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Abstract 

 

Quality patient’s information has been proven to enhance the quali ty of care the patients receive 

as well as the guarantee of their safety. This is because information would be available to 

inform others and subsequently aid appropriate decision making concerning patients care.  On 

the other hand, nurses being the professionals who spend twenty-four hours with the patients 

have a lot of information to capture from patients observation and care. Hence Nursing  

Documentation provides a lot of information to guide decision-making, and it therefore needs to 

be efficient in order to be effective. 

The purpose of this study was to assess the effectiveness of nursing documentation as a 

communication tool among health professionals involved in patients care. Other aims were the 

extent to which nursing documentation fosters communication in the care setting and also to 

exploit ways in which nursing documentation could be improved upon to enhance efficiency.  

The study was conducted within a period of two months at the Volta Regional Hospital, Ho, in 

Ghana. Qualitative research method particularly case study was used to find answers to the 

research question. Also Actor Network and Information Infrastructures theories guided  the 

study. 27 nurses with different work experience and ranks, 2 physicians and 1 information 

officer were interviewed to exploit their divergent viewpoints on nursing documentation. In 

addition, participant observation was done in 4 of the wards on health personnel during work 

practice. The findings of the study indicated that work overload resulting from scarcity of 

nurses prevents the nurses from making time for documentation. Also there were too many 

sources of documentation with some levels of duplication without any definite structure. 

Further, a standard to guide nursing documentation was absent. In addition, nurses are trained in 

nursing care plan but had to use other types of documentation style at the work setting. Also the 

nurses make use and rely more on oral account of patient care than the written documentation. 

In conclusion the study revealed that at times the information captured was not adequate to 

communicate to others. However deployment of electronic nursing documentation at the wards 

was found to be appropriate in addressing this problem. Also the study provides insight into 

issues in the nursing documentation and accordingly would inform the Nursing Body in Ghana.  
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Chapter 1: Introduction 

 

1.1: General Introduction 

Quality health care and patients safety has been noted to be pivotal in health care delivery, 

especially in the developing countries where health care delivery is poor as compared to 

developed countries.  Achieving quality health care and patients safety has been linked to 

quality patient information. In the case of Ghana, it is seen in a 5 year-Quality Assurance 

Strategic Plan (QASP) with one of its aims on client focus, safe and quality clinical care (GHS, 

2007). However, the main strategy to be adopted in achieving this aim is to improve 

recording/documentation of patients’ information by health workers with focus on developing 

standards for documentation of patients record (GHS, 2007). At the national level focus is on 

quality care, patient safety, and patient’s right. Aside the QASP, the Ghana Health Service 

introduced the patient charter in 2002 to protect patient rights in the Ghana Health Service. 

Some of the issues addressed in the charter border on patients’ rights to quality basic health care 

(GHS, 2002). 

This points to the fact that, Ghana´s Ministry of Health is determined to ensure quality and safe 

care to health care consumers through deployment of quality patient information.  

On the other hand, nursing documentation (part of patient information), which consist s mainly 

of documentation of patients’ care, assessments, findings, and outcome of care, is also seen to 

play a crucial role in attaining quality care and patients safety. As stated by Papathanassiou et 

al. (2007): ―The importance of nursing documentation is neuralgic, provided that without it, 

there cannot be a complete qualitative nursing intervention and not even an effective care for 

the patient” (Papathanassiou et al., 2007). Quality care and patient´s safety is guaranteed when 

the nursing documentation is able to capture accurate patient information, and able to 

communicate what is written to all those involved in the patients care. This is because effective 

communication of patient information is said to be the difference between life and death as it is 

likened to air traffic controllers and pilots who need to clearly understand each other in what 

they say, given that the life of passengers who are not involved in the exchange depend on it 
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(Jordan 2009). Hence there is no room for deficiencies in the nursing documentation when 

quality care and patient safety is to be achieved. 

Similarly as noted by Mbabazi & Cassimjee (2006), through appropriate nursing documentation, 

members of the health team would be informed on patients `status and care. Hence, creating a 

medium to achieve collaborative care and subsequently improving the quality of care patients 

receive. 

Furthermore, the importance of nursing documentation in the care process is seen through the 

vagarious transformation of this tool over the years from attaining standards for documentation 

and the deployment of IT in the documentation process.  

In the last few years, however, international attention has been focused on the issues of 

documentation and its role in ensuring collaboration in health care. In fact the World Health 

Organization, WHO-SEARO coding workshop held in September 2007 outlined some 

guidelines for medical record and clinical documentation. 

In most developing countries especially sub-Saharan Africa nursing documentation is not at its 

best. Bakken (2007) note that large numbers of under qualified nursing staff, lack of incentives 

such as reimbursement, accreditation among others that are attached to efficient documentation 

barely exist in developing countries. 

However patient’s information captured in the Ghanaian hospitals especially the nursing 

documentation that is ―neuralgic‖ to quality care and patient’s safety is not at its best. Besides, 

issues at the clinical setting like time constrain and the lack of standards for documentation 

among others make the documentation and its uses ineffective. Consequently the study seeks to 

exploit how the nursing documentation is fulfilling this role of ensuring quality care and 

patients safety through documentation and communication of care. Secondarily, it seeks to 

explore ways in which nursing documentation could be improved upon to enhance efficiency. In 

achieving the above-mentioned aim, the study seeks to answer the following questions: How is 

the nursing documentation done? What is the nature of the nursing documentation? How is it 

used as a communication? How can it be improved to ensure efficiency? What is the role of 

verbal (informal) communication in the care process? 
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On the other hand, it has been noted that organizations that add value (IT) to and manage their 

information well, turn to excel in service delivery and production of goods. Accordingly,  proper 

management of information from the health sector can be a valuable resource for planning 

effective and improved service. Similarly, information from patient’s record systems can form 

the basis to optimize patient’s care (Moahi, 2009). The government of Ghana envisaged this, 

consequently the District Health Information System was launched in 2007 to support 

decentralization of health care in the country, using ICT to collect data at the district/municipal 

level for management and policy making. This was initially piloted in twenty districts and later 

deployed to all the district/municipal health administrations throughout the country. The data 

collected at the district level, consisting of the community and public health service and the 

district hospitals is forwarded to the national health administration through the regional health 

administration (MOH, 2008). Also the DHIMS is said to provide support for Hospital Integrated 

electronic patient records including nursing documentation. However the DHIMS, faced a lot of 

challenges like irregular power supply, lack of human resource to manned the systems, among 

others  (WHO, 2005). On the other hand the electronic patient records that is included in the 

HIS has not seen any implementation, as patient records at the health facilities remain paper-

based, making the collection, management and use of patient information cumbersome, 

unreliable and incomplete. 

Looking at the importance of nursing documentation in the care process, studies done in nursing 

documentation in developing countries especially is limited. Those done are often not 

accessible. Therefore this study will add to literature in this area especially in the sub-Saharan 

Africa, provide insight into issues in the nursing documentation and accordingly inform the 

Nursing body in Ghana. The study will also recommend to policy-makers ways to enhance 

smooth transition of paper-based nursing documentation to EPR.   

 

1.2: Study Context and Methodology 

The study was conducted in Ghana, at the Volta Region Hospital,  (VRH) Ho in the Volta 

Region of Ghana, in four of its ward. Details of the setting of the Hospital are given in Chapter 

three. 



4 

 

The aim of the study is to assess how effectively nursing documentation at the Volta Regional 

Hospital is achieving collaboration between health care professionals involved in the care of the 

patients through communication of the nursing documentation. This requires the views of the 

various actors in the process and the use of nursing documentation. Hence qualitative research 

method focusing on case studies was employed to exploit the divergent perspectives of the 

actors through observations and in depth interviews and document analysis to get a deeper 

understanding of the questions guiding the research. As posited by Stoop & Berg (2003) 

qualitative methods such as observation, interviews and documentary analysis are best in 

understanding the point of view of participants and in its particular social and institutional 

context (Stoop & Berg, 2003). Also the concept of Information Infrastructure and Actor Net 

Work Theory were used to guide the study in the area of transforming paper-based nursing 

documentation into electronic nursing documentation as well as mapping the various interests of 

the actors in the Nursing Documentation. 

 

1.3: Motivation 

Nursing documentation is noted to be crucial in ensuring collaboration among health providers. 

A wide range of research has proven that efficient nursing documentation ensures quality of 

care and grantees patients´ safety. Consequently, my worry about the poor state of nursing 

documentation at the Volta Regional hospital stems from this assertion.   

Nursing Documentation is an area I took special interest in, when working at the hospital as a 

nurse. I realized that the nursing documentation was not at its best. There were inefficiencies 

here and there. For example there were times when important information for patient care was 

not documented. These kinds of situations lead to disruptions in the care process, putting the 

patient safety at risk. I was also motivated to study nursing documentation due the fact that, 

patients in Ghana are increasingly becoming aware of their rights as patients and demanding 

better care, especially with the introduction of the patients’ charter. Aggrieved patients and 

relatives are now taking nurses and hospitals to court. However nursing documentations are 

invariably used as a defense in these cases. Consequently most documentation could not prove 

the nurses claims.  The above incidents motivated me to research on nursing documentation. 
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1.4: Outline of the Thesis 

The rest of the paper is organized in the following chapters.  

Chapter Two (2) the theoretical framework presents issues in nursing documentation in general 

and the developing countries especially. This is followed by the concept of information 

infrastructure, relating it to health information systems in the developing countries as well as 

nursing documentation. This chapter is concluded with the notion of Actor-Network theory and 

how these concepts relate to nursing documentation.  

Details of the research setting are given in chapter Three (3).  

The methodology guiding the study is described in Chapter four (4). It discusses qualitative and 

quantitative methods focusing on the preference for qualitative research methods. This is 

followed by the role of the researcher and data collection strategies used.  Final ly reflections 

from the field are highlighted on.  

Chapter five (5) presents the workflow and the state of information infrastructure of the 

research setting.  It ends with the empirical data collected.  

The key findings of the research are discussed in Chapter six (6).  

Finally, Chapter seven (7) consists of the conclusion drawn from the study and highlights on the 

implications of the study and recommendations. References used and appendices follow this 

Chapter.  
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Chapter 2: Theoretical Framework 

 

This Chapter is in three main parts, the first part describes some concepts in nursing 

documentation in general and some issues pertaining to developing countries. This is followed 

by the notion of Information infrastructure and some of its characteristics, as well as 

information infrastructure (health) in developing countries and standardization. Finally, the 

Actor network theory (ANT) is presented. This is concerned with different groups of actors and 

their different interests, which need to be negotiated towards the achievement of a common 

goal.  

 

2.1: Nursing Documentation 

All over the world nurses perform basic duties irrespective of geographical differences. Among 

these is the documentation of patients’ care, assessments and finding and outcome of care. ― 

Nursing documentation exists as a daily reality of nurses’ work. It is interpreted by some as the 

evidence of nursing actions and dismissed by others as a misrepresentation of nursing care‖ 

(Hearthfield, 1996). This duty is fundamental to professionalism that makes the nurse 

independent. Studies have shown that, this duty takes approximately 15-20% of the nurses’ time 

(Moody & Snyder, 1995). 

 Nursing documentation has taken a different toll in recent times with regards to the process/ 

mode of documenting. Whereas it is common to find computer-based documentation in the 

developed world, most hospitals in African are still struggling with pen and paper. However, 

whatever means are used, documentation that is done to a large extent serves the same purpose.  

Nursing documentation is the record of care planned and or care provided to patients, which 

reflects the quality of care provided (Irving et al., 2006). The College of Registered Nurses of 

British Columbia (CRNBC) an influential nursing body describes nursing documentation as any 

written or electronically generated information that describes the care or service rendered to 

individual client or group of client. In fact it is an accurate account of what has occurred and 

when it occurred. These records could be paper or electronic documents, comprising of medical 

records, faxes, email, audio, images, and videotapes. It is also a medium through which nurses 
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communicate their observations, decisions, interventions, and their outcomes to others 

(CRNBC, 2007). 

On the other hand, documentation of care process can also be seen as a description of nurses 

tasks, a method for problem solving and decision making as well as a theoretical or 

philosophical model of thinking and describing the care process (Bakken & Mead, 1997; 

Hansebo et al., 1999). 

It is impossible to substantiate decision-making and nursing actions without written notes. 

However a lot of studies have showed that essential facts related to nursing care are usually not 

included in the documentation (Karkkainen & Eriksson, 2004).     

More so, the documentation of care reflects the theoretical perspectives in nursing that 

underpins the care process. Looking at Eriksson´s caring process module for example, the focus 

of care is on the patient´s participation in the care process (Karkkainen & Eriksson, 2004). 

Karkkainen and Eriksson (2004), argue that, when patients are seen as a ―whole‖, the essence of 

care would focus on the respect for the patient’s dignity based on the integrity of each 

individual that he or she would be able to contribute to the care process. Subsequently, the 

nursing documentation would be mainly patient centered instead of nursing tasks. Hence the 

nursing documentation reflects the relationship that exists between the nurse and the patient.  

Also, nursing documentation reflects the recorders worldview of human beings. In situations 

where nurses respect the patients and their decisions concerning their care, their wishes and 

needs are made visible in the documentation (Karkkainen & Eriksson, 2003). 

Consequently there is the need for formulated theoretical basis for nursing care; this is because 

without the knowledge of what consist patient care, the possibility that nursing documentation 

would serve other interests other than those of caring and nursing is high (Eriksson, 2001).  

2.1.2: Uses/Purposes of Nursing Documentation 

Nursing documentation forms a core component of clinical documentation. In fact it is a 

prerequisite for quality care and facilitates efficient communication and cooperation among 

health professionals (Ammenwerth et al., 2003).  
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Nursing documentation is also said to reflect professionalism through the nurse’s application of 

nursing knowledge, skills and professional standards in the clinical setting (CRNBC, 2007). 

Karkkaninen and Eriksson (2003) note that nursing documentation is indispensable for the 

nursing profession and aims to capture what transpires in the nursing process and what forms 

the bases of nursing decision-making. However, systematic nursing documentation provides on 

daily bases valid and reliable evidence of care. A study done in Sweden find out that nurses 

perceive nursing documentation as an important element in their practice and a great step to 

ensure patients safety (Bjorvell et al., 2003). Nursing documentation as a source of reference 

provides a wide range of knowledge and options from which the nurses can make choices for 

decision making about care (Jefferies et al., 2010).  

In addition, to the above, Cheevakasemsook et al. (2006) identify these importance uses of 

nursing documentation. They are; furnishing legal evidence of the process and outcomes of 

care; supporting the evaluation of the quality, efficiency and effectiveness of patient care; 

providing evidence for research, financial and ethical quality-assurance purposes; providing the 

database infrastructure supporting development of nursing knowledge;  assisting in establishing 

benchmarks for the development of nursing education and standards of clinical practice;  

ensuring the appropriate reimbursement, providing the database for planning future health-care 

and providing the database for other purposes such as risk management, learning experience for 

students and protection. 

However the above-mentioned uses of nursing documentation will only be achieved when 

documentation is accurate. To sum up the purpose of nursing documentation as described by  

Ellingsen and Munkvold (2007) in their own words.  

―Nursing plans are intended to promote improved planning of the patient case, higher quality of 

care and better cost containment. It is assumed that a nursing plan provides for appropriate 

treatment and continuity of care for the patient within and across boundaries. They shall 

provide predictability and clear overview‖ (Ellingsen & Munkvold, 2007). 

 On the other hand the role of nursing documentation as a source of reference in the health care 

system is debilitated due to confusion about the exact nature of its quality (Jefferies et al. , 

2010). It is also noted that, nursing documentation is the weakest component of nursing process. 

This is accounted for by insufficient number of nurses in relation to the patients. Lack of time 
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for detail documentation as well as absence of structured forms for data collection and 

processing and retrieval (Bakken, 2007). 

It is significant to note that the main value of nursing documentation is its ability to 

communicate patient’s care to members of the health teams, in the bid to ensure continuity of 

care and is subsequently pivotal to the safety of the patient who is in the center of care.  

2.1.3: Evaluating Content of Nursing Documentation  

The quality of nursing documentation is evaluated by comparing it with approved standards. 

Mostly the nursing process is used as a yardstick in this effect (Karkkaninen & Eriksson, 2003). 

On the other hand, Jefferies et al. (2010), in their meta studies of essentials of quality nursing 

documentation identify seven (7) themes, that according to them forms the core of quality 

documentation (see Appendix A).  

In assessing nursing documentation, Ehnfore and Smedby (1993) in their study find out that, 

initial stages of nursing care and intervention were adequately recorded. However nursing 

diagnosis, planning, evaluation of care and discharge summaries were given less attention. What 

is usually written as evaluation of care process was noted to be a copy of notes by the 

physicians (Ehnfore & Smedby, 1993). Most researches done to evaluate nursing documentation 

found out that, most times, nursing documentation does not give a true picture of patient care 

(Karkkaninen & Eriksson, 2003). Other evaluations posited that, preference is given to the 

recording of medical treatments, admission assessments and nursing interventions (Tasks) than 

the care provided to the patient (Kirrane, 2001). To a large extent, discrepancies exit between 

documented care and actual care given. This indicates that, nursing documentation do not 

always constitute complete information on actual care (Hale et al., 1997). Accordingly an 

adequate nursing documentation may not necessary grantee that all the needs of the pati ent are 

taken care of (Nilsson & Willman, 2000).  Further, Nurses ability to analyze information and 

draw inferences form the information gathered was seen to be lacking (Ehnfore & Smedby, 

1993). 

It has been noted that, the quest to meet ethical, legal, medical and institutional guidelines have 

greatly influenced the documentation of care based in the direction of nursing task (Street, 

1992). 
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A lot of issues have cropped up in the search of quality documenting in the nursing profession. 

Previous researches on patient’s record show that globally nurses are faced with similar 

problems in documenting care (Parsley & Corrigan, 1994; Seinaruck, 1999). These problems are 

usually in the areas of the forms and procedures used in the documentation (Ehnfore 1993; 

Webb &, Pontin, 1997).  More so the nursing profession has the assumption of one- on- one 

nurse - patient relationship, however this is in contrast with the one- on –many nurse- patient 

relationships that exist in work practice (Allen, 1998). The ratio is even out of hand in the 

developing countries. This unfortunate situation coupled with the many tasks  the nurse had to 

perform in day impedes documentation of care (Boston & Vestal, 1994; Mills & Tibury, 1995). 

Even that, some of the information that is effectively captured cannot be processed into 

meaningful information (Herrero et al., 1998). It was also pointed out that the complexities of 

diagnosis terminologies (Allen, 1998), the competence of the nurse in documentation as well as 

the attitude of the nurse is also a major setback in achieving quality documentation (Lutjen, 

1993). This is influenced by the value of long tradition of verbal communication (Manuel & 

Alster, 1994; Mills & Tibury, 1995). Hence less attention is paid to written communication, 

therefore making the work of the nurses’ invisible since both information and knowledge is 

handed down orally (Baath et al., 2007; Pearson, 2003). 

