lot of time. (P.5)

As the number of patients on our ward increased or any patient
became seriously ill, spending the majority of our time on critical
patients became a barrier to our documentation. (P.7)

DISCUSSION

Individual issues: In the first section, the individual issues are
highlighted in the form of lack of motivation, lack of coordination, lack of
time, and insufficient knowledge. The first sub-theme explores that
most nurses skip or document limited tasks due to a lack of motivation
from the seniors or administration.

In this study, the participants explain that there is a lack of
coordination among nursing staff and administration. The findings are
similar to those of a study conducted in 2022 by Thapa DR et al., which
found that teamwork was viewed as an important component of the
working environment and health of nurses.Regularly, nurses in their
work view cooperation as a team among the co-workers as not only
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important but the basis of success®. The results of our study reveal
two sub-themes of individual issues: a lack of motivation and a lack of
knowledge. Similarly, the study conducted by Bjerkan J et al in 2021
found that the challenges faced by nurses during ND were lack of
motivation, perception of incompetency, uncertainty, and ignorance of
proper ND?%. Another study finding reveals that it is possible to increase
the nursing staff's motivation to follow the established procedures and
guidelines for task documentation by designing systems that provide
them with better support?2. Similarly, the findings of a study show that,
as per the participants, after seven years of promotions, there were no
complaints from the ward, and my doctors' and my own evaluations
were also positive?.

The fourth sub-theme of the study was lack of time, which was

explored as a barrier during data collection. Similarly, the findings of
another study show that nurses understand that everything they do is
important and should be documented, but doing so on a daily basis is
boring and wastes a lot of time; thus, time has become a barrier to
proper nursing care. In some hospitals, records are kept in various
ways, such as handwriting on files or charts, which in some cases go
undocumented because nurses believe it is unnecessary?. In another
study, Mahony et al. (2014) show that time is one of the limitations of
recordkeeping, as there is insufficient time to complete all ND after all
clinical actions have been completed. This study found that too much
time is required for ND, leaving less time for patient care. Furthermore,
nurses cite insufficient time for ND all care delivery as a significant
barrier?*. Similarly, in a study conducted in Uganda by Okaisu et al.
(2014), incomplete files and charts were observed, but the majority of
participants considered that too much writing was a barrier to proper
ND?. According to Kamau (2015), the quality of nursing and their
performance of care could be improved by using advanced computers
and laptops, which will reduce waste of time, and training for enhancing
typing speed with limited numbers of patients?6. The study conducted
by Banakhar MA et al. (2017) shows that time constraints prevented
nurses from reporting incidents within hospital units, which negatively
affected patient care. The lack of study time is a result of the heavy
workload caused by the nursing staff shortage, particularly on the
general care wards?’.
In-competencies in documentation: In the in-competencies theme,
there were three sub-themes: managerial issues, unclear format
(spelling mistakes, rough writing), and verbal orders waste more time.
Two open codes in managerial issues were investigated in this study:
lack of control and lack of monitoring.A study's findings show that
nurses perceive that they require support and guidance from their
administration because there is no support from the seniors to
complete regular tasks. The nurses were responsible for administrative
and care-related tasks independently.

Furthermore that nurses felt under supported when handling
administrative duties such as organizing shift changes and finding
replacements when they were scheduled for leave.The absence of
managerial support led to frustration and an increase in work?. In
another study, findings show that the focus on comprehensive, specific,
and continuous control is one of the factors cited by contributors to this
study as a significant contributor to the failure to document nursing
services. Control, according to contributors, is the step of reducing
nurses’ motivation to progress ND in a systematic research
environment, rather than the reward and punishment
system.Unquestionably, one of the responsibilities of executive
managers at various levels and chief executives is to monitor and
control organizational performance and processes. In the second sub-
theme of in-competencies documentation, the unclear format, which
means that nurses don’t document clearly, became a barrier in this
study, which is similar to a study that shows that nurses face difficulty
with orders that are not clear and have spelling mistakes; therefore, the
study recommends that the writing be cleared for easy understanding?é.

The third theme, "verbal orders take longer," was mentioned in
the study's sub-themes.It is also mentioned in a study that there are
flaws in every healthcare system, so they only verbalized it, not
mentioning it on file or in computer, thus restating and informing the
doctor who orders for certain conditions, making it difficult for nurses to
document a medication or procedure that lacks physical evidence?.
The finding of another study was similar to ours: EMR implementation
should be governed by a timeline and project management schedules
to prevent it from taking longer than anticipated?®.

Technical issues: The third team has three sub-themes: software
issues, hardware issues, and data issues. A study's results show that

there were an insufficient number of computers at their workstation. A
limited number of computers lost time while waiting for your line to get
a computer and document their report?.

In a study, the findings revealed that the majority of the
participants faced issues while logging in to their computer systems,
and the process took five minutes each time to connect to the main
server of the EPR (electronic patient record). Therefore, the staff
hesitated each time to enter their identification number and password
for log-on, while sometimes they left it to log-on to not waste time on
further documentation. In these hospitals, nurses seek help from each
other to document on their behalf to save time for patient care. All of
the nurses know that keeping the computer logged on in their absence
and writing for others is against professional standards and ethics?. A
study conducted for the assessment of barriers regarding
documentation found technological issues like lack of technical
assistance, unstable system access, poor EPR usability, and subpar
user interfaces did not meet their needs for nursing practice. The
respondents found it difficult to record and obtain the information they
needed to provide daily care?®. While the findings of this study
elaborate on technological barriers, we have at least a dozen systems,
but very few of them are connected. There is no connection between
the computers and other systems in the hospital for administering
drugs. Despite the positive conversations, the choice of systems is still
up to the pharmacist or medical practitioner°.