Managerial issues such as policy, management style, administration support and systems to 

ensure documentation greatly influences the quality of nursing documentation (Potikosoom, 

1999). For instance, the emphasis on legal purposes of care documentation in health care 

continues to influence documentation style of nurses in the direction of nurses task instead of 

client care perspective (Pearson, 2003).  

Also Parker and Gardner (1992) posited that, due to dissatisfaction with nursing documentation 

within the confines of empirical data. Nurses give preference to or value the oral 

communication during handing over, thereby relegating the written word to the background. 

 Finally, Iyer and Camp (1999) urge nurses to recognize the important of their documentation in 

contributing to the patient care, and also the need to focus on finding and understanding 

documentation to evince the role the nurse play in assisting the patient to obtain optimum health 

or to a peaceful death.  
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2.1.4: Nursing Documentation in Developing Countries  

Nursing as a profession has gone through many challenges in developing countries. Topping the 

list is the massive movements of its scares nurses in the past years to the developed countries. 

This situation consequently has created shortage of nurses, which has led to compromise of 

health care delivery in these countries. This and inadequate working materials and poor working 

environment among others is affecting the quality of care provided. This unfortunate situation 

and its resultant poor healthcare delivery has led to redirection in the health sector in many of 

these countries with much emphasis on quality of patients care. In Ghana for instance, to 

achieve this goal, specific area in nursing has been looked into; an example is the establishment 

of new nursing training institutions as well as expanding and upgrading existing ones (MOH, 

2009). Efficient nursing documentation has been identified as essential tool for quality care 

through effective communication of patient information (care) among health professions.  

Nursing documentation in developing countries has not seen much research. Out of the few 

researchers done, most of them are handwritten and cannot be easily accessed. Bakken (2007), 

noted that Medical records (nursing documentation) in developing countries is inefficient due to 

under qualified nursing staff who had only basic training that makes it difficult for them to 

appropriately document patient’s care. Also this situation is accounted for the fact that incentive 

like reimbursement, accreditation and legality that are attached to efficient documentations 

barely exist or are not enforced in developing countries as it is done in developed countries.  

Manfredi (1993) and PAHO (1999) discovered that, the following issues undermine the quality 

of nursing documentation in Latin America and the Caribbean. Accordingly these issues are 

relevant to the case of African (Ghana). Among them is the high demand for nursing care, 

insufficient number of registered nurses, emphasis on specific requirements for documentation 

of care according to each agency, institution, levels of professional education, tradition, routines 

and legal environment rather than standardized documentation, lack of recognition of nursing 

documentation as an important aspect to explain and characterized nursing contribution to the 

health care, absence of documentation standard format precludes extraction for analysis, 

different classification systems originating from other countries that frequently are not pertinent 

to the local users and pattern of care, lack of knowledge and skills relative to information 

technology and low motivation to learn about technology complicated by lack of its recognition 
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as an essential personal asset in the evaluation of professional performance and nursing 

documentation not included as component of automated health information.  

With regards to the proceeding text, nursing documentation in the developing countries needs to 

make headway in order to made valuable contribution to quality patient´s care. Subsequently 

moving from its present state, paper based to a more organized form like electronic nursing 

documentation. As posited by Dzenowagis (2005) ICT is crucial in all areas of health system as 

it has the potential to support critical functions through the improvement of gathering, analyze 

and manage and exchange information. She further argue that the use of ICT in the health sector 

is not a matter of implementing new technology but relating to: ―Health professionals making 

better treatment decisions, Hospitals providing higher quality and safer care, Citizens making 

informed choices about their health, Governments becoming more responsive to health needs. 

National and local information systems that support the development of effective, efficient and 

equitable health systems, policy-makers and the public of impending threats as well as longer-

term risks to health‖. 

With the main objective of ―connecting people to the information and knowledge they need for 

better health‖ (Dzenowagis, 2005). 

One of the objects of this study is to exploit ways in which the nursing documentation could be 

improved upon into a quality communication tool at the clinical setting.  

In the light of the above developments, however applying the concept of information 

infrastructure to the nursing documentation is crucial in transformation nursing documentation 

into a quality tool consequently broaden its scope of uses. This is because information 

infrastructure is a necessary step in developing information technology as well as changing 

work practice and knowledge such that it encompasses technological components as well as 

humans, organizations and institutions (Hanseth & Monteiro, 1998).  From this point of 

departure the notion of information infrastructure is looked at in the proceeding text.  

   

2.2: Information Infrastructure (II) 

Information infrastructure is said to have no clear-cut definition, however, it is largely referred 

to as an integrated solution that is based on the combination of information and communication 
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technology (Hanseth & Monterio, 1998). Information infrastructure is also seen as a step in the 

development of information and infrastructure technologies. Even though, there are some 

similarities between IIs and other types of information technologies, it has some unique aspects 

that differentiate it from others information systems (Hanseth & Monteiro, 1998). Among these 

unique characteristic are enabling, shareable, open, heterogeneous and has an installed base 

which make IIs more of an infrastructure than a system (Hanseth & Monteiro, 1998). 

On the other hand, Borgma (2007) writes that, the term information infrastructure is a collective 

term for the technical, social and political frame work that includes the people, technology, tolls 

and services that are used to facilitate the distributed and collaborative use of content over time 

and distance. 

It is worth noting that, an information infrastructure needs to be seen in a more holistic 

perspective, in that, infrastructures have different components and go beyond ―pure‖ 

technology. They are socio-technical networks, which are heterogeneous and encompass 

technological components as well as humans, organizations and institutions (Hanseth & 

Monteiro, 1998). They further stress that information technology would not work without 

people supporting it, likewise if it is not being used properly (Hanseth & Monteiro, 1998). 

Infrastructures are important in organizing work and usually used as means of transformation 

professional and organizational through accounting and legitimating process. Hence new 

information infrastructure basically changes both work practice and knowledge. However this 

process is said to be very slow due to differences in resources, computer skills, and 

relationships that exist among the designers and the end uses (Bowker et al., 1999). In this 

regard, it is important that information infrastructure be user friendly, accepted and used in the 

manner it is intended for (Hanseth & Monteiro, 1998). 

2.2.1: Characteristics of Information Infrastructure (II) 

Harmonizing the various concepts of information infrastructure, and differentiating information 

infrastructure from other information system, Hanseth and Monteiro (1998) come out with some 

unique aspect of IIs.  

Information infrastructure as enabling 
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This feature of infrastructure denotes the fact that, existing infrastructure allows and supports 

development of other elements that are introduced into it. 

Infrastructure is said to be enabling in the sense that it is a technology intended to open up a 

field of new activities and meant to support a range of activities hence not limiting to one type 

of activities. The enabling feature of infrastructure also provides a stable basis for an increasing 

complex and dynamic world (Hanseth & Monteiro, 1998). 

From the above, nursing documentation at the Volta Regional Hospital, Ho which is solely 

paper base, can be digitalized and developed into an electronic patient record.   

Information infrastructure and shareability 

An information infrastructure facilitates multiple users and could be used differently to achieve 

the same goal. Even though many can use it, it is seen as irreducible, and cannot be split into 

components by its multiple users, but can be decomposed into separate units for analytical or 

designing purposes. However, the different elements of an infrastructure are integrated through 

standardized interfaces. This can be seen when one large application is integrated with others by 

means of information exchange. Through this exchange of data the initial application is shared 

by others and also serves as a foundation that supports other applications (Hanseth, 2002). It is 

argued that such standards are important because the alternative, which is bilateral arrangement, 

is expensive as compared to standardized interface (Hanseth & Monteiro, 1998). 

Standards, apart from their economic importance are necessary constituting elements of 

information infrastructures. If an infrastructure is built on the bases of bilateral arrangements 

only, there is no real infrastructure but just a collection of independent connections (Hanseth & 

Monteiro, 1998). 

Hanseth (2002) notes that, this shareable aspect of information infrastructure makes it unique 

and differentiates it from the traditional information systems, which are design for individual 

and specific use.   

Looking at nursing documentation as information infrastructure, it has multiple users; nurses 

use the documentation for communicating patient care; decision tool for health professionals 

(Nurses and doctors), e.g. reading the flow chart will give the doctor a clue about the patient’s 

vital signs. The physiotherapist also uses the nursing documentation, it provides information 



16 

 

base for health statistics. It also facilitates education of nursing students , etc. All these users 

aim at achieving one goal that is efficient care and patient’s safety.  

Infrastructure and openness 

According to Hanseth and Monteiro (1998) infrastructures are open, as it has no limits for its 

users, stakeholders, and vendors. They further argue that, this component of infrastructure does 

not necessary imply the extreme position that absolutely everything is included in every 

infrastructure but imply that one cannot draw a strict border saying that there is one 

infrastructure for what is on one side of the border and others for the other side and that these 

infrastructures have no important or relevant connections.  

In addition, infrastructure is open as there is no beginning and ending in its development and 

also no limit to those who might be involved in its design and deployment (Hanseth, 2002) .   

Nursing documentation is opened to many users, nurses, doctors, student nurses, Hospital 

administrator, and pharmacist, even those outside the health care institution For example, it is 

used to provide health statistics for the Ministry of Health, and the National Health Insurance 

Scheme, but the issue of confidentiality limits its openness to some extent. 

Information infrastructure as an installed base 

Infrastructure develops through extending and improving its installed base. An infrastructure is 

considered to already exist: new ones are integrated into the existing ones, as well as improving 

the existing ones (Hanseth & Monteiro, 1998). Hence infrastructure forms the basis for 

technology that enhances innovations over time. However, any new feature or version of the 

existing infrastructure has to be compatible with it, hence the existing infrastructure that forms 

the install base greatly controls the manner in which new versions are crated and evolved 

(Hanseth, 2002). It is also likely that new versions of infrastructure may inherit both strength 

and limitation from its installs based. Oversight from these limitations may jeopardize new 

developments (Star & Ruhleder, 1996).    

More so, infrastructures are expanded through its install base which enhances new versions and 

integrations, it is worth noting that the designing and development of information solutions 

should consider and incooperate the needs of the end users (Hanseth, 2002).  
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Before the introduction of nurse notes and charts for documenting, other means of taking notes 

of events like the use of pocket note books existed. This has evolved over the years into a more 

structured paper forms. Hence, nursing documentation forms a ―strong‖ installed base that could 

be improved upon, e.g. integrated into an EPR. 

Information infrastructure as a social- technical network 

Information infrastructures are complex systems that develop over time and involve large 

amount of independent actors including developers and uses. This points to the fact that 

information infrastructure goes beyond ―pure‖ technology. In fact it involves technological 

components, human, organizations and institution who works together, therefore the success of 

IIs is dependent on the support of the end users and their ability to use it properly (Hanseth & 

Monteiro, 1998). This aspect of information infrastructure is discussed more under Actor- 

network theory. 

Nursing document at the VRH as a potential information infrastructure shares the above-

mentioned characteristics that would ensure its smooth transition from paper base to EPR. 

Hence information infrastructure in developing countries is discussed below. 

2.2.2: Information Infrastructure (Health) in Developing Countries 

In spite of the numerous research findings on the potentials of information technology in 

proving quality and safer care. ICT uses in the health sector of the developing countries remain 

on paper or at its basic stage. For instance electronic patients record (EPR) has been proven to 

be an instrument of change in the health information system especially data Collection. ERPs 

are noted for its ability to coordinate health care across organization through fast and accurate 

exchange of clinical data. (Wintereik & Vikkelsø, 2005). Despite this majority of the nursing 

documentation in developing countries including Ghana is still captured with pen and  paper. 

The situation is not limited to nursing documentation alone but all information generated in the 

health sector. 

The burden of managing and controlling HIV/AIDS among other diseases as well as the quest to 

achieve the millennium development goals has ―ignited‖ the necessity for the development of 

integrated health information infrastructure/systems in developing countries. This is to ensure 
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that quality data is collected from all the various facilities for effective monitoring and 

evaluation of health programs (Braa et al., 2007). 

However, most information systems in the developing countries only survive the pilot stages 

due to lack of funds to continue the programs and lack of human resource to man the systems 

(Braa et al., 2004).  

The major problem of health information systems in developing countries is the fact that, it is 

characterized by fragmented structure, systems and standards with little or no integration 

existing among the various sources as well as poor quality and use of data (Braa et al., 2007; 

Kossi et al., 2009).  Ghana is not an exception, it was noted that, there is a proliferation of tools 

for data collection among the various levels of health care delivery (MOH, 2008a). These are 

largely fragmented. 

These issues of fragmented data collection tools and data sources is exacerbated by donor 

funding targeting specific programs and creating new information systems for data collection 

(Okuonzi & Macrae, 1995). 

The existence of fragmented and uncoordinated organizational infrastructure with  their separate 

health information systems makes it difficult for the development of information infrastructures. 

The fragmented information systems are characterized by rapid growth of various health 

initiatives (Kossi et al., 2009). The situation is worsened with the fact that, there are no shared 

standard for data collection. Each facility or level has its own data collection strategy, resulting 

in, poor database, gaps and over laps, as well as inconsistency in data produced which may not 

be useful in the long run (Braa et al., 2007; Kossi et al., 2009). Also access to the necessary 

component of infrastructure such as technological and human component organizations, 

institutions, networks and process varies greatly across regions and geographical areas, c reating 

inequalities and uneven development of information infrastructures in developing countries 

(Braa et al., 2007). 

It is also noted that, the designers and users of information technology in the developing world 

are often distance with regards to physical, cultural, economic and other ways hence 

implementation of information technology that have this kind of remoteness is often 

problematic (Heeks, 2002).  
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From all indications an integrated health information infrastructure could be achieved through 

creating common standard for data collection that is flexible to be adopted (Braa et al ., 2007). 

Apart from the issue of standardization, equally important is the issue of infrastructure and 

human capacity, with the former encompassing physical infrastructures, such as power source, 

computers etc. that are necessary to support the information infrastructure, while the later 

involves the computer skills, information use and data analysis (Kossi et al., 2009). 

In the light of the above developments, standardization of information, physical infrastructure, 

political will, as well as a strong human resources base is a crucial requirement for the 

attainment of an integrated information infrastructure in developing countries. Standardization 

as critical facilitator of information infrastructure is looked at in the next section.  

2.2.3: Standardization and Information Infrastructure 

The proceeding section clearly confirms that Information infrastructure in developing countries 

is fragmented with each facility having their own criteria for collecting data. However the 

creating of a common standard for all these data sources has been proven to be the ultimate by 

some researches (Braa et al., 2007; Kossi et al., 2009), in achieving integration of the 

fragmented data source consequently achieving quality data, that can be analyze and be of use. 

From this point of departure standardization in IIs will be look at.  

Standardization as a term has broad meanings. For example, international standards 

organization (ISO) refers to standards as a ―technical documents that describes the design, 

material composition, processing or performance characteristics of a product‖ (Hanseth et al., 

1996). According to Hanseth et al. (1996) standardization indicates both the technical and social 

process of developing the underlying artefact related to IIs as well as corresponding to the 

alignment of actors involved in this process. Ellingsen et al. (2007) argues that standardization 

is socially constructed negotiating process that continually shape and are shaped by work 

practices. Standardization is taken a step further by the work of Bowker and star, (1999) which 

emphasize on the political influence that exist in the standardization process. In spite of all the 

dimensions of standardization, it is ultimate for the existence of IIs given that, it provides a 

common ―language‖ for communication (Hanseth et al., 1996).  

Distinction is made among three kinds of standards namely; reference, minimum quality and 

compatibility standards. Information infrastructures fall under the compatibility category 
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(Hanseth et al., 1996). A compatible standard allows other components or sub systems to be 

incorporated into it as well as ―being‖ inter-operable with other components of other larger 

system. Accordingly, its purpose is to ensure that components from different systems when 

brought together work efficiently (Hanseth et al., 1996). This feature of compatible standards 

makes them a complex network as they consist of different standards and are organized in a 

hierarchical manner. They turn to overlap as some features may be shared among regions 

(Hanseth et al., 1996). The above is in line with the aspects of IIs enabling which allows IIs to 

support other elements introduced to it.   

Standards can also be classified according to the process by which they are established: formal, 

de facto and de jure standards. De facto standards are created when technology is standardized 

through market mechanism or forces, while de jure standards are imposed by law. 

Standardization bodies such as international standards organization (ISO) are responsible for the 

creation of formational standards (Hanseth at al., 1996), such as North America Nurses 

Diagnostic Association (NANDA). 

Hanseth et al. (1996) deliberates on two kinds of flexibility exhibited by standards. They are 

change and use flexibility. The former emphasizes on the ability of standards to be changed and 

adapt to new needs (Hanseth et al., 1996), while the latter emphasizes on how standards can 

support different task and activities as well as helping to change practices that are supported by 

the standards and not changing the standards (Braa et al., 2007).  

In the case of developing countries, standardization of the highly fragmented information 

systems needs a national standard to enable integration of all information systems at the various 

levels. It is argue that flexible standards that could be easily adopted are what are needed in 

developing countries. However, it was noted that, reaching a consensus on standards has proven  

to be difficult, due to different needs of different facilities (Braa et al ., 2007).  In addition, Braa 

and Humberto (2007) identify the following reasons as at why most African countries are not 

able to achieve a national standard. ―Conflicting interests between health programs; difficult to 

reach a ―final‖ agreement. Changes the only constant; new needs keep popping up (e.g. 

HIV/AIDS) and multiple software and paper tools are difficult to coordinate and change; 

standards are ―cast in‖ (Braa & Humberto, 2007). 
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To curb the above-mentioned concerns Braa et al. (2007) call for the creation of attractors by 

building an actor network (that is, negotiations and consultations among the various stake 

holders in the health information systems to reach a consensus or aligned their various interest). 

Secondly they stress the need to ensure that ―the emerging systems of standards remain 

adoptive‖ (Braa et al., 2007).  This they say could be achieve by utilizing the two characteristics 

of flexible standards, change and use, mentioned earlier on. Also important is the use of flexible 

gateways between computer and paper based information systems (Braa et al ., 2007). 

 On the other hand, in as much as standards are flexible and can be expanded (Kossi et al ., 

2009), it is at times difficult due to the fact that standards are integrated with other components 

that depend on it. Also a large number of actors, organization and institution that use it, coupled 

with the relationship that exists among these actors make it difficult to effect changes (Hanseth 

et al., 1996) given that all the parties to the standard have to negotiate the change.  

Furthermore, in nursing standardization is necessary to achieve improvement in both efficiency 

and quality of health care and also increase the professionalization of nursing (Ellings        en et 

al., 2007) as well as ensuring comparability and interchange of health information (Hardiker et 

al., 2000). 

In relation to nursing four (4) typed of standards is distinguished by Timmerman and Berg 

(2003) namely design, performance, terminological and procedure standards. With design 

standards, detailed and structured specifications of social and technical systems are present and 

they ensure compatibility, logistics and integration. Performance standards  represents specific 

performance outcome of work. Terminological standards on the other hand encompass standard 

terminologies that are developed and used to bring consistency in meaning of working terms 

across geographical areas. Procedure standards are basically working guidelines that are 

established through the standards of work process (Ellingsen et al., 2007). 

Bowker et al. (1995) and Hardiker et al. (2000) argue that Terminological standards in nursing 

(example NIC, NANDA) is one of the major tool used by the nursing profession to establish its 

autonomy as well making nursing visible, given that these standards presents the range of 

nursing tasks that are over shadow by the works of physicians. The important thing is that these 

standards are necessary to achieve a system that supports nursing work in a multidisciplinary 

sitting and representation of its outcome in health information systems (Hardiker et al ., 2000). 
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However, nursing depends on large amount of information sources, This means that a number  of 

phrases may be needed to get complete information, whereas with nursing terminologies, 

number of phrases needed to present information on patients care are limited (Hardiker et al ., 

2000). It is also noted that differences existing between individual terminologies (example NIC, 

NANDA), which are to be used together, makes it difficult to compare and exchange nursing 

information (Ellingsen et al., 2007, Hardiker et al., 2000).  

In the nursing documentation process a lot of negotiations goes on between the various actors 

who have divergent interests. These interests have to be channel towards the achieving 

collaboration between the various health professionals through efficient communication of 

documented care. Consequently ANT that helps us to map out and negotiate these interests of 

various actors in the network is discussed below. 

 

2.3: Actor-Network Theory (ANT) 

Actor–Network, according to Monteiro (2000) is the act where influencing factors both 

technological and non-technological elements are linked together in a network. He further 

argues that actor–network is heterogeneous, given that it has both technological and non-

technological elements and that the development and the use of information infrastructure 

involves the interplay between these elements. 

Actor–Network Theory (ANT) is a socio-technical approach to information infrastructure that 

originated from science and technology studies (STS) and was developed by John Law, Bruno 

Latour, and Michael Callon among others. 

In fact, ANT is the interplay between technological determinism and social reductionism. The 

former presumes that the development of technology ―follows it’s logic and that the technology 

determines it’s use‖. On the other hand the latter presumes that society and actors influences the  

development and use of technology (Hanseth & Monteiro, 1998).    

However as a socio-technical network, ANT comprised both technical (non-human) and non-

technical (human) components in a network that has common interests and therefore work 

together towards achieving a goal. It is also concerned with the alignment of the interests /needs 



23 

 

of the actors, usually involving in social negotiations in a social network (Monteiro, 2000). 

More importantly understanding how the interplay between technology and society works. 

According to Monteiro (2000) ANT provides a language to describe how, where and to which 

extent technology influences human behavior, thus helping us to understand how both technical 

and non-technical actors in the information infrastructure network interact in the event of 

implementing information system. Accordingly, ―Actor – network theory exams the motivations 

and actions of group of actors who form elements linked by associations of heterogeneous 

networks of aligned interest‖ (Walsham, 1997). 

Another important component of ANT is how it helps us to map out actors in the information 

network which influence, shape or determine action, but each of these actors belong to other 

networks.  

―An actor-network is literally the network of heterogeneous materials that make up the context. 

The notion of an actor-network, quite literally, instructs us to map out the set of elements (―the 

network‖) which influence, shape or determine action‖ (Monteiro, 2000). 

Actor- network theory is taken a step further by Walsham (1997) who argues that, the theory 

unlike other social theories, is a combination of both theory and method, given that it provides 

theoretical concepts that guides the way we perceive these social technical components in the 

real world and also helps us to identify the components which need to be investigated. He 

further stresses on the fact that, ANT in a given context may help to trace and as well explain 

the process that a stable network of interests are created, maintained or even fail.  

   

Two important concepts from ANT; Inscription and Transcription that are relevant in defining 

the various roles in the information network are looked into below.  

Inscription refers to how technological artefacts or objects embody pattern of use (Akrich, 

1992). Inscription includes program of action that defines the role to be played by actors and 

also used to describe the vision of the development and use of new technology.  

Monteiro (2000) argues that artefact is always interpreted as an appropriated flexible, and that 

the notion of an inscription may be used to describe how concrete anticipation and restrictions 
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of future patterns of use are involved in the development and use of a technology. Thus 

inscriptions can be flexible or not depending on the context in which they are used. 

More so when information infrastructure gains its roots in the alignment process, it is 

impossible to go back to the initial stage. This makes actor -network irreversible. The network 

subsequently becomes a ―black box‖ making it stable (Walsham, 1997).  

To sum up, inscriptions outlines the various roles ascribes to both users and the components of 

information systems Latour (1991) to ensure successful alignments of interest in the 

development and use of technology.  

Transcription on the other hand is a model for problem solving that actually maps out the 

needs of the actors. It outlines how the interests of actors may be translated into specific needs. 

According to Monteiro (2000) in translation the designer comes out with a scenario of how the 

system will be used. This provides an outline of what competencies are required by both the 

users and the systems. The technology then becomes an actor imposing its program of action on 

its user. Callon et al. (1983) in their own words looks at translation as follows: ―Translation 

involves all the strategies through which an actor identifies other actors and arranges  them in 

relation to each other” (Callon et al., 1983). 

Finally, four aspects of the notion of inscription and translation that are relevant to information 

infrastructure are as follows: 

 

 ―(i) The identification of explicit anticipations (or scenarios) of use held by the various actors 

during design (that is, standardization), 

 (ii) How these anticipations are translated and inscribed into the standards (that is, the materials 

of the inscriptions), 

 (iii) Who inscribes them and  

(iv) The strength of these inscriptions, that is, the effort it takes to oppose or work around them‖ 

(Monteiro, 2000). 
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In the case of paper- based nursing documentation, the actors in this information system are the 

nurses of various ranks, medical officers, physiotherapists, and laboratory technicians the paper 

notes, and work routine. These actors have different which needs to be identified and aligned in 

such a way that the optimum aim of providing continuity of care to ensure efficient care and 

patient safety through effective communication would be enhanced. On the other hand, in the 

event of developing and using an electronic nursing documentation. ANT is crucial in mapping 

out these divergent interests and as well as the role of the technology. So that, these interests 

could be channel towards the success of the technology.    

Summary 

In conclusion, it is evident in the literature that nursing documentation at  the different part of 

the world is not at its best, issues’ in the documentation process and its contents make the 

nursing documentation ineffective. However applying ICT to health information which nursing 

documentation is a part, is shown to eliminate the discrepancies that exist in the creation and 

use of health information. Developing countries especially needs Health Information Systems to 

Sustain the Health Sector. In achieving this IIs and ANT serve as a guide in the development 

and use of Health information systems.  
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Chapter 3: The Research Setting 

 

This chapter is in three sections; it starts with a brief profile of the country in which the 

research was conducted, Ghana. This is followed by an overview of the health care delivery in 

Ghana. The last section talks about the research setting.   

 

3.1: General Country Profile 

The study was conducted in Ghana, at the Volta Region Hospital , (VRH) Ho in the Volta 

Region of Ghana. Ghana is a West African state, formerly known as Gold Coast. Ghana gained 

independence from its colonial masters, the British on 6
th

 March 1957. 

 Ghana is a developing country with a population of 24,233,431.The country has 10 regions and 

138 districts with Accra as its capital. As a formal British colony, Ghana´s official language is 

English. However the country is a multi- lingual state with over forty languages. Ghana shares 

borders with Togo on the east, Cote d´ Ivoire on the west, the Atlantic Ocean as well as the Gulf 

of Guinea on the south and Burkina Faso on the north. The country occupies an area of 

92,100sq miles (238.533sq kilometers), out of which land area consist of 227,533 and water 

11,000. Figure 1 below shows the political map of Ghana. Ghana is naturally endowed with 

gold, timber, industrial diamond, bauxite, manganese and petroleum among others. The primary 

occupation is agriculture accounting for 56% of the labor force. Also the per capita income is 

1.600 US Dollars (World Factbook, 2010). 
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Figure 1: Ghana map showing the various regions and boundaries of Ghana. 

Source: http://www.virtualexplorers.org/ghana/map.htm 

 

3.2: Overview of Health-care Delivery in Ghana 

In Ghana, the government, religious missions and private individuals are the providers of health 

care services (prevention, promotion, curative and rehabilitative care). Health care is mainly 

financed by the National Health Insurance Scheme (NHIS), or by individuals from their own 

resources, if they have not signed up for the Scheme. The health care system operates on a 

tiered system with five levels: community, sub-district, and district, regional and national levels 

(MOH, 2008). 

At the community level health service is provided at the health post. This is organized through 

outreach programs from the sub-district and it is mainly preventive and primary care. 

Traditional birth attendants and traditional healers or herbalists provide other health services. 

Also at the household levels, health care is provided through the Community Health Planning 

http://www.virtualexplorers.org/ghana/map.htm
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Services (CHPS). However, this service is limited to only a few communities. The sub-district 

level provides clinical, public health and maternity services mainly through the health centers.  

At the district level health care is provided by the hospitals in the district, whilst District Health 

Management Team (DHMT) provides public health services. Also at the regional hospital level, 

in addition to primary health, referral cases from the district levels are treated. The national 

level is mostly administrative, that is concerned with policymaking and implementation (MOH, 

2008). 

There are three main teaching Hospitals in Ghana, namely Korle-bu, Komfo Anokye, and 

Tamale Teaching Hospitals. They provide specialist care, as well as practice for students in 

medical sciences. These hospitals receive referral cases from all over the country.  

On the whole, traditional herbalists and health care facilities provide health care, with the 

former more prominent in the rural areas where health care facilities are insufficient or missing. 

The Ghana Health Services is vested with the responsibility of providing comprehensive health 

services at all the levels. However, the Ministry of health is responsible for the regulation of 

health services, policy formation, monitoring, and evaluation and mobilization of resources for 

health care delivery in Ghana (MOH, 2008). 

Review on health performance reveals that, Ghana is among the leading African countries in per 

capita expenditure on health, but has low outcome of health indicators imperative to the skills 

and resources available. With regards to health delivery, health facilities have proven inept in 

providing basic care especially for mothers and newborns (MOH, 2009). In this regards, the 

ministry of health and its Agencies especially the Ghana Health Service have put in place 

strategic plan for 2010. Priorities to address the issues of quality health care and accessibility of 

care for its citizens include the following. 

 Plans to accelerate CHPS expansion to enhance access to healthcare in under‐served areas and 

also the referral and emergency services as well as health information management systems are 

to be strengthened. 
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Also to strengthen disease control, scaling up HIV/AIDS prevention activities, comprehensive 

care and support services for PLWA
1
 are to be embraced by undertaking HIV sentinel 

surveillance. Equally important is to prevent and control non‐communicable diseases among 

others (Nyonator, 2010) (See Appendix B for detailed health statistics of Ghana). 

However mid-year review of the above mentioned, indicated that most of the above were not 

fully achieved due to financial constraints, worsen of risk factors of non-communicable diseases 

such as smoking, obesity etc. there is also limited collaboration with other stakeholders in 

service delivery as well as lack of health professional especially midwives and medical 

Assistants and weak health information management systems among others (Nyonator, 2010). 

Refer to Table 1 for highlights on health statistics of Ghana. 

 

Statistics  Figures 

Gross national income per capita  

(PPP international $) 

1,320 

Life expectancy at birth m/f (years) 57/64 

Probability of dying under five  

(Per 1000 live births) 

60 

Probability of dying between 15 and 60 years m/f 

(per 1000 population) 

402/253 

Total expenditure on health per capita (Intl $, 2009 122 

Total expenditure on health as % of GDP (2009) 1.8 

Table 1: Ghana´s Health statistics of Ghana 

(Source WHO, 2010) 

  

                                                 

1
 People living with AIDS 
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3.3: Research Site 

3.3.1: Volta Regional Hospital 

Below is reception of the research site. 

 

 

Figure 2: The reception of the Volta regional hospital 

Source: Researcher 2010 

The research was conducted at the Volta Regional Hospital (VRH), Ho. The Hospital is situated 

in Ho the capital of the Volta Region of Ghana along the Ho-Aflao highway. It occupies an area 

of approximately 650x500 meters and has been operational since 1998.  The Volta Regional 

Hospital is one of the eight (8) regional hospitals in Ghana and serves the Ho municipality, with 

patients also from neighboring Togo, Nigeria, and Benin. The hospital is a referral and a 

specialist for other hospitals in the region.  

Volta Regional Hospital is a 240-bed capacity facility. However, according to the Hospital 

Information officer, only 160 beds are in use due to the shortage of health professionals as a 

result of the brain drain. The hospital offers clinical care in internal medicine, surgery, 

pediatrics, psychiatry, obstetrics/gynecology, orthopedics, dental, Ear, Nose and Throat, and 

ophthalmology. It also has a 24-hour accident and emergency center. Other facilities of the 

hospital include a blood bank, laboratory (chemistry, hematology and microbiology), radiology 
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and imaging, 24-hour pharmacy, health information unit, canteen, laundry, hospital 

administration and a mortuary. 

With reference to the hospital statistics, the average daily Out Patient attendance from January 

to June 2010 has increase to four hundred and eighty (480) as compared to three hundred and 

thirty five (335) for the same period in 2008. This increase in the number of patients per day is 

due to the National Health Insurance Scheme introduced in 2006 and also the introduction of 

primary health care in the hospital which allows non-referral patients to seek health care at the 

hospital, thus ensuring accessibility of health care to all. The Hospital has 10 wards with 25-bed 

capacity in each ward; with the exception of the maternity ward that has 40 beds. Out of the 10 

wards, 8 of them are operational with average daily bed occupancy of 115.7
2
. The hospital has 

10 medical officers and 101 nurses as at the time of collecting data (June 2010). This is as a 

result of the shortage of health personnel in the country as well as refusal of postings by health 

personnel, especially medical officers, to the hospital.  Ideally, 30 medical officers and 237 

nurses should man the hospital.  

The wards consist of an accident and emergency ward, where accidents and emergency cases 

are initially attended to and later transferred to other wards. An orthopedics ward is attached to 

this ward. There are also male and female surgical wards, a male and female medical ward, a 

maternity ward with attached labor ward, a gynecology ward, a psychiatry ward and a pediatric 

ward. 

Administratively VRH is organized into five (5) units with each unit headed by a line manager. 

They are the Nurse manager or head of nursing, head of clinical unit, head of administration, 

head of finance and head of pharmacy. These managers see to the day-to-day running of their 

various units and report directly to the medical superintendent who is the head of the hospital. 

The medical superintendent, who is a surgical specialist, sees to the day-to-day management of 

the hospital alongside his clinical duties. 

The figures below show the organogram and photos of the VRH. 

  

                                                 

2
  VRH statistics 2010 
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Figure 3: Organogram of the VRH 

 

 

Figure 4: Volta Regional Hospital 

(Source: http://www.travbuddy.com/travel-blogs/4446/photos/view/7/0 

Regional Directorate of Health 
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http://www.travbuddy.com/travel-blogs/4446/photos/view/7/1
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Figure 5: Walkway through the hospital 

(Source: http://farm4.static.flickr.com/3026/2721891527_0f0de15a6c.jpg?v=0 

 

 

Figure 6: Pediatric ward 

(Source: http://farm4.static.flickr.com/3026/2721891527_0f0de15a6c.jpg?v=0) 

 

 

http://farm4.static.flickr.com/3026/2721891527_0f0de15a6c.jpg?v=0
http://farm4.static.flickr.com/3026/2721891527_0f0de15a6c.jpg?v=0
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3.4.2: Wards in the Volta Regional Hospital 

The data for the study was collected in four (4) of the wards of the VRH: the male and female 

surgical wards, the medical ward and the pediatric ward. These wards have a bed capacity of 

twenty (20) with 3 cubicles and two (2) side wards (private rooms). Six (6) patients share each 

cubicle. This number increases when there are more patients that need to be admitted. Beds 

from the unused ward are used in this effect (see figure 7 below). 

 

 

Figure 7: Nurses’ station of the pediatric ward, the main base for most observations in the ward . 

(Source: Researcher 2010) 

Theses wards are manned by an average of two (2) Nurses and one (1) Health Assistant to 

gather for average patients of eighteen (18) per shift. Three (3) main shifts are run by the 

nurses; morning (from 8am- 4pm) Afternoon (1pm – 8pm), night (8pm- 8am). The afternoon 

and morning shifts overlaps for some hours so that the nurses can give bath to the patients. Also 

handing over process alters the above-mentioned time of work. Usually, the start of work for 

each shift is later than stated above. The main duties of the nurses during the various shifts are 

basically the same except that more procedures are carried out during the morning shift. Some 

of the duties are daily bed making, serving of medications including setting up intravenous line 

for medication, fluids and blood products, bed bath, wound dressing and chart rounds, report 

writing, ward rounds. 
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Summary 

Ghana is developing country in the sub- Saharan African with a large population. Though rich 

in natural resources, basic needs of its populace are not met. Health care for example remains 

poor especially in the rural areas where health infrastructure and personnel are lacking. The 

research was conducted at the Volta regional hospital, Ho, one of the 8 regional hospitals in 

Ghana, specifically 4 of its wards. The Hospital serves as a referral hospital for other hospital in 

the Region. However shortage of staff undermines the operations of the hospital, consequently 

some wards remain redundant which otherwise could have serve the numerous patients. Also 

acute shortage of health professionals has led to work over load, that  may compromise care 

provided. 
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Chapter 4: Methodology 

 

This chapter is organized in three main parts. The first part introduces the research objectives 

and questions that guide the research. This is then followed by the research design. The research 

design discusses the two main research approaches, quantitative and qualitative with emphasis 

on interpretative research. The second part, gives accounts of the research strategies adopted in 

data collection. The final part looks at reflections on issues in the research field that may 

influence the study. 

 

4.1: Research Approach   

 The purpose of this research is to assess the effectiveness of nursing documentation as a 

communication tool. In order to explore this, various views of the different actors involved in 

the use of nursing documentation are crucial in this study. Qualitative research approach was 

considered as the most appropriate research method to achieve this purpose. 

4.1.1: Research Objective 

The primary purpose of this study is to assess the effectiveness of nursing documentation as a 

communication tool. Other objectives of the study are:  

 To determine the extent to which nursing documentation is used as a communication tool 

 To explore ways in which nursing documentation could be improved upon.  

However to achieve the above mentioned objectives the following questions were asked: 

 How is the nursing documentation done? 