In our study, according to the study participants, computer
hardware or networking hardware was also an issue for nurses working
in both tertiary care hospitals. The findings are similar to those of a
study that shows that networks and computers frequently experience
maintenance issues. There is no hardware or software maintenance or
technical assistance. The study further elaborates that, first of all, we
have to confirm that the required hardware and the internet are working
properly, which will ensure that the software will work successfully3°.

The third and last theme of technological issues was data.
Participants in the study explain that we use both handwritten and
EPR. The participants explain in detail how, when we enter vital signs
or intake output charts into EPR, they sometimes disappear when we
search for them. EMR (electronic medical records) systems also have
some limitations, and when they are reached, they stop functioning,
which causes issues for many doctors3t. The less customizable nature
of EMRS software is another technical factor, so vendors should make
an effort to improve it. Software for EMRs is less reliable since systems
can fail®?. Another technical impediment is the absence of EMRS
hardware devices. Therefore, in the EMRS system, the unavailability of
hardware is also a barrier.

Organizational barriers: The organizational barriers are the last
theme interpreted from the collected data. Organizational barriers are
divided into 3 subthemes: resource scarcity, lack of training, and dual
format documentation.

The scarcity of resources in this study was divided into three
categories: staff shortage, system shortage, and increasing patient
numbers. The participant in the interview explains and elaborates that
there is a shortage of staff and that it will automatically affect the
nurse's practice and documentation. Similarly, in another study, the
findings show that staff shortages, very unfavorable patient-to-nurse
ratios, and a lack of essential tools for patient care and self-protection
were all reported by nurses?. In likely research conducted in Nepali
hospitals by Baral and Subedi, it was found that poor logistics, heavy
workloads, a lack of staff, and difficult health conditions had a negative
impact on nurses' work-related health®3. In another study, the main
hindrance to the quality of EHR data was determined to be a heavy
workload due to a shortage of staff. In China, hospitals received over
1.56 billion patient visits in the first half of 201634, Furthermore, another
study also reveals that they are overworked because of the volume of
patient care-related work they must complete, which results in poor
documentation in the patient file. Participants also mention that a lack
of staff and a high patient intake are factors contributing to the
increasing burden®. While another study uncovered issues such as
nurse shortages and patient burden in writing patient notes, a platform
that identifies and resolves these issues will be highly regarded by
nurses?.

In this study, the findings show that there is a shortage of
systems provided by the hospital. The findings are similar to those of a
study that shows that "There are very few computers available here for
personnel to use, and this scarcity causes problems because you have
to wait in line to get to write your report, and the waiting takes up a
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major percentage of time," said another participant while describing her
experience with the lack of computers?. Furthermore, other research
underlines the requirement for appropriate facilities and resources for
the advancement and usage of technology3®.

The second sub-theme of organizational behavior demonstrates
that, as mentioned by the majority of participants, one of the most
significant barriers in documentation is a lack of training. In a study, the
findings show that the system's acceptance can be raised by holding
training sessions and giving each nurse their own username and
password®. In another study, findings show that employee training
programmes can guarantee the resolution of employee issues and
reduce the need for qualified staff in the future®’. Similarly, other study
results show that participants noted that for enhancing the quality of
data in healthcare settings, it requires organized ND, while the quality
could be developed through training and learning, especially in the use
of EPR?.

The third and last sub-theme was dual documentation; therefore,
the staff considers it a barrier and burden during duty. The published
literature documents that in a hospital setting one form of format is
being used, while the findings of the study indicate dual documentation
in the form of written and electronic materials is becoming a barrier
itself

CONCLUSION

Nursing documentation is an important part of nursing education and
practice. The documentation is a chain of communication not only
among nurses but also with other health workers. The documentation is
also evidence of the care provided by nurses to patients. The study
concluded that dual documentation—handwritten in charts and files
and electronically became a burden on nurses. The study also
discovered that hospitals that used electronic documentation had
trouble maintaining software, hardware, and data.Furthermore, the
study identified organizational issues such as a lack of staff, a lack of
training, and a heavy workload as barriers, as well as individual in-
competencies such as managerial issues, verbal commands, and
ambiguous writing.The administration always plays a vital role in
overcoming individual barriers like lack of cooperation, time, and
knowledge that can be enhanced through professional development
and motivation.

The study identifies individual barriers, technical barriers,
incompatibilities, and organizational barriers. The purpose was to
enhance the quality of documentation, and patient outcomes by
recognizing the barriers faced by nurses during documentation.
Limitation: Because the study was conducted in Peshawar's two
tertiary care hospitals, the findings are limited to the number of
hospitals and staff. Purposive sampling was used to collect the data,
which limits the scope and generalizability of the findings due to the
exclusion of several secondary and tertiary care hospitals.
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