 How is it used as a communication tool? 

 What is the nature of the nursing documentation? 

 How can it be improved to ensure efficiency? 

 What is the role of verbal (informal) communication in the care process? 
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4.1.2: Research Design  

Research design provides guidance about all the facts of the study, from assessing philosophical 

ideas backing the study to the detailed data collection and analysis process (Creswell, 2002).  In 

the words of Mayers ―A research method is a strategy of inquiry which moves from the 

underlying philosophical assumptions to research design and data collection. The choice of 

research method influences the way in which the researcher collects data” (Mayers, 2009). 

Consequently the two major research approaches are discussed below. 

4.1.2.1: Qualitative versus Quantitative Research  

There are two main research approaches to choose from when conducting a study. They are the 

quantitative and qualitative research methods (Yin, 1994). Yin further points out that, 

quantitative research method reports are based on numbers and statistics that are presented in 

figures whiles qualitative methods describes an event with the use of words.  

However, the differences between quantitative and qualitative research methods go beyond the 

presence and absence of numbers (Kuper et al., 2008). Quantitative researchers are concerned 

with answering the questions ―what?‖ ―how much?‖ and ―why?‖ whereas qualitative researches 

focuses on―why?‖ and ―how?‖ of situations (Kuper et al., 2008; Stoop & Berg, 2003). Also 

qualitative research enables researchers to generate rich data and the exploration of ―real life‖ 

behavior that enables the research participants to speak for themselves (Kuper et al., 2008).  

As Pope and Mays noted ―Qualitative studies are concerned with answering questions such as 

'what is X and how does X vary in different circumstances, and why?" rather than "How many 

Xs are there?" Qualitative research does not generally seek to enumerate‖ (Pope & Mays, 1995). 

Furthermore, qualitative research seeks to develop concepts that help us to understand social 

phenomena in natural settings, and takes into account meanings that participants make into 

situations, their experience of views, etc (Pope & Mays, 1995). 

Interpretative research is a branch of qualitative research and is based on the fac t that, reality is 

social constructed and focuses on the complexity of human sense in situations (Klein & Myers, 

1999). Qualitative research on the other hand works with the assumption that, there is an 

absolute truth, a ―reality,‖ which they are trying to discover and they believe that knowledge is 

objective and neutral (Kuper et al., 2008). 



39 

 

Also in fixed (quantitative) design studies, emphasis is mostly on the measurement and analysis 

of causal relationships that exist between variables and, not processes (Robson, 2002). 

An important distinctive feature of the two research methods is that, in quantitative (fixed) 

research, one has to get everything right before embarking on the major phase of data 

collection, hence the importance of pilot works to test the feasibility of the questions (Robson, 

2002, p. 82). Robson adds that, a core feature of fixed design is that, some form of change is 

deliberately introduced in circumstances of the researcher in order to produce a result or change 

in behavior. 

In contrast to quantitative research, the detailed framework of the qualitative design emerges as 

one carries out the study.  Activities such as collecting and analyzing data, refining and 

modifying the set of research questions, developing theory, changing the intended sample to 

follow up interesting lines and even reviewing the purpose of the study to response to a changed 

context, are likely to occur together (Robson 2002, p. 81).  

Apart from using the above mentioned research methods independently, the combination of the 

two methods has been advocated. For instance, Stoop and Berg (2003) argue that both methods 

when used together could yield the richest results especially when results from one method are 

used as input for the other. Furthermore, Pope and Mays (1995) recommend that, qualitative 

research methods can be used to conduct an essential preliminary quantitative research using 

observation, in depth study and interviews to provide a description and understanding of a 

situation or behavior. However, Guba and Lincoln (1994) believe that quantitative and 

qualitative research methods are incompatible. These views might be influenced by the fact that 

researchers have underlying theories that determine their worldview hence influences their 

choice of methods. I share the views of Stoop and Berg (2003) and Pope and Mays (1995) in the 

combination of both methods. I believe that, based on what questions are to be answered, one 

method can be used as input for the other. Judging from the above, qualitative research 

approach is the obvious choice to answer my research question. Consequently aspects of the 

qualitative research are looked at. 

4.1.2.2: Dimensions of Qualitative Research Method  

Klein and Myers (1999) argue that there is no clear distinction between qualitative and 

interpretative research. Qualitative research can be done using interpretative, positivist or 
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critical approach depending on the philosophical assumption of the researcher (Klein & Myers, 

1999). According to them, interpretative research approach is based on the assumption that our 

knowledge of reality is gained through only social constructions like language, consciousness, 

shared meanings, documents, etc. It is also mostly concerned with complexity of human sense 

in emerging situations, thereby understanding phenomenon through the meaning people assign 

to them. This, I believe, will help the information system researcher to better understand how 

the system influences and is being influenced by social factors.  

Positivist research approach to qualitative research, on the other hand, is concerned with 

evidence of formal proportions, quantifiable measures of variables, testing of hypothesis and 

drawing of inferences from phenomenon from a representative sample of a population 

(Orlikowski & Baroudi, 1991). Positivist is also based on a theoretical framework that seeks to 

search for an objective truth, which is important to the progress of human begins (Kuper et al., 

2008). 

 On the other hand, the critical research approach is based on the assumptions that the ability of 

people to work and be able to change their social and economic situations is restricted by 

political, social, cultural dominations coupled with limitations of resources (Klein & Myers, 

1999). Besides, critical researchers operate from a theoretical framework that assumes that, 

there exist an oppressive relation between the powerful and the powerless.  Hence they rely on 

this background to eliminate the inequalities that exist (Kuper et al., 2008).  

What is more, Stoop and Berg (2003) stated that, the research method that is most suitable 

would depend on the type of questions to be answered. In their view, qualitative research 

methods like interviews, observations and document analysis are capable of answering the 

question of what, why and how of a social phenomenon.   

In light of the above, interpretative approach would be the best approach to adopt in answering 

the research questions. The reason for this preference is illustrated in the next text .   

4.1.2.3: Interpretative Research Approach 

According to Klein and Myers (1999) interpretative research is based on the fact that, reality is 

social constructed and focuses on the complexity of human sense in situations and tries to 

understand the phenomena through the meaning people assign to them. This  reflects their first 
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principle, The Fundamental Principal of Hermeneutic Circle which states that, in order to 

understand the complex whole there is the need to iterate between the different components that 

form the complex whole (Klein & Myers, 1999). Therefore, reality would be appreciated when 

one explores people’s perceptions and views in their social setting (work place). On the other 

hand, Interpretative research can help information researchers to understand the context of the 

information system and its influences in social and organizational contexts (Walsham, 1993, p. 

4-5).  

More so, qualitative (interpretative) methods such as observation, interviews and documentary 

analysis are best in understanding the point of view of participants and in its particular social 

and institutional context (Stoop & Berg, 2003). Also Kaplan and Maxwell (1994) highlight that, 

the aim of understanding a phenomenon from the perspective of the participants in their social 

context is largely lost when the data has to be quantified.  

 It is worth mentioning that, the health care setting deals with people who are considered to be 

complex than subjects of natural science. Consequently, there is the need for health care 

professionals to answer questions concerning human interaction and how people interpret such 

interactions. Experimental and quantitative methods are noted to be less suitable to answer such 

questions (Pope & Mays, 1995).   

In light of the above, it is appropriate to consider interpretative research design when yo u are 

seeking an understanding into nursing documentation and how it is used as a communication 

tool. This is because the actors involved interact and their actions and thoughts are influenced 

by the social and institutional context they find themselves and the meanings they assigned to it. 

However, interpretative research could be done using case study and ethnography.  The main 

difference between them is the time spent in collecting data, with the later requiring more time 

in the field (Randal et al., 2007). 

Ethnography is a qualitative research that emphasizes the detailed observation of people in 

natural settings, hence seeing the real world in social settings. Again ethnographic study is 

capable of producing detailed description of the day-to-day activities of social actors within 

specific contexts (Randal et al., 2007). 



42 

 

Case study is commonly used in information system study. It seeks to investigate contemporary 

phenomenon occurring in real-life situations, especially in cases where there is no clear-cut 

difference between phenomenon and the social context. They are also the appropriate approach 

to answer the question of ―how ―and why with the researcher having little control over the 

event, it usually focuses on contemporary phenomenon in real life situations (Yin, 1994). 

Methods that are commonly used for data collection in case study are documents, archival 

records, interviews, direct observation, participant observation and physical artifacts. However, 

none of the above is the absolute, they work to complement each other and best result is 

achieved when they are combined (Yin, 1994). 

Field studies are therefore, considered the appropriate research methods to generate valid 

interpretative knowledge since it allows humans to be examined in their social setting with the 

belief that reality is socially constructed (Orlikowski & Baroudi, 1991). However, ―eyebrows‖ 

have been raised about the validity of results from interpretative research. The next text seeks to 

justify its validity.  

4.1.2.4: Validity of Interpretative Method 

Whereas qualitative research method is considered to be the best approach in seeking answers to 

social phenomena, concerns have been raised about the validity of findings from interpretative 

research. This has led to series of debates, consequently leading to the devolvement of 

guidelines for assessing the validity of interpretative research. Among these guidelines are 

Klein and Myers’s (1999) seven principles for interpretative field research, Mays and Pope’s 

(2000) quality guidelines and Golden-Biddle and Locke’s (1993) three dimension of 

convincing. These guidelines are presented below. 

In the light of criticisms of the authenticity of qualitative methods in general, Klein and Myers 

(1999) proposed seven principles for interpretative field research as summarized below. These 

principles were derived from phenomenology, anthropology and hermeneutics. They are to 

serve as guidelines and evaluation of interpretative research in information systems. Most of 

these principles however are relevant to my study field.  

The first principle is The Fundamental Principal of Hermeneutic Circle, which states that, in 

order to understand the complex whole there is the need to iterate between the different 
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components that form the complex whole. They further argue that this principle forms the core 

of the other principles.  

The second principle, The Principle of Contextualization, requires that the researcher reflect on 

the social and historical background of the research setting so that the intended audience can 

appreciate how changes occurring over time have influenced the current situation.  

 The third, Principle of Interaction between the Researchers and the Subject  requires that, data 

should be socially constructed through the interaction between the researchers and participants. 

The fourth, Principle of Abstraction and Generalization ,requires that, theoretical abstractions 

and general concepts need to be reflected in the interpretation of results and to show how the 

researcher came to the theoretical insights in describing human understanding and social action. 

The fifth principle, The Principle of Dialogical Reasoning, requires sensitivity to possible 

contradictions between the theoretical preconceptions guiding the research design and actual 

findings. 

The sixth, Principle of Multiply Interpretation, implies the researcher should be aware of 

possible differences in interpretation among participants due to the fact that social contexts are 

involved with multiple agents. It is therefore necessary that the researchers consider the 

influence this might have on the study and seek multiple viewpoints and find reasons for them.  

The seventh principle, The Principle of Suspicion requires that the researcher pay attention to 

possible biases and distortions in the narrative collected from the participants. 

In addition to concerns about validity of qualitative research findings, Mays and Pope (2000) 

came up with two broad criteria with which to assess qualitative methods.  These are validity 

and relevance. 

Relevance, according to Mays and Pope (2000) is the ability of a study to come up with new 

knowledge or boost the confidence people have in existing knowledge. Also a study is said to be 

relevant when it’s finding can be applicable in other settings apart from the s tudy setting. This, 

they noted, could be enhanced by ensuring true representation of the population under study 

through probability sampling. 
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However they proposed the following quality guidelines to help qualitative researchers assess 

the validity and relevance of the study results. 

―Worth or relevance: Was this piece of work worth doing at all? Has it contributed usefully to 

knowledge?  

- Clarity of research question: If not at the outset of the study, by the end of the research process 

was the research question clear? Was the researcher able to set aside his or her research 

preconceptions?  

-Appropriateness of the design to the question: Would a different method have been more 

appropriate? For example, if a causal hypothesis was being tested, was a qualitative approach 

really appropriate?  

- Context: Is the context or setting adequately described so that the reader could relate the 

findings to other settings?  

- Sampling: Did the sample include the full range of possible cases or settings so that 

conceptual rather than statistical generalizations could be made? (that is, more than convenience 

sampling) If appropriate, were efforts made to obtain data that might contradict or modify the 

analysis by extending the sample? (for example, to a different type of area)  

-Data collection and analysis: Were the data collection and analysis procedures systematic? Was 

an "audit trail" provided such that someone else could repeat each stage, including the analysis? 

How well did the analysis succeed in incorporating all the observations? To what extent did the 

analysis develop concepts and categories capable of explaining key processes or respondents' 

accounts or observations? Was it possible to follow the iteration between data and the 

explanations for the data? (theory). Did the researcher search for disconfirming cases?  

-Reflexivity of the account: Did the researcher self-consciously assess the likely impact of the 

methods used on the data obtained? Were sufficient data included in the reports of the study to 

provide sufficient evidence for readers to assess whether analytical criteria had been met?‖ 

(Mays & Pope, 2000). 
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In addition, Golden-Biddle and Locke (1993) presented three dimensions of convincing the 

reader about the validity of the research results: namely ―authenticity‖, ―plausibility‖ and 

―criticality‖. 

Authenticity is concerned with the ability of the research report to convey to the reader the 

genuiness of the field experienced in terms of actually being present at the study field and also 

giving accurate account of the field experience. Walsham (1995) also added that, establishing 

credibility of interpretative research (case study) findings in the eyes of the reader requires a 

detailed description of the research setting, reasons for the choice of site. Number of 

participants, their professional positions, and the duration of the study.  

Plausibility, in their own words, ―Is the ability of a text to connect two worlds that are put in 

play in the reading of the written account. These worlds are depicted descriptively and 

conceptually in the text and which comprise the readers’ personal and professional experience.‖ 

In short plausibility is the ability to bridge the gap between the reader’s knowledge and 

experience and the reality of research findings. This will  help to convince the readers of the 

study about new discoveries that emerge in a study. 

On the other hand, criticality focuses on the ability of the research report to make the readers 

reflect on their preconception and enable them to judge the opportunit ies offered by the study in 

the text. 

The interpretative researcher is faced with the challenge of analyzing, making deductions from 

other interpretations using their own conceptual approach and also giving feedback to 

participants and significant others, hence the need for the researcher to identify their role in 

complex human process (Walsham, 1995). Kuper et al. (2008) also mention that, it is important 

for researchers to identify their own perspectives (context) in order to understand how their 

views and beliefs which may directly or indirectly influence their research. However, to some 

extent, the ethnographer has no specific role; his role unfolds whiles he or she interacts with the 

observant (Randal et al., 2007). Accordingly the various views on the role of the researcher are 

unfolded below. 
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4.1.2.5: The Role of the Researcher 

The role of the researcher in interpretative study is said to be that of an insider (participant 

observer) and an outsider (outside observer). These roles are mostly depended on the fact that, 

the data collection and analysis is influenced by the researcher’s perceptions (Walsham, 1995).  

The outsider in this context is referred to the researcher who is seen as not having personal 

influence over the process of the research and therefore distant from the participants who see 

them as ―strangers‖. The researcher’s role as an outsider has the advantage of participants 

opening up on their views once a trusting relationship is established. However the outsider 

(outside observer) may not gain access to important data and issues, which are regarded as 

confidential and sensitive. Again since the outsider is not part of the organization, he or she may 

not get a direct sense of the field or organization from the inside (Walsham, 1995).  

On the other hand, the insider (participant observer) involves the researcher being part of the 

field group or the organization under observation. The advantage to this role is that, the 

researcher gets access to important information especially confidential and sensitive data that is 

not always the same for an outsider (Walsham, 1995). Randal et al. (2007) also mentions that 

the insider or participant observer can take advantage of the expertise associated with the field 

of study with their knowledge about the field. They further argue that, the insider may not know 

all the information about the organization but have more advantage over the outsider in terms of 

time and finance. On the contrary, Forsythe (1999) argue that, the insider will not be an accurate 

observer, and that an outsider with some amount of experience would perform better than an 

insider. Looking at the above, one will not always get the opportunity to be an insider. But 

being an insider is the best option with respect to accessibility, acceptance and the fact that, one 

is familiar with work procedures and flow and can read meanings into things.  

 Randal et al. (2007) argue that, it does not matter whether the ethnographer is an insider or 

outsider.  What matters is that the observers must respect his or her views. They further stress 

the need to approach the study without any theoretical preconception regarding what to find in 

the field, since this will be revealed as the study evolves. This is in line with Klein and Myers 

(1999) fifth principle: Principle of dialogical reasoning which states that, the researcher should 

be conscious of his or her theoretical preconceptions which may change as the research unfolds.  
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Again, Randal et al. (2007) argue that, what matters in ethnography is that the researcher should 

be courteous and an unthreatening human who is seen to be interested in what people do and 

ready to listen and watch them for a long period of time. They made it clear that, ethnography is 

an ordinary activity that requires ordinary skills and some amount of common sense. This is 

contrary to what Forsythe (1999) argues that, ethnography requires training and experience to 

perform better. I think with the appropriate guidelines of what to look for, an ordinary person 

can perform ethnography to some extent. 

 

4.2: Data Collection 

This research is aimed at looking at how nursing documentation is used effectively as a 

communication tool. After reviewing the various research methods available; quantitative and 

qualitative approaches, it became evident that, the qualitative research approach, particularly 

interpretative focusing on case study, is the obvious choice in answering the research questions.  

I appreciate the fact that reality is socially constructed and that humans are complex, hence the 

need to do detailed observation of people in their natural settings (work place) to get the 

understanding of how they are influenced by information systems and vice versa, paying 

particular attention to the individual’s perceptions and interests. I also share the views of Pope 

and Mays (1995), Stoop and Berg (2003), Orlikowski and Baroudi (1991) who argue that 

interpretative research approach is the best when it comes to seeking meaning into the how and  

the why of social phenomenon. Interpretative research methods such as interviews, participant 

observation and document review were used in this study to get the different views of the actors 

on nursing documentation.  

The data was collected within a period of two months in four of the wards of the Volta Regional 

Hospital, Ho. Beforehand, two Staff Nurses, one Nursing Officers, and one Principal Nursing 

Officer who is a unit head of one of the wards of the above-mentioned hospital were 

interviewed on telephone. 

The study was done using in-depth interviews with open-ended semi structured questions to 

encourage discussion. This involved two Nurse Managers who are Deputy Directors of Nursing 

Services, three Principal Nursing Officers, four Senior Nursing Officers, six Nursing Officers, 
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five Senior Staff Nurses, five Staff Nurses, one Midwifery Superintendent, two Superintendent 

Enrolled Nurses, two Physicians and the Hospital Information Officer. These respondents have 

work experience from two to thirty five years. Selection of informants from all the nursing 

ranks and varying years of experience helped me to capture diverse views and interest of actors 

involved in the use of nursing documentation. An interview guide was used to help me seek 

answers to the research questions. Also nurses were observed during work and handovers to get 

firsthand information. Observations were later clarified further by interviews for better 

understanding of the issues.  

Furthermore, a voice recorder was used during the interviews whenever, I was permitted to.  In 

addition, still photographs were taken of interesting scenes, some of the wards and the 

departments of the Hospital. 

4.2.1: Participant Observation  

Participant observation was done in four (4) wards of the Volta Regional Hospital. They are the 

male and female surgical wards, the medical ward and the pediatric wards. The choice of the 4 

different wards was to give me a wider insight into workflow under different situation. Even 

though, the care process is basically the same different diseases are involved which demands 

tailored approach to specific conditions, hence given me divergent prospective of the care 

process and its documentation.  

During the observation, nurses were observed during handing over, workflow, ward rounds and 

the documentation process. The main focus was on how the nursing documentation was done, 

how it was used to communicate to patient information to other during handing over and during 

ward rounds among other health personnel. Emphasis was also on the role oral communication 

in the care process.  

The observations were made mostly during the morning and afternoon shifts. Apart from the 

ward rounds that I followed throughout the ward, most of the observations were done from the 

nurses’ station just by the patient’s bed. This position gave me clear view of all the ac tivities in 

the ward. Occasionally, interviews were made to clarify thing observed as noted by Robson, 

(2002, p, 310). Data collected during observation usually contradicts what people say during 

interviews or reports in questionnaires. Hence observation served as compliment to justify the 

interviews. Still photos of interesting scenes were taken. Important issues were noted down in a 
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note pad or directly onto a laptop computer. In total two (2) weeks participant observation was 

made in each of the four (4) wards with a total time 160 hours. Below is one of the nurses’ 

stations I used for the observation.    

4.2.2: Interviews  

A total of 30 interviews were conducted, with the time ranging from 20-45 minutes. The 

respondents were from the various ranks in the nursing profession, 2 physicians and the 

Information Officer of the hospital (See table1 for details).  The majority of the interviews were 

done through face-to-face interaction except for 3, which were through telephone and email 

prior to the fieldwork. Appointments to schedule interview time were made with some 

respondents and others availed themselves as and when they were free. Also most of the 

interviews were done in the nurses’ rest room. However a few were done in respondent’s offices 

(those with individual offices). I must admit that there were some interruptions here and there, 

usually with phone calls or the respondents being called to attend to a patient.   

During the interviews, semi structured and unstructured open-ended questions were asked to get 

in -depth discussions about the issues in nursing documentation with emphasis on its usage, 

content and nature. Data collected from the interviews were exploited more during observation. 

Similarly, data from observations were further clarified by asking people about it using 

interviews. Tjora (2006) notes that interviews and observations interact, given that, interviews 

give clues to researchers on what to observe while observations propose what to be interviewed. 

As a participant observer I was in a better position to take part in the discussions and 

understood procedures better. This corresponds with the observations by (Walsham, 1995). 

Some respondents allowed me to do voice recording during the interview. Hand written notes 

were also taken of relevant information when respondents were not comfortable with the 

recorder. These were later transcribed and analyzed. Below is table 2 given the details of 

respondents interviewed.   
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Number of respondent Rank/Position 

2 

 

Deputy Director of nursing 

services 

3 Principal Nursing Officer 

4 Senior Nursing Officer  

5 Nursing Officers 

5 Senior Staff Nurse 

5 Staff nurses 

1 Midwifery Superintendent  

2 Superintendent enroll nurse 

2 Physicians 

1 Information officer 

30 Total 

Table 2: Detail of respondents 

4.2.3: Literature Search and Document Review  

Most of the relevant literatures related to the case were retrieved from the internet, particularly 

the ―Ofelas‖ of the University of Tromsø web site. Also lecture notes were crucial in providing 

information and references. Then again published documents from the Ghana’s Ministry of 

Health were used. 

Besides, the various sources of nursing documentation at the VRH were studied to analyze their 

content. However it was difficult getting articles in the context of developing countries on 

nursing documentation. 
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4.3: Reflections on Method 

In the words of Finlay and Gough (2003) reflexivity is ―thoughtful self-aware analysis of the 

inter subjective dynamics between researcher and the researched‖ Also reflexivity according to 

Mays and Pope (2000) is the researcher’s sensitivity or awareness of how the interaction 

between the researcher and the research process has shaped data collection, emphasizing on 

―prior assumptions‖ and ―experienced‖ which is likely to influence the study. Consequently it is 

important that, ―personal‖ and ―intellectual biases‖ be made known on the onset of writing 

reports to enhance the credibility of the research findings. In light of the above, I acknowledge 

personal issues that influenced the data collection and subsequently the study.  Accordingly 

they are discussed below. 

4.3.1: The Researcher and Her Role 

The Volta Regional Hospital, Ho, Ghana was chosen for the study because I am a former 

employee of the Hospital. During my three years’ work as a nurse, I worked in two of the wards 

and worked with nursing documentation. Hence, I am familiar with the procedures, workflow 

and especially nursing documentation. Besides, as a tutor at the Nurses Training College, Ho, I 

followed up my students to the various wards for clinical supervision, and therefore, I am 

familiar with all the wards and staff of the Hospital. 

The above therefore positioned me as an insider, and gives me the privilege to conduct the study 

as noted by Randal et al. (2007) that the insider can take advantage of his expertise and 

knowledge in the study domain. Also, Randal et al. (2007) see this position as important to get 

access to otherwise confidential and sensitive information. However, Forsythe (1999) maintain 

that an insider would not be an accurate observer as compared to an outsider with some amount 

of experience.  

 Also as a participant observer I was in a better position to take part in the discussions and 

understand procedures better, as posited by Walsham (1995) and Robson (2002, p. 310). 

On the other hand, the third principle of Klein and Myers (1999) Principle of Interaction 

between the Researchers and the Subject requires that, the researcher reflects on how data 

should be socially constructed through the interaction between the researchers and participants. 

Hence, as an insider and a former tutor to some of the nurses (respondents), the situation may 
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appear to pose a threat to the relationship that existed between some of the respondents and me. 

However as a tutor I tried to create an atmosphere that brings most of my students closer to me 

so that they could approach me on both academic and social issues.  My status as a class 

coordinator and one of the tutors in charge of the Students’ Representat ive Council boosted this 

effort.  In addition to my skills in counseling and psychology, I had the opportunity to interact 

more informally with most of my former students. On the field however I spent the first few 

days to interact on a more informal way with the staff, and made my role clear as a researcher to 

them. I also defined the relationship between us as that of collaboration. This helped to prevent 

any intimidation my presence may have caused. In fact by the end of the first week on the ward 

my presence was barely noted. This evidenced by statements such as ― We have forgotten you 

are here‖. Or ―We have forgotten there is a visitor with us …‖.  

Furthermore as a person who has worked with nursing documentation for some time, I tried to 

go to the field without any preconceptions about what to find in the study regarding the issues 

in nursing documentation nurse. This observation corroborates what Robson, (2002, p, 535) 

notes, ―insider will have a pre-existing knowledge and experience base about the situation and 

the people involved‖. This view is also shared by Thorne et al. (2004) who suggest that 

―theoretical knowledge ―,‖clinical patterns ―, ―observation‖ and ―scientific basis‖ forms the 

foundation of all studies in human health and illness, However, despite being an insider, I 

discovered new issues emerging in the nursing documentation other than what I previously 

knew. This I believe was as a result of the varying conceptions and the meanings the 

respondents made out of the nursing documentation, which usually changes with time and 

context. Besides, Forsythe (1999) argues that, ethnography is not about replicating the 

perspective of the insider but to combine that with the ―outside view‖ that may be invisible to 

the insider since the inside knowledge may not be the same as the systemic and analytic views 

of the situation under study. Accordingly, I share the views of Randal et al (2007), which point 

out the need to approach a study without any preconception. 

Even though, as an insider in the study field who knows most of the participants, there were 

times that some respondents didn’t want to open up on some information for fear of the research 

exposing them to others. This is in line with what Walsham (1995) caution that, participants 

may perceive the insider as having a ―direct personal stake in various views and activates‖ 

therefore may not open up on their views.  But with proper understanding of the purpose and 
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implications of the studies, such fears were allayed and they were able to give the necess ary 

information. 

4.3.2: Getting Access to the Study Field 

My position as an insider gave me a lot of advantages. As a former member of staff, 

accessibility to the hospital and the wards was easy. Most of the nurses were willing to grant me 

audience for the interview despite their busy schedule. In fact everyone was supportive.  This is 

in accordance with Randal et al. (2007) who note that, there are two important things to 

consider when it comes to getting access to the study field. They are ―getting permission for the 

research‖ and ―getting accepted in the research field‖. This, I believe, was enhanced due to fact 

that I am an inside. Also preliminary contact with the Nurse Manager and the Medical 

Superintendent Officer in charge of the hospital on the research received positive responses. 

They pledged their support and told me I am accepted back home.  

4.3.3: Reflections on the Validity of the Study 

Based on the some of the concept on validity of interpretative research discussed earlier on in 

the proceeding text, the validity of the result of this study is reflected on below.  

Golden-Biddle and Locke’s (1993) three dimension of convincing and some of Klein and Myers 

(1999) seven principles of evaluation for interpretative field research were applied in this study 

to enhance its credibility. 

In order to convince the reader of a study, according to Golden-Biddle and Locke (1993) it is 

important to persuade the readers to find the report worth reading. This according to them could 

be achieved through three dimension of convincing namely, ―authenticity‖, ―plausibility‖ and 

―criticality‖ which is presented earlier on in the text.  

With regards to authenticity, a detail description of the research setting has been given earlier in 

the preceding chapter.  Reasons for the choice of site, number of participants, their professional 

positions and the study duration is presented earlier on in the text.  Also account of field 

experience was given on the interaction between the participants and myself to prove my 

presence at the study field.  
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Reflecting on plausibility, new dimensions of issues in nursing documentation and its 

communications abilities are critically examined in the final report of the study.  

With reference to criticality, the study offers the reader the option to compare what is usually 

perceived about nursing documentation and the new findings that emerged out of the study. This 

will help reshape the reader’s worldview about nursing documentation.  

Again in terms of validity of the research, the fourth, fifth, sixth and seventh principles of Klein 

and Myers (1999) are reflected upon below.    

The fourth Principle of Abstraction and Generalization require that, theoretical abstractions and 

general concepts need to be reflected in the interpretation of results and to show how the 

researcher came to the theoretical insights in describing human understanding and social action. 

Subsequently, this study dwells on the concept of information infrastructure by Hanseth  and 

Monteiro (1998) and Actor-Network Theory presented by Monteiro (2000) during data 

interpretation. 

The fifth Principle: The Principle of Dialogical Reasoning requires sensitivity to possible 

contradictions between the theoretical preconceptions guiding the research design and actual 

findings. Accordingly having worked with nursing documentation for some time, I had some 

preconceptions about its use.  However as stated earlier on, I tried as much as possible to 

approach the study field with a clear mind so that emerging new dimensions of nursing 

documentation could be captured.  

The sixth Principle of Multiply Interpretation, implies the researcher should be aware of 

possible differences in interpretation among participants due to the fact that social context are 

involved with multiple agents. With regards to the above, participants in this study were made 

up of nurses of all ranks, physicians and others who are directly involved with nursing 

documentation. These actors have different interests, which influence their worldview about 

nursing documentation. Hence there was the need to critically examine their views to exclude 

any personal interests that were likely, due to the various positions they occupy in the 

occupational hierarchy. This was important to ensure valuable conclusions to enhance 

credibility of the study. For instance the ward managers were critical on nurses for not 

documenting well, whiles the junior nurse reveal issues with the documentation forms e.g. lack 

of structure and standards, and work overload.   
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Finally, the seventh Principle, The Principle of Suspicion requires that the researcher pay 

attention to possible biases and distortions in the narrative collected from the participants. 

Consequently, as stated above, data was collected from health professionals of different ranks 

who may have different interests; therefore the data was examined to exclude possible biases 

that reflect their interests. 

4.3.4: Ethical considerations 

Prior to data collection, a permission letter from the University of Tromsø was presented to the 

Hospital Administrator seeking the hospitals consent to conduct the research in their premises  

(refer to appendix E). Also ward managers were personally met and the purpose and research 

strategy was explained to them, especially my presence at the ward for observations, interviews 

and taking of still pictures. Consent was sought from the individual respondent for approval 

before interviews were initiated, and also with use of voice recorder during the interviews to 

prevent any intimidation. They were also assured of confidentiality of their shared views. 

Summary 

The main purpose of this study is to look at how nursing documentation was preforming its 

function as a communication tool in fostering collaboration among health professionals caring 

for the patient. In this regards both qualitative and quantitate research methods were reviewed. 

However, Qualitative research approach particularly interpretative approach focusing on case 

study was suitable to answer the research questions. Interpretative research method and its 

validity were looked at. 30 respondents were interviewed within 20-45minutes as well as 160 

hours of participant observation in 4 of the ward of VRH with in a period of 2 months.  

Employing participant observations, interviews with nurses of different ranks and work 

experience, some physicians and the hospital information officer as well as reviews of literature 

and nursing documentation, rich data was collected for the study. Finally issues from the field 

that may influence the study were reflected on. 
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Chapter 5: Case Study 

 

This chapter begins with a brief overview of the workflow at the Volta Regional Hospital, Ho 

Ghana, followed by the state of information infrastructure at the hospital.  Finally the chapter 

presents the results from data collected which are organized into various themes. 

 

5.1: Workflow at the Wards (VRH) 

VRH has eight (9) out of ten (15) wards in operation. The most senior nurse in the ward, usually 

a Principal Nursing Officer, heads each ward or Senior Nursing Officer who are usually called 

the ―in-charge‖. The next senior nurse, i.e., a Senior Nursing Officer or a Nursing Officer, 

assists him or her. Three (3) main shifts are run by the Nurses; morning, afternoon and night. 

The ward ―in-charge‖ sees to the day-to-day running of the wards in terms of work process and 

logistics. Even though the wards are of serving of medications including setting up intravenous 

line for medication, fluids and blood products, wound dressing, chart rounds, where the nurse in 

charge for the day goes round the ward and writes down patients’ complains and what is to be 

done for the patients prior to general ward rounds with the medical team. Also nurses prepare 

patients physically, psychologically, and physiologically for surgery, invasive procedures, an d 

investigations. The duties of the nurse include assisting or feeding weak patients, nasogastric 

tube feeding for unconscious patients. Again patients are assisted to bath or are given bed bath. 

Furthermore, they check vital signs and educate the patient’s and family on disease condition 

and home care, when the need arises. In addition, nurses document patient information, care, 

assessment findings etc. in notebooks and patients’ folders. This documentation and verbal 

instructions are usually communicated to the incoming nurses during handing over, to ensure 

continuity of care. However with the problem of shortage of nurses leading to excessive 

workload the above-mentioned duties are not efficient subsequently undermining effective 

nursing care and patients safety. 
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5.2: Information Infrastructure at the Volta Regional Hospital, Ho 

Information infrastructure at VHR is basic, with most of the information captured with pen and 

paper. There is no computer network for data and information sharing among/between an y of 

the units in the Hospital. However at the Medical records department patient’s biographical data 

is recorded using the computer. This patient information is shared with only the finance 

department, for easy assessment of patient bill especially with regards to the National Health 

Insurance clients. This is actually a pilot implementation of the integrated hospital information 

system by the Ghana Health Service which is aimed at achieving paperless hospitals in Ghana in 

the near future, by capturing all information digitally including nursing documentation and 

ensuring that patient information is accessible in all the departments at a go. In addition, some 

of the laboratory results are digitally generated. 

 The hospital has an intercom system, which enables information flow among the various 

departments of the hospital. Computers can be found only at the laboratory, the medical 

information unit, some sections of the accounts department and the hospital administration. The 

computers in these units are meant for their respective functions. Also all the wards and the 

various departments are connected to the internet. 

This is actually in response to Government’s efforts to digitalize health information in the 

country, hence the introduction of the integrated hospital information system at the VRH. 

However, the rest of health information is paper-based. The Internet accessibility is not reliable; 

sometimes the hospital goes for weeks without access to the Internet mostly due to technical 

problems.   

 

5.3: Sources of Nursing Documentation at the Volta Regional Hospital 

The sources of nursing documentation at VRH like most hospitals in Ghana are fragmented, to 

the extent that one might even mistake the nurses’ station for the procurement officer’s table: 

there is a book for each item under his or her care. 

 Nurses document the patient’s information on the nurse’s paper inside the patient’s folder. The 

nurses’ paper usually is made up of assessment sheet, input and output chart, 4 hourly vital 

signs chart, medication sheet and nurses notes (see Fig 8). 



59 

 

 

 

Figure 8: Nurses notes: red pen indicating night notes whiles blue pen indicating day notes  

(Source: Picture by researcher, 2010) 

 

The changes book forms a core source of nursing documentation because it captures the  

patient’s diagnosis, treatments, new medication, and change of medication, information on 

pending procedure, investigation, discharge and usually verbal orders given by medical officers 

on ward rounds. 

Furthermore, the day and night report book captures summary of the state of patients’ condition, 

observations and assessments, nursing interventions, medication, staff strength, the number of 

nurses on duty and their various ranks and the number of patients on admission and those who 

are seriously ill. Attached to this report book is the ward state which is a single sheet paper that 

captures the number and name of admissions and discharges as well as patients who are trans -in 

and out of the ward. 
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More so, nurses at the VRH document in the admission and discharge book. This book consists 

of ruled columns which capture patients name, date of admission, diagnosis, in patients and out 

patients’ number, date of discharge and number of days on admission.  

There is also the trans in and trans out book in which information on patients who have been 

transferred from a different ward in to the ward and those transferred from the ward to a 

different ward or another hospital is recorded. Nursing documentation can be found in the 

operation book where booked day operation cases are documented. Again, there is also the 

property book in which information on patient’s valuables on admission are recorded, mostly 

under emergency conditions such as road traffic accidents, but this book is rarely used. Nursing 

care plans are also an important source of nursing documentation. Unlike the developed 

countries where nursing care plans form a core of nursing documentation, in the VRH and 

majority of hospitals in Ghana, they are used only by student nurses during their practical 

examination to plan care. 

Below are some sources of nursing documentation.  

 

Figure 9:  Sources nursing documentation 

(Source: Picture by researcher, 2010) 
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Figure 10: Sources of nursing documentation 

(Source: picture by researcher, 2010) 

 

5.4: Structure of Nursing Documentation at the Volta Regional Hospital 

(VRH)  

It is common knowledge that, a structure is a core fundamental to the sustenance of any given 

system. Imperative to this is the structure of the nursing documentation. Upon critical 

assessment of the nursing documentation and interviews with the various actors in nursing 

documentation, it was revealed that the nursing documentation does not have a definite structure 

and does not make provision for detailed documentation. In the bid to ensure efficient 

documentation one has to‖ work around‖ to get information documented; for example, stickers 

are used to create further space to record patient information and most often these are outside 

the ruled columns. 
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Unlike some developed countries where nursing documentation is governed by some guidelines, 

the Nurses and Midwives Council for Ghana does not have such guiding principles. This state 

of affairs has contributed to the inadequacy of nursing documentation at the VRH and Ghana as 

whole. A staff nurse of the hospital who said ―We didn’t meet any standard for nursing 

documentation; the current state of nursing documentation is making it difficult to do proper 

documentation‖ confirms this assertion.  

The different sources of nursing documentation lead to some levels of duplication of 

information recorded. These further burden the nurses. For example, the same information 

found in the nurse’s notes can also be found in the changes book. On the other hand, what is 

important to document is not explicitly stated, this has to be decided by the writer, based on his 

or her intuition and personal judgment from previous experience 

 

5.5: Nursing Documentation at the Volta Regional Hospital (VRH) 

Aside the practical nature of the nursing work there is also the ―secretarial‖ dut ies 

(documentation). Documentation however is a core feature of nursing work, where the nurse is 

required to spend some time to write down important information mostly from the care he or 

she has rendered to the patient, out of care and assessment made on patient among others, 

especially ensuring that crucial information is captured. This documentation serves as a 

reference to others who were not around to have access to what transpired as far as the patient is 

concerned, as well as providing the necessary information needed for efficient care. 

5.5.1: Admitting Patients to the Ward 

The attending physician usually admits patients to the ward through the Out Patients 

Departments. Unlike the developed countries where each person has a personal physician and 

numerous health centers. Here patients are assigned to physician as to what their condition. 

After going through the medical procedures at the OPD patients who needs closing observation, 

surgery among others are sent to the ward in the company of an OPD nurse  but before they set 

off to the ward the consulting room nurse calls the ward to inform the ward. Also patients are 

transferred from the accidents and emergency ward to the main wards.  
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At the ward the patient is provided with a bed, depending on their condition they are orientated 

to the ward as the facilities are mostly shared with other patient. The nurse collects and 

document data from the patient or the relatives if patient cannot communicate. These include 

patient’s medical history, assessment findings, state of patient’s condition on admission and any 

nursing intervention that was carried out in the patient’s folder. Also the patient’s name, gender, 

age, date of admission, diagnosis, in-patients and outpatient’s number is recorded in the 

admission and discharge and the respective sheets.  

―When patients come on admission, we write down their biographical data, their problems, 

interventions and patient assessment. Psychological and social problems also go into the 

documentation.‖ Nurse B 

Patient and relatives are informed about the ward routine including visiting hours, which is 

usually 4.6pm. The nurse writes the admission summary in the nurses’ note. This includes the 

history of the patient’s illness, the assessment findings, nursing interventions cared out as well 

as the patient’s treatments.  Report is also written on the new patient in the 24hour report book 

(day and night report book) by the afternoon ward in charge and is continued by the night 

nurses. Some of the admission summary written in the nurses’ note is repeated in the report, 

whiles the night nurse writes about how the patient faired during the night as well as nursing 

interventions and assessment findings. 

5.5.2: Documentation during the Day 

As long as the patient remains in the ward some of the nursing procedures care carried out on 

the patient during the day are documented. For instance, wound dressing and the state of the 

wound, pre-operative care and medications served; including any observations made on the 

patient are noted. These are usually documented in the nurses’ notes and respective flow chart. 

Also the nurse in charge for the morning shift makes a quick chart round by moving from 

bedside to bedside. During these rounds, complaints of patients are noted on a piece of paper or 

directly in the nurses’ note. Patients complain that need urgent attention are attended to. 

Important   information is also passed on to medical officers via the telephone or when he or she 

comes around, as well as other nurses on duty. Also some of this information gathered by the 

nurse in-charge is documented in the nurses’ note and changes book. A nurse as captured in the 

following statement corroborates this fact: 
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―We document as nurses every care we render for our patients and vital information like vita l 

signs, any assessment and observation that we carry out and wound dressing.‖   

 During general ward rounds or any rounds by the medical officer, whatever transpires during 

the ward round concerning the patient that is necessary for continuity of care is documented in 

the changes book and something the nurses notes i.e. new treatments, change of treatment, and 

intended procedure. This is usually documented by any of the nurses on duty in the changes 

book or on prescription form, which is later transferred into the changes book. This includes 

verbal orders given by the medical officer on ward rounds.  

Furthermore, at about 4pm, the nurse in charge for afternoon duty or any delegated nurse writes 

reports on new patients, those who are seriously ill, pre- and post-operative patients and any 

nurse or hospital worker on admission. This usually consists of the state of patient’s condition at 

the time of report, nursing intervention and procedures, assessment findings and mediations. 

This report is continued by the night nurse in-charge or delegated night nurse, who adds the 

condition of the patient throughout the night, nursing intervention and assessment carried out, 

medications, eliminations, input and output. 

Documentation is also done during the handing over to insert omission in the respective 

documents. 

―As nurses we write report on patients in our care especially those who are seriously ill so that 

in case of anything our interventions can be a prove.‖ confirms a respondent.  

Also, admissions and discharges in the ward are documented in the admission and discharge 

book. This consists of the ruled columns that capture patients name, date of admission, 

diagnosis, in-patients and outpatients number, date of discharge and number of days on 

admission.  I observed that, this book apart from keeping information on newly admitted and 

discharged patients also helps discharged patients who have misplaced their identity cards to 

retrieve their number so that they would be able to pick up their folder at the records department 

especially when they come for follow ups.  
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5.5.3: Discharging the Patients 

Patients are discharged from the hospital when their condition is stable. Discharge can also be 

made on the request by patients, which should be backed by a written permission.  The decision 

to discharge the patient is usually taken during ward rounds where the patients is assessed by 

the medical team and found improved. The attending medical officer or any member of the 

medical team writes the discharged summary in the patient’s  folder and signed. The patient’s 

folder is then sent for assessment of bills. For non-insured patients the discharge process is 

however not complete until the patient pays the bills. When the patient is ready to leave the 

ward. The nurse gives health education depending on the condition. These usually comprises of 

instructions on wound care, medication etc. Routinely the patients are scheduled for two weeks 

follow up (review) at the OPD after discharge for assessment. Also the patient who needs 

continues wound dressing, removal of stitches and are from different town are given a note to 

the nearest health facility for that effect. Then again patients with chronic diseases such as 

diabetics are referred to the nearest diabetics clinic for continuity of care.  This is followed by a 

referral note or verbal information. After the patient leaves the ward the nurse discharges the 

patients in the admission and discharge book and the ward state by writing the date and time the 

patient left the ward, the patient’s condition at the time of leaving the ward, date of review and 

any referral made. On the ward state
3
, the patients name and the inpatients number is entered in 

the discharged section.  

 

5.6: Quality of Information 

As indicated above, documentation of nursing interventions and observations forms a core of 

the nursing duty. Information gathered from interviews with various actors in nursing 

documentation at the Volta Regional Hospital indicated that, there is divided opinion as to 

whether nurses at the VRH are doing proper documentation or not. In fact this variation is seen 

among all levels of actors; both junior and the senior staff. A ward manager has this to say:  

―Documentation is very poor in this ward. People don’t document properly. It is agreed that 

identification of problems leads to care and subsequent documentation, but people fail to 

                                                 

3
 A form that captures data on total number of patients and nursing staff per day 
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identify problems therefore could not do proper assessment and care hence inadequate 

information to convey to others. Here people dwell more on verbal information, e.g. most 

assessment are not documented: if they do they are inadequate and most do not have 

signatures.‖  

Other observations are noted in the following responses:  

―On the average, we nurses document our findings carefully, but due to shortage of staff and 

time constraints we turn not to put in our best. Just imagine the situation where you are alone in 

the ward with twenty patients: how much can you do alone? Sometimes one may forget to 

document due to pressure from workload.‖  

 As if to confirm the positions of respondents, random sampling of patients’ folders showed 

that, most of the nursing interventions were not documented. Those that were documented did 

not capture vital information on the intervention or assessment findings. This obviously reduces 

the quality of the documentation because at the end of the day, it cannot serve its purpose well. 

One respondent confirmed this finding: 

―Documentation is where we are poor. Sometimes we don’t write what we are supposed to 

write, like what happened this morning. The nurse’s note was written all right but this important 

information was not there. Doctor may ask why the drug was not given but because it was not 

documented and the nurse is not around to answer, you the person around may not know what to 

say, so it is good to write everything about the patient that you have observed. E.g. change of 

medication etc.‖  

There is no standard policy on nursing documentation as to how it should be done, except for 

some guidelines for the 24-hour report, which a former Nurse Manager of the hospital came out 

with. The bottom line is that, nurses should document care, assessment finding and 

observations.  What to include and exclude is left to the writer to decide. One respondent 

revealed that, this puts additional strain on the nurse, since they have to think of how to put into 

written their care, outcomes and findings: 

―Generally, there is nothing guiding us on documentation. We write from experience and use 

our own judgment. This makes it a bit difficult to determine what to include and exclude since 

we have a lot to write.‖  
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Also, the documentations lack signatures. What are currently required are the initials of the 

writer.  Signature is necessary to identify the writer, in case of further explanation of what has 

been written. It is easier to identify the author of a document by the signature alone.  

The case for proper documentation is summed up in the following response:  

―People do not know that nursing documentation is a legal document. Looking at the 

documentation procedure, it requires that we sign everything that we write. Should there be any 

case the documentation will save you or send you to the law court. For example, if a patient 

complains of headache and you don’t intervene, or you don’t document the complaint at all, you  

will be in trouble in case the patient dies .The nursing documentation also leads others in the 

care of the patient, since false documentation can mislead the medical team.‖  

In seeking further clarification on the act of documentation at the VRH, I was told that not only 

work load and time constraints account for this situation but also lack of guidance on how to 

document. 

It was also observed that, some of the information is inserted during handing over, especially, 

when the notes are read and someone remembers something important that was not documented, 

and also when the one taking over is very particular about the documentation. He or she insists 

that every detail is documented before she will take over.  

I also observed that, the sources of nursing documentation is fragmented, therefore the nurses at 

times have to make many entries at the same time. There is also some level of duplication; for 

example, at a point in time what is written in the nurses’ note can be found in the changes book   

 

5.7: Handing Over 

Information gathered from observations and interviews reveal that, nursing documentation is 

used mostly during handing over even though reference is made to it during routine work and 

ward rounds. Handing over varies a little depending on the ward, shift and number of nurses 

coming on duty. The outgoing and incoming nurses move from patient to patient, the outgoing 

nurse in charge go through the nursing documentation mostly the nurses’ notes, medication 

chart, temperature and observation chart. The outgoing nurse uses the documentation to inform 
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the incoming nurses about patient condition, new medication given and any necessary 

intervention. After the handing over, the incoming nurse in charge checks the Admission and 

Discharge book to cross check the ward state to ensure that the ward state corresponds to the 

number of patients on admission. I witnessed an instance when a patient was on admission but 

his particulars were not documented in the Admission and Discharge book. If it is mornings 

shift the nurse in – charge then reads through the day and night report book, signs and sends it 

to the nurse Manager. The handing over is done at the nurses’ station where the incoming nurses 

together with outgoing nurses go through the various nursing documentation. As stated earlier 

on, the handing over varies from ward to ward. Mostly the nurse in-charge of the morning shift 

reads the 24hour report to get information on patients who are ill and those for special 

procedures, but when student nurses are around, the report is read by the morning staff to the 

hearing of all those present. During this period some of the wards use only the changes book for 

handing over. Others use the patient folder and some both the changes book and the patients 

folder. 

During the afternoon handing over where the morning staff hands over to incoming afternoon 

staff, the incoming nurse reads the nurses’ notes, changes book and patient’s folder to have a 

fair idea about the patient’s condition. Usually this is done for patients who are ser iously ill and 

those who need special attention. When the incoming nurses are satisfied with the 

documentation, the outgoing nurse, usually the nurse in charge, depending on the ward reads the 

change book or the nurses’ note to tell the incoming nurses about each patient on the ward, their 

condition, treatments, pending investigations and pre-operative preparation.  

The evening handing over takes the same turn with the exception of the use of day and night 

report book. In short nursing documentation is used mostly during handing over. More so, 

throughout the shift, nurses refer to the documentation for clarification when the need arises.  

Also during general ward rounds or when any medical officer comes on rounds to attend to a 

patient, the medical officer flips though the temperature and medication sheet and at times the 

nurses notes to read about what has been done for the patient and what has been written about 

the patient. Doctors use it to make decisions; e.g. reading the flow chart will give the doctor a  

clue about the patient’s vital signs. Other health personnel like the pharmacist during ward 

rounds flips through the medication sheet of the patient. Also the nurse in charge makes 
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reference to the documentation to support verbal information about the patient to the medical 

officer during ward rounds. 

In some of the wards, when doctors are called to review a patient, they read through the nurses’ 

notes to see what has been done for the patient or the event of things before proceeding to the 

patient. In some situations, physicians read the nursing documentation to assess nursing 

management of patients and also to verify the documentation of their orders.  

Apart from helping to pass on information to other health personnel, nursing documentation at 

the Volta Regional Hospital servers as reference for clarification.  

―We document in simple language and encourage others to read especially during handing over. 

We read out what we have written again to nurses that are taking up. Later the incoming nurses 

read the notes if he or she have any problem and also to get the information clearer.‖  

 Also, nursing documentation helps to plan care for patient. In this instance, one reads what is 

done for the patient to determine what to do for the patient. Also patient’s response to previous 

intervention helps nurses to plan better care for the patient. Incomplete documentation, 

therefore, does not make for effective patient management. As one nurse noted:  

―Nursing documentation helps to give us adequate information about the  patient. This helps you 

to know what needs to be done for the patient only if the information is accurately 

documented.‖  

Day and night report book is sent to the nurse manager every morning during weekdays. She 

reads through to familiarize herself with the happenings at each of the wards, and follows up to 

the wards when the need arises. 

―With regards to the day and night report, it is sent to the nurse manager who reads through to 

have a fair idea about the ward state and what is happening in the ward.‖  

Nurses at the VRH use the nursing documentation, especially the admission and discharge book, 

to prepare monthly statistics on admissions, discharges, and the number of operations done, 

segregating them into major, minor and day cases, This is submitted to the hospital statistician 

and are used at the hospital mortality meetings.  
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Finally students of Ho Nurses Training College, during their clinical placement or at their 

leisure time, go through some of the nursing documentation to learn about nursing management. 

Below is a scene from handing over at the male surgical ward.  

 

 

Figure 11: Nurses and student nurses looking on during handing over.  

(Source; researcher 2010) 

  

5.8: Drawbacks on Nursing Documentation at the Volta Regional Hospital, Ho 

Information gathered from observation and interviews, shows that nurses were well vested in 

the nursing process and care plans during training but are practicing a different form of 

documentation. Hence, the difficulty in determining which of the four aspects of the nursing 

care plan to include in for example the nurses note. The following response attests to this:  

―To ensure effectiveness of nursing documentation, it should be taught in the training schools 

and also in- service training should be organized for the nurse. I am saying this because of what 

I have seen in the ward, especially to document in a simple language.‖  

Time constrain was also noted to hinder nursing documentation. Due to shortage of nurses 

leading to work overload, there are only 110 nurses instead of 237. Nurses find it difficult to 

make enough time for documentation. One respondent had this to say:  
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―We mostly forget to document because we do not have enough time. You have to do a lot of 

work at the same time so at the end of the day you don’t  remember to document. When we 

forget to document something we do it during handing over but I think if we are many and the 

work is evenly distributed among us we will make better documentation since it is important for 

our existence as nurses.‖  

According to documentation norms the nurse who gave the care is supposed to document and 

append his or her signature. But due to work overload, it was observed that in most cases the 

nurse in charge for the shift make all the entries in the various documents, most especially the 

nurses note regardless of whether she was the one who perform the procedure or not.  

Another significant draw back on nursing documentation was noted to be unavailability of in -

service training for the nurses on documentation. Some of the respondents express their concern 

on the need for workshops to help them on how to deal with documentation in the middle of the 

pressure from work load, especially how exactly they should document and how to achieve 

efficiency. 

The nurses notes were as well seen to consist of similar phases running through them e.g. 

dressing done, vitals checked, medication served etc. indicating that nurses are able to 

document only routine care and not specific care regarding to individual patients needs/care. 

Some of these could be found in the various charts. Meaning new information for patient care is 

most of the time missing from the notes. 

 

5.9: The Nurses’ Expectations for a Computerized Documentation System 

The nurses at the Volta Regional Hospital do not want to be left out in modern nursing, with 

regards to the use of computers in nursing. Interviews with various actors in nursing showed a 

strong desire for this. Most nurses would like digitalization of nursing documentation, which 

they belief would save time, reduce inefficiency, especially if it can be designed in such a way 

that they can just tick and write only a few lines. The following responses attest to this:  
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―We would like the nursing documentation to be computerized so that all documentation will be 

at one place for easy documentation and reference.‖  

―Looking at the paper work, a lot of people handle the folders. Some time ago, our Admission 

and Discharge book got missing and we lost five (5) months documentation. We should be 

encouraged to become computer literate so that documentation could be made into the computer 

for easy accessibility. Sometimes you cannot find patients folders at the Records Department. 

When a folder gets missing, it is difficult to continue with care. If we should have computers, 

patients’ information could be traced easily.‖  

The anticipated problem with digitalization of nursing documentation is the high computer 

illiteracy among nurses as well as the unwillingness of the old hands to learn. This is further 

compounded by the workload. The good news is that computer studies forms part of the 

curriculum of nurses training programme. Even though the computer laboratory at the Ho 

Nurses Training College is not adequately equipped, the school started to equip student nurses 

with computer skills since 2003.  Consequently some young nurses are computer literate, but 

with the absence of computers at the hospital and privately owned computers, their skills may 

wane over time. Some key respondents expressed this concern:  

‖I think when we computerize the nursing documentation, it will make it easier to document, 

but the challenge will be the high computer illiteracy rate among we the nurses.‖  

―Computerization of nursing documentation would be the ideal for our over-burdened ward, but 

most of us in the ward cannot use the computer. It will be difficult for me to learn it now 

because I get so tired after work.‖  

―The documents are fragmented.  If we can have it in one form, it will help: for example, 

putting everything on the computer so that you just tick and type something small when the 

need arises.‖ 

Others would also want to have the sources of documentation reduced to a single source with 

less documentation time. They suggested a paper-based checklist with few spaces to write. 

―Some of the documentation could be structured in a way so that we can just tick or fill in, for 

example questions and answers or structured interviews.‖  Nurse H 
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―Due to lack of staff, it will help a lot if the nursing documentation will be structured in way 

that we will just tick and write only little remarks.‖ Nurse B 

 

5.10: The Perspectives of Oral Information at the VRH  

The tradition of oral communication or account has been with nursing ever since, and some 

nurses think it is the ultimate, in the sense that, it allows them some freedom to give detailed 

account of patients’ status.  Also the major reason given by some of the nurses for preference of 

oral communication is the fact that, documentation takes time and requires a lot of thinking. 

Coupled with shortage of nurses it is difficult to make enough time for adequate documentation 

but it is easier to give oral account of what has been done for the patient.  Besides, the sensitive 

nature of some patient information cannot be written down for fear of future implications. 

―I prefer verbal communication because the written ones do not cover everything, for example 

details of wounds are not captured in the documentation but this can be given orally. Besides I 

feel free to say than to write.‖ Nurse G 

―We cannot do away with verbal communication: it is very important because things that are not 

documented are said verbally especially during handing over. With this workload, we tend not 

to write much but we can say whatever we were supposed to write well.‖ Nurse R  

Other views focused on the fact that oral information is a necessary compliment for written 

information, as neither of them could exist without the other. However concerns were raised 

about the need to give concise oral account since it has the tendency to encourage unnecessary 

deviation from the main issues. These are some of the concerns expressed by the respondents . 

―Here people dwell on verbal information. For example most assessment are not documented. If 

they do, they are inadequate and most do not have signatures so at times you have to listen to 

the verbal information to figure things out.‖  

―Verbal communication supplements the written documentation.  Some of the things that were 

not documented are said orally during handing over, then we insert immediately, so  it is helping 

us to capture information in our notes.‖ Nurse S 
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―Since we cannot do away completely with our verbal account, we need to examine how we go 

about it.  It means we should reduce it to the minimum and document more, because during 

handing over, we at times talk too much and bring in irrelevant topics which also waste time.‖  

Summary  

 The study was conducted at the Volta Regional Hospital, Ho, Ghana. Empirical data was 

collected from observations in four of the wards as well as from interviewed conducted for 

thirty respondents. To start with, the state of information infrastructure at the VRH was 

reviewed. In order to achieve the purpose of the study, in depth analysis of all the aspect of 

nursing documentation were done. This included workflow at  the wards the various sources of 

nursing documentation, the structure of the documentation and quality of the nursing 

documentation. Also, routine duties where nursing documentation is produce and used were 

looked at. They included report writing, Admissions and Discharges, handing overs.  Finally, 

Challenges present in the Nursing Documentation, perspective of oral information nurses . 

Expectations of computerized documentation systems were identified.  
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Chapter 6: Discussions 

 

This chapter will discuss the key issues identified from the data collected; it is divided into five 

main sections. The first section, in the light of Actor network theory looks at various interests in 

the nursing documentation that needs to be harmonize to achieve the main aim of quality care 

and patients safety through effective communication. The second section highlights on some 

challenges associated with nursing documentation at the practice setting. This is followed by a 

look at the quality of nursing documentation at the VRH. The fourth section looks at the 

effectiveness of nursing documentation as a communication tool at the VRH. Finally, nursing 

documentation is looked at as an information infrastructure focusing on some characteristics of 

IIs and how nursing documentation as an information infrastructure could be developed into an 

efficient tool for continuity of care. The chapter ended in a summary of the various sections.  

 

6.1: Tension between Vision and Practice  

Like most countries, the Ghana government /Ghana health service has made pragmatic efforts to 

improve the quality of services offered by its members. Of late, quality care has remained a 

recurring theme for health professional groups and policy makers in all the sectors of the 

economy. This is partly as a result of motivation and sensitization from the international quality 

assurance society in the early nineties. Accordingly, series of studies have taken place among 

patients and health staffs; these studies were aimed at identifying measures to improve quality 

of health care in the country. In effect, quality assurance plans were drawn by the Ghana health 

service, the latest being ―Quality Assurance strategic Plan for Ghana Health Service 2007-2011‖ 

(GHS, 2007). The primary focus of this plan is to address the issue of quality and safety of 

health care delivery in the country (GHS, 2007).   

One of the intermittent objectives to improve clinical service is to‖ improve 

recording/documentation of patients’ information by health workers‖. To achieve this, the 

following were put forward. 

―Develop guidelines/standards on documentation of patients’ records  
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Disseminate and orientate health workers on guidelines/standards 

Supervise and monitor adherence to guidelines/standards‖ (GHS, 2007).   

Judging from the above, efficient documentation forms the bases for communication, 

subsequently, key player in achieving quality care. Unfortunately the above-mentioned 

measures appear to remain only on paper or are at very initial phase of implementation because 

its impact is not seen in practice. Present nursing documentation, which is also part of patient’s 

record, has not seen any standardizing. The decision as to what is appropriate to include in the 

documentation is left to the discretion of the nurse. As one respondent lamented: 

 ―As at now, we don’t have any standard from the NMC to follow, we have to struggle to come 

out with something appreciable... Unlike the nursing care plans that we can’t use, the nurses’ 

note is just a plane sheet for you to write”. Hence there is an urgent need for standards in 

nursing documentation, because the nurses are the only group of profession that spends twenty-

four hours with the patients and therefore have a lot to document from observations that will 

inform other health profession on decision-making about the patient. Therefore improving 

nursing information may go a long way to improve the quality of care that patient receives.  

 Under the Ghana health service (GHS) Job description, the staff nurse is expected to 

―undertake assessment, planning and implementation of intervention for addressing patient care 

problem‖ and also be able to ―communicate effectively both orally and written ‖ and 

―evaluations and modify plans as needed‖ (GHS, 2005). As indicated earlier on, assessment, 

planning, implementation and evaluation of care is related to the nursing process, which the 

current documentation forms, do not support. One may ask that without the use of nursing care 

plan the above mentioned crucial care couldn’t be documented? Most of the documentations 

reviewed contained routine nursing duties without much of the above. Respondents blame this 

on lack of standards coupled with time and heavy workload.  

On the other hand, development of standards for health information systems in developing 

countries has proved to be problematic. It was noted that developing countries have fragmented 

information systems; each department, programs and facilities have its own data collection 

strategies and interests (Braa et al., 2007).  A similar situation was identified in Ghana. In 

Ghana, the health data collection tools (forms) were developed and used by the public sector. 

These forms are not tailored along the needs of the health sector. Consequently they do not 
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support data collection for planning and decision-making at the lower levels. The resultant is 

poor integration of data from the various data collection systems. Leading to significant 

duplication and omission of key data sets for assessing performance (MOH, 2008) . 

 However the creating of a common standard calls for the integration of all the various sources 

of information. Ghana as a developing country may share some of the situation identified in 

Mozambique by Braa and Humberto (2007) as the major setback in achieving a national 

standards for data collection. ―Conflicting interests between health programs; difficult to reach 

a ―final‖ agreement; Changes the only constant; new needs keep popping up (e.g. HIV/AIDS); 

multiple software and paper tools are difficult to coordinate and change; standards are ―cast in‖ 

(Braa and Humberto, 2007). 

Besides, human resource for data collection and analysis has been identified to hinder data 

management in Africa that subsequently results in redundancy of information (Braa and 

Humberto, 2007). It has also been noted in Ghana that there is lack of requisite skills for data 

collection especially at the lower levels of the health system. This situation is worsened by the 

perception of non-usefulness of information collected among the health workers at the lower 

levels (MOH, 2008). Apart from the human resource situation, there is also unequal distribution 

of information infrastructure with less concentration at the district and sub district levels than 

the regional and national levels (WHO, 2005).  

 Equally important is policy framework that guides data collection and management in Ghana. It 

was discovered that the health sector in Ghana does not have adequate legal instruments guiding 

data collection and information management as well as incentives or sanctions in ensuring 

compliance to health reporting (MOH, 2008). Also patient’s right to privacy and its protection 

was identified as a challenge to the development of health information system (WHO, 2005). In 

response to the above, Legal and policy framework for health information and health data 

reporting was drafted in 2008 but has still not materialized. Hence plans for achieving a 

standard for data collection in our clinical areas still remains on paper. In effect, the vision of 

the GHS to improve documentation of patient information as well as the ascribed role of the 

nurse to this effect is not realized at the clinical setting. Thus inefficiencies continue to exist in 

the documentation process and its use. This is because nurses have to manage and produce some 

form of evidence of care. 
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6.2: The Need for Taking into Account Different Interests  

The actor- network Theory (ANT) is concerned with the alignment of interests, needs of actors 

who are usually involved in the social negations in a social network (Monteiro, 2000). 

Accordingly, ANT helps us to map out actors in the information network with common interest 

and how these interests are aligned or negotiated to achieve a common goal. In the light of this 

theory, the actors in nursing information are nurses of various ranks, medical officers, 

physiotherapists, and laboratory technicians, paper notes, note books and work routine.  For 

instance, the nurses are trained and vested in the nursing process approach to documentation. 

But this interest has to be negotiated at the work situation since they have to adopt and adjust to 

the free-text type of documentation. Accordingly these two different work situations have to be 

negotiated so that smooth transition from what is learnt and what is to be practiced is achieved. 

This process is important so as to achieve the optimum goal of efficient care and patient’s 

safety. These actors with different interests are connected in the network with the optimum aim 

of providing continuity of care to ensure efficient care and patient safety. However these 

divergent interests at the different level needs to be harmonized to achieve results.  

These diverse interests of the various actors are mapped out. The consequences of nonaligned 

interests and the needs to be negotiated are discussed below.   

6.2.1: Gap between Training and Practice 

Nursing training education in Ghana has seen many reforms since its establishment 1899 (Opare 

& Mills, 2000). Formal nursing education was however started in 1945, Ghana being the first 

West African country to establish nursing training school. Even then, the nursing training 

curriculum was based on the General Nursing Council of England and Wales (Kisseih, 1968). 

This was necessary to ensure that, the standards of the Graduates from the school meets those of 

Britain, so that they can take post basic courses in Britain to prepare them to take up nursing 

positions from the colonial masters (Kisseih, 1968). 

 Currently, curriculum of nursing training education in Ghana both at the university and the 

training colleges’ emphasizes on the concept of nursing process in providing nursing care .The 

nursing process is a tool that provides the nurse with a systematic problem solving technique, it 
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is presented in five (5) phases, namely Assessment, diagnosis, planning,  implementation and 

evaluation (Carpenito-Moyet, 2007). The planning phase of the nursing process is characterized 

by documentation in a nursing care plan, which provides structured forms for documentation 

and a good medium for evaluating outcome of care. The nursing process consequently facilities 

individualized care which is more appropriate in a setting of one-one nurse patient relationship. 

 

 

Figure 12 Sample of nursing care plan 

(Source http://nursingdepartment.blogspot.com/2008/11/nursing-care-plan) 

However, nursing process and its associated nursing care plans are not used in the hospital due 

to shortage of health profession (nurses) coupled with heavy workload. The irony is that, 

student nurses’ only use the care plan during clinical placement and practical examination,  

hence the use of nursing care plan ends when the student completes the nursing course. This 

finding reflects a study done in a medical ward of the Korle- bu teaching hospital, Ghana which 

revealed the disappointment of student nurses, because they cannot practice what they are 

though at school, including the use of nursing care plans (Böhmig, 2010). After being trained 

with the nursing care plan, the nurses completes and have to adapt fully to traditional 

―freehand‖ or unstructured type of nursing documentation that basically lacks the planning and 

evaluation steps in the nurses process. 

In addition, the nursing care plan seeks to enhance individualized care but with multiple patient 

assessments that exists in the wards (Allen, 1998). The nursing process cannot be functional in 
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our type of work setting. However, the nursing documentation at the end of the day must be 

accurate, efficient to achieve results and even make the nursing profession visible among others.   

The question worth asking is that, when will the problem of shortage of nurses end, so that what 

is thought in the training schools will be implemented? What happens to the knowledge 

acquired in the nursing process? It is significant to note that, nursing education in Ghana, since 

its insertion is tailored along foreign practice and setting, particularly Britain. This coupled with 

the desire of NMC to maintain the standard of nursing in Ghana to conform to international 

standards shows a long-standing desire for international standards. The Resultant is the adoption 

of the ―universal‖ nursing process. Though proved to be an important tool in nursing practice, 

Local constrains such as shortage of nurses to cater for increasing numbers of patients in the 

Ghanaian hospital setting makes it redundant. Hence its use is relegated to the background when 

the students graduate. As discovered by Manfredi (1993), PAHO (1999) in the Latin America 

and the Caribbean. Different classification system for nursing documentation that originated 

from different country mostly did not fit into the local work settings. 

It is important that Ghanaian nurses meet international standards. This may also accounts for the 

preference of the Ghanaian nurses aboard, especially United Kingdom.  Subsequently draining 

the nation of its skilled nurses.  

 There is therefore the need for the Nurses and midwives council of Ghana to re-examine the 

present nursing documentation to ensure that all the different interests of the various actors are 

harmonized so as to achieve efficiency in the documentation process. 

6.2.2: Time Constrain verses Documentation 

Unlike the developed countries where the average, nurse – patient ratio is appreciable. Volta 

Regional Hospital for that matter Ghana, has about 1:100 ratio of nurse to patient
4
. Giving 

efficient care to patient is however the prime objective of every nurse. Subsequently, accurate 

nursing documentation is proven to ensure continuity of care that is a necessary facilitator for 

efficient care as well as a guarantee for patient’s safety. However the over whelming work load 

in our hospitals does not make possible for the nurse to achieve this objective holistically, given 

that, the nurse has a lot of patients to attend to within a short time. For instance it is common to 

                                                 

4
 VRH statistics 2010 
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find two nurses on duty with one health assistant to cater for as much as 25 patients. Coupled 

with emergencies, at the end of the day the nurse forget to document, but fortunately what is 

forgotten may be inserted during handing over when the one taking over is particular about 

documentation.  Similarly increased number of patient as against fewer nurses is said to account 

for lack of time for documentation in the Caribbean and Latin America (Bakken, 2007). Also 

similar situation was revealed by (Boston & Vestal, 1994, Mills & Tibury, 1995). 

More so, as part of the nurses’ duty, patient information needs to be documented to ensure 

continuity and evidence of care. Looking at the above mention ratio of nurse to patient, the 

nurses at the Volta Regional Hospital do not have much time to deliver efficient care as well as 

to document appropriately. Due to time constrain, the nurse in- charge for a shift may have to 

document patients care on behave of the other nurse (s) regardless of whether she performed the 

procedure or not. In this situation all the folders are entered at the same time, mostly getting to 

the close of the shift. This means that, documentation is done after hours of procedure. The 

reason behind this is that, the few nurses on duty are busy with other procedure, but something 

must be presented on paper after all. Although there seems to be consultation between the 

caregiver and the writer, there is no guarantee of accuracy. We should not forget, however, the 

fifth themes of essential of quality nursing documentation by Jefferies et al. (2010), which 

states, ―Nursing documentation should be written as events occur”.  So that accurate sequent of 

event is documented. In this regards, the quality of the documentation is not guarantee and 

subsequently may not have adequate information to communicate to health personnel in charge 

of the patient. 

 Due to time constrain, nurses at the Volta Regional Hospital are not able to put in their best in 

document. Most of the documentation reviewed are shallow and mostly the same phrase‖ or 

chorus" runs through all the patients notes, regardless of their disease condition or needs. This 

indicates that the documentation did not capture Individual patient’s needs, assessment and 

outcome of care, because as the saying goes ―what is not documented is  not done‖. Frank- 

Stomborg et al. (2001) point out that when nurses concentrate on recording only routine care 

and observations, the possibility to missed vital information for patient care is very high. 

Consequently missing out the quality of documentation that requires that ―Nursing 

documentation should be patient centered” (Jefferies et al., 2010). 
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Even though there are no studies in this area in developing countries, some studies done 

elsewhere have shown this concern. For example a study by Moody & Snyder (1995) reveals 

that nurses spend approximately 15-20% of their time on documentation of assessment findings 

and care. This means that documentation needs some appreciable amount of time, but in the 

case of Ghana, heavy workload with its resultant time constrain is a major factor that hinders 

quality documentation. To sum up, work overload seriously affects documentation by nurses at 

the Volta regional hospital thereby undermining its quality and its communications ability. 

There is therefore the need to reconcile workload and documentation of patients care through re 

defining the scope of workflow. In light of ANT, translation is needed, so that all these interests 

could be negotiated to provide the necessary course in achieving the common goal of effi cient 

documentation.  

6.2.3: Interplay between Oral and Written Communication  

Oral communication is a long tradition in the nursing profession, which forms an important 

aspect of nursing communication. Some researchers think that, it accounts for the nurses’ poor 

attitude towards documentation and seriously influences documentation. It is argue that, the 

hospital unit is designed to achieve close working relationship that facilitates frequent 

discussions among nurses given that they interact with patients,  visitors and colleagues verbally 

(O'Brien & Pearson, 1993). Consequently, O'Brien and Pearson (1993) find that verbal accounts 

of patient care situations were far richer than the recorded data.  

At the Volta Regional Hospital oral communication is at its peak during handing over, when the 

care process and patients’ progress is discussed as well as what is written about the patient in 

the patients folder. During this time questions are asked for clarification on oral and written 

information and the necessary inputs are made towards effective patients care. In fact, it is a 

forum for discussing patient care. Most at times experience nurses gives suggestions on how to 

deal with certain cases. In addition oral practice is seen during admission of patients to the  

ward. As part of the admission procedure the nurse assesses the patient to get base line 

information for his care. This is evidence in conversations between the nurse and the patients. 

Information gathered from this interaction is subsequently documented in the appropriate 

document. 

Oral communication in nursing is further seen during patient’s education, which is usually given 
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during patient’s admission on the ward or on the day of discharge. It is also common to see 

nurses given health education to the out patients at the general OPD, or specialist OPD i.e. at 

child health, Obstetric clinics among others. During ward rounds nurses, medical officers and 

the paramedics engage in discussions about the patient’s condition and treatments.  

 Judging from above this long tradition of oral communication among nurses’ forms a necessary 

core of continuity of care and complements written document. However reconciling the two 

form of communication would enhance continuity of care.  

On the other hand, written communication in nursing is seen as fundamental to competency and 

professionalism. It is said to reflect professionalism through the nurse’s application of nursing 

knowledge, skills and professional standards in the clinical setting (CRNBC, 2007). More so, 

documentation provides on daily bases valid and reliable evidence of care (Karkkaninen & 

Eriksson, 2003), which facilitates efficient communication and cooperation among health 

professionals (Ammenwerth et al., 2003). 

At the Volta Regional Hospital, the nurse managers expects that nurses give priority to written 

documentation due to the above mentioned inevitable benefits However the nurses seem to be 

comfortable with oral communication even though they verbalized that written communication 

is the best. Information gathered from interviews and observations clearly indicated that, nurses 

at the Volta Regional Hospital cannot completely do away with oral communication. Oral 

communication is a key to continuity of care, especially looking at the role it plays during 

handing over. The written communication is said to be the ―ultimate‖ in terms of 

professionalism and legality. As much as possible most nurses at the Volta Regional Hospital 

are more comfortable with and rely on oral communication vis-a-vis written communication. 

This situation is accounted for by the following reasons: 

 Inadequate number of nurses as compared to increased number of patients, therefore 

making it difficult for nurses to make time for documentation.  

 Most written documentation does not contain all the needed information required for 

continuity of care, and is mostly inadequate .At the end of the day the documentation is 

not able to communicate to others. 

 Most nurses find it easier and confident to orally communicate patient’s care.  

 Certain social issues concerning the patient that are needed for his or her care cannot be 

written down, hence they are best communicated verbally, and 
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 Oral information always supplements the written information during handing over.  

On the other hand, as much as oral communication seems suitable for most nurses at the Volta 

Regional Hospital, the layout of the wards does not guarantee patients’ confidentiality as other 

patients may hear what is being said. This is because six (6) patients share each cubicle in the 

ward (this number increases when there is shortage of beds). The average cubicle per ward is 

three (3) with at least two (2) private rooms).  

 

One of the respondents shares this concern: 

―If we are able to document much the verbal handing over may not be much because sometimes 

the patient may hear what we are saying. For example, in my ward we move from bed to bed to 

hand over. It is likely that other patients may over hear what we are saying, and may also 

interpret it in another way. Because of privacy issues the verbal handing over should not be 

much so that we don’t expose others. If you write and the person reads, nobody will hear what 

you are saying.‖  

Then again, nurses deviate and digress from the subject matter during handing over, hence 

wasting time on other issues. 

I also observed that, there was always confusion over information when the person directly 

involved with the patient did not document and is not around to clarify issues during handing 

over. 

 Of late nurses in Ghana are being sent to court over negligence of duties. Relying on oral 

communication without efficient documentation puts the nurse in a critical situation when 

he/she is involved in a lawsuit. 

 In fact the significance of written communication is seen in continuous improvement of nursing 

documentation from development of guidelines for writing to digitalization of nursing 

documentation in developed countries. In Ghana even though there are no known guidelines for 

present documentation at the wards, Nurse managers, ward -in- charges and other nurses 

acknowledge the essence of nursing documentation. Some respondents confirmed this as 

follows:   

―Nursing documentation helps your colleagues to read about the patients before the oral 

handing over and also serves as a document that can be referred to at any given time.‖  
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―Nursing documentation helps us to give adequate information about the patient: what has been 

done and what is to be done for the patient.‖  

―It is very good when we document. Even when you are not around, others can read it to know 

the information about the patient.  For example the patient’s condition may change in the 

absence of your colleagues. Writing it down and them reading it may inform them about it. But 

if you did not write it down and you happen to be absent at the handing over, how do you 

account for this?‖  

Nursing documentation at the Volta Regional Hospital is not at its best. Sometimes the 

documentation is inefficient for the purpose of continuity of care. As indicated earlier on, most 

essential information is not captured, consequently defeating the purpose of continuity of care.  

However, information written helps or guides other nurses who were not around in patients 

care.  

To sum up the interplay between oral and written communication in nursing is necessary to 

achieve continuity of care. Sexton et al. (2004) in their studies find out that the majority of the 

oral communication during handing over could be recorded into some of the existing structure 

of the nursing documentation. Also a study by Munkvold et al. (2006) notes that, in the bid to 

reduce oral (informational communication) during handing over, the handing over process was 

factor into the electronic patient records (EPR) but the nurses managed to revisit this informal 

communication in other new ways. In a way ― Playing the new game by the old rules‖. This 

shows how difficult to it is to do away with the orally communication in nursing amidst the 

emphasis on written communication. But it is equally important is to maintain accurate 

documentation so as to fulfill legal and professional requirement as well as making nursing 

documentation acceptable to other professionals in the patients care.   

6.2.4: Sources of Nursing Documentation and their Structure.  

At the Volta regional hospital for that matter Ghana, nurses’ document in several books and 

sheets. All these information are important for patient care. Information gathered from the Volta 

regional hospital points to the fact that, time constrain as a result of work overload is making it 

difficult to work with all these information sources. To some extent, some of these information 

sources are duplicated. For example the changes book and the nurses’ note at a point in time 

have the same information. If we should consider the scarce time available for the nurse,  several 

information sources are not the best to work with. In spite of the existing numerous sources, 
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provision is not made for some kind of information. Consequently stickers are used to provide 

additional information outside the books. Based on these, most nurses at the Volta regional 

hospital show a strong desire for a single source of information; some advocated for a single 

paper base information source and others a digitalized information source. However looking at 

the various information sources except for some few duplicates, each source seems to play a 

unique role. Merging all the various source into one may not go down well. It means some 

information may have to be cut off completely.  It is important to learn a lesson from Norway, 

where the provision of fewer information source (EPR) lead to the creation of several informal 

information sources needed for workflow, since the newly created source did not make flexible 

for those information (Munkvold et al., 2006).  Hence one information may not be the ultimate, 

at times duplication is necessary so that information omitted in one source could be find in the 

other. As noted by one respondent ―I think the way the nursing documentation is ok, because it 

is fragmented and some repeated one can easily get an information from other sources of 

information”. 

However most of these information sources do not have a definite structure. For example the 

nurses notes does not have outline as to what to go into it. It becomes difficult for the nurse who 

has to make use of experience and sense of judgment to determine what to include and what not 

to. According to some respondents, they have to struggle to figure out what needs to be 

documented, they expressed the view that, a define structure of the nurses notes would make 

documentation more pleasant and less time consuming. 

“Even though we know we have to document care, you have to struggle to come out with what is 

appropriate to put down because you cannot write everything, in this case if we can get some 

form of structured form like questions and answer, so that we can tick... Of course we may have 

to write something but not much and i belief it will enhance our documentation .‖ 

However, it is noted that, what to include and not to include in nursing documentation has 

raised some form of controversy in the nursing field; therefore all clinical areas through 

professional judgment should determine individual issues that must be included in the nursing 

documentation (Jefferies et al., 2010). 

A review paper on nursing documentation indicates that, though structured text (flow charts) in 

some cases improved the documentation, free text was also found to be necessary in giving 

detailed account of care (Urquhart & Currel, 2005). It was also noted that, although free text 
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seems to be time consuming (and require critical thinking) it was perceived as better and more 

effective. However with regards to electronic based nursing documentation, documentation that 

did not make provision for free text has the potential of making assessments and care planning 

too easy that, less attention is paid to monitoring and evaluation of care (Urquhart & Currel, 

2005). Looking at the above-mentioned developments free text and structured text need to co- 

exist so as to complement each other. In this way all needed information may be captured. 

  

6.3: Quality of Nursing Documentation 

In this regard quality of the nursing documentation is looked at in terms of the content and 

mode of documentation. With regards to the content of documentation, it is diff icult to come out 

with a quality nursing documentation due to different factors that need to be taken into account. 

However it is necessary that the content conform to an approved standard or tool. The main 

aspects of quality nursing documentation are; accurate, concise, and relevant (Jefferies et al., 

2010).  On the other hand, a study by Considine et al. (2006) find out that exposure of nurses to 

nursing practice standards improved their documentation of patient’s assessments. However 

standards and guidelines in our present nursing documentation seem invisible, hence what 

constitute relevant content is difficult to be determined, because existing standards are in 

relation to the nursing process which the nurses are being trained with but do not exist in 

practice.  

On the other hand, a lot of studies have showed that digitalization of nursing documentation is 

necessary factor for the improvement of quality in documentation and nursing documentation as 

a whole. In Ghana, plans are underway to implement electronic health records; Volta Regional 

Hospital for example is piloting the integrated health information system by the Ghana Health 

Service, which is said to include electronic patient information. Currently information is only 

shared between the records and the finance departments basically for easy assessments of bills 

for national health insurance clients. Even that, unreliable Internet access and frequent power 

cuts prevent the running of this application. Consequently, the implementation of electronic 

patient information in the health institution is still basic. In search for what the nurses in the 

study could consider as quality documentation, most respondents advocated for the 

digitalization of nursing documentation. Which they believe apart from ensuring accurate and 
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more accessible data, would enable them to be at breast with new demands and expectation in 

the nursing profession. They also perceived that digitalized nursing documentation would 

reduce their documentation time as well as making documentation attractive. One respondent 

try to look at the advantages that would come with electronic nursing documentation, she 

recollected the missing of a patients folder and admission and discharge book which stores three 

(3) months information. Like the others she thinks electronic documentations would preserve 

information and enable easy access.  However the implementation of electronic nursing 

documentation may have to ―swim‖ through a lot of challenges. The biggest problem will be the 

high computer illiteracy rate among the nurses especially the older nurses who form the 

majority. As we can see from the operation of the existing integrated health information system 

(IHIS) power supply and undoubtedly huge set up cost would be an impediment to the 

implementation of electronic nursing documentation at VRH. It is also significant to note that 

the electronic nursing documentation may reflect the internationally adopted nursing care plan 

and its associated individualized care, because the Nursing Body in Ghana wil l not settle for 

anything less international. Therefore shortage of staff to give individualized care may 

subsequently affect the use of electronic nursing documentation.  

Getting a standard for electronic nursing documentation to meet local needs in Ghana  is 

envisaged to be problematic. In this regards, NMC as a member of the international council of 

nurses and the bid to conform to professional standards would have to adopt international 

nursing documentation standards, which is obviously the nursing process and its associated 

North American Nursing Diagnosis Association (NANDA) Classifications etc. However this 

may encounter the same problems as the nursing care plans in the clinical area. Consequently 

locally designed ones to fit current documentation patterns may reduce our documentation value 

in the eyes of international standards. Hence standard for nursing documentation remains 

questionable. 

Change from paper base to electric nursing documentation is likely to cause distortions in the 

workflow. People may resist the charge and as well have to grapple with the nostalgia that 

comes with the change. This is because most nurses have worked with paper documentation for 

over twenty years (20) hence there may be the need for total change of attitude to ensure 

acceptance. As noted by Hanseth and Monteiro (1998) information infrastructure cannot work 

without the support or acceptance of the end users. The sustainability and maintenance of such 
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system would be a major setback for the implementation of electronic nursing documentation. 

This is because for the past years most equipment at the hospital has never seen maintenance. 

They are attended to as and when they break down and at times go beyond repairs. Another 

major issue anticipated is the protection of patents right to privacy as there is not much legal 

instrument in this area. 

However, locally designed nursing documentation to suit our local sitting and needs would be 

the ultimate to achieve efficacy. Also it is likely that electronic nursing documentation m ay 

inherit some of the problems with paper-based documentation. 

 

6.4: Drawbacks on Nursing Documentation 

Nursing documentation at the Volta Regional Hospital, for that matter in Ghana, is not at its 

best. First of all, the country’s loss of health personnel to the western countries in search of 

greener pastures has and is jeopardizing health care delivery in the country. This situation poses 

a serious threat to quality and safe health care. To curb the outflow of health professionals 

(Nurses) popularly called ―rapture‖ the government put in pragmatic measures. Some of these 

measures include paying of overtime for nurses and medical officers and later improvement in 

the salary of health professionals in the country. There is also tax waiver on imported vehicl e by 

Health personnel among others. These Measures has to an extent, reduced the number of 

outflow of nurses. However these incentives do not measure up to the benefits they get working 

outside the country and there is still the temptation to leave the country. There is still serious 

shortage of health personnel including nurses more especially in the rural areas. The Volta 

Regional Hospital is not an exception in this situation. Looking at the current number of health 

personnel: 10 medical officers and 101 nurses, instead of the ideal of 30 and 237 respectively. 

(See appendix C & D for the overview of the distribution of health nurses and medical Doctors 

in Ghana) Information gathered from observation and interviews, shows that the inadequate 

number of nurses per patient has led to overwork of the nurse who has to care for more than 

enough patient. This situation undermines the efficiency of nursing documentation at the Volta 

Regional Hospital, since the nurse has too many patients to care for, and at the end she may 

even forgets to document. One respondent had this to say:  

“We mostly forget to document because we do not have enough time. You have to do a lot of 
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work at the same time so at the end of the day you don’t remember to document. When we forget 

to document something we do it during handing over but I think if we are many and the work is 

evenly distributed among us we will make better documentation since it is important for our 

existence as nurses.”  

Furthermore, as indicated earlier on in the text, there are no guidelines on nursing 

documentation to explicitly outline what to include and not to include in nursing documentation. 

However the overburdened nurse has to decide what to include in the writing in order to come 

out with good quality documentation. To make matters worse, nursing training curriculum only 

lays emphasis on the nursing processes and care plans, which are barely used at the wards 

except for practical exams by students.  

Besides, the numerous sources of nursing documentation is de-motivation for documentation, as 

one has to make numerous entries on almost the same information, looking at the time 

constraints.  

“I think we have too much documentation to do. Take admission of patients, for example. After 

writing the admission notes, and the drugs and various observations, you then go to document 

in the Admission and Discharge book, ward state and changes book, all taking over 30 

minutes.” This was the frustration expressed by one of the nurses.    

“To ensure effectiveness of nursing documentation, it should be taught in the training schools 

instead of the care plan and also in- service training should be organized for the nurses. I am 

saying this because of what I have seen in the ward, especially to document in a simple 

language.” 

Other views focus on the fact that, verbal information is more accurate than (written) 

documentation, because they are able to give detailed account than putting the information into 

writing. It appears therefore that verbal information is more reliable than the written word, 

which unfortunately does not provide details. 

Furthermore, at the time of the study respondents showed concern for the absence of workshops 

or seminars, orientations and in-service training on nursing documentation. A staff nurse who 

has worked at the hospital for the last five (5) lamented that she has not seen any form of work 

on documentation ever since she started work at the hospital. The only thing she hears 

occasionally is that the nurse manager stresses on documenting care and appending their 

signatures to everything they write but remain silent on what to include. 
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―To improve upon documentation people have to be educated on the need for documentation. 

There should be a monitoring team for documentation to put us on the right path‖ observed 

another nurse. 

Some even blame their shortcomings in documentation on this, since they believe such 

orientations may guide them very much on especially the content of the nursing documentation. 

Constant orientation of the nurses to nursing documentation is important to enhance 

improvement. This is because, as indicated previously in the test, what the newly qualified 

nurse is versed in during training is not exactly what she practices. Hence during this adaptation 

period there is the need for re-orientation in nursing documentation. 

 

6.5: Nursing Documentation as a Communication Tool  

Nursing documentation, when done effectively is noted to enhance collaboration among the 

different health personnel who are directly involved in the care of the patient  (Ammenwerth et 

al., 2003), thereby ensuring continuity of care. Most respondents acknowledged that nursing 

documentation is needed for dissemination of patient’s information among health workers as 

well as serving as a reference for the nurses. In this regard, accurate documentation of patient 

assessment, care process as well as outcome of care provide a strong bases for decision making 

for both the nurses and other health personnel. The study found out that, nursing documentation 

is not reliable in informing health professionals on patients care and care outcomes. This is 

evidence by the fact that, the content of the documentation does not always provide the 

important information that others may rely on, for instance most notes were observed to be a 

repetitive of routine task such as ―vital signs checked, medication served, patient sleep well at 

night” etc. These do not provide much information on the status of the patient and his response 

to care. In relative terms, the quality of the nursing documentation does not form a strong base 

for information shearing among the health personnel. However it is obvious that the nursing 

care plan provides a sort of guidelines as to what to document in each section. But with the 

existing documentation the nursing body or even the nurse managers of the hospital could not 

spell what to include in relation to the nurses process.  

During handing over much of patient information is provided verbally, though reference is 

made to the written information or the written information serve as a starting point for the oral 
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discussions. This is also seen during ward rounds where the nurse in charge gives oral 

information about the patient’s condition or explains some of the written information to the 

medical officer. In fact most of the respondents indicated their preference for oral information 

with the explanation that they get accurate patient information than the written one especially 

when the one directly responsible for the patient is around to give details.  

Furthermore, it was observed that, inconsistency exit to some extent between what is written 

and what is said verbally. There were instances where most of what was said about the patient 

was written; the notes were found to be full of routine care. Lack of time to write everything  

was attributed to this. Accordingly oral communication carries more weight and preferred by 

most nurses. This situation is similar to what Parker and Gardner (1992) find out, they posited 

that, due to dissatisfaction with nursing documentation within the confines of empirical data, 

nurses give preference to, or values the oral communication during handing over the written 

word. 

It was observed that other health professionals occasionally read or make reference to the 

nursing documentation; however, it was still not considered as a concrete source of information, 

since its contents are most of the time not accurate. Sometimes the medical officers confront the 

nurses when they fail to document some important information they have given about the 

patient in the folder. 

Although to some extent the nursing documentation informs others on patients , it is not 

effective due to the above-mentioned factors. It was also observed that, the nursing 

documentation is used more among the nurses as compared to other health professionals. Hence 

the goal of collaborative work in care for the patient is undermined. Looking at the benefits of 

electronic patient records lauded by researches, digitalization of the nursing documentation in 

our Ghanaian hospitals will go a long way to enhance collaboration through efficient 

communication.  

 

6.6: Nursing Documentation and Information Infrastructure 

Infrastructure is defined by Webster's dictionary as 

―The underlying foundation or basic framework (as of a system or organization)‖  
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Infrastructure is not necessarily complicated technology. From the above it can be the basic 

installations on which renovation or expansion can be made. Accordingly nursing 

documentation is considered an infrastructure that can be expanded.  

According to Hanseth and Monteiro (1998) information infrastructure has unique characteristic 

that differentiate it from information systems. They are enabling, shareable, openness and 

heterogeneous and has an installed base. Nursing documentation have the above features in 

common with information infrastructure. 

In the light of information infrastructure, nursing documentation is sharable; in this sense the 

nursing documentation has multiple uses, physicians, physiotherapies, pharmacist, hospital 

administrator and nurses who use it for decision-making and communication purposes. Student 

nurses as well as Nurse Researchers also uses it as a knowledge base for learning purposed 

Personnel from the health insurance scheme use it calculate clams. Specifically the admission 

and discharge books are uses for this purpose. The list of users can continue on and on. As 

pointed out by Hanseth and Monteiro (1998) that IIS are irreducible, nursing documentation as 

information infrastructure with its multiple uses do not split. The information captured and used 

remains the same at the end of the day to achieve efficient care. Cheevakasemsook et al. (2006) 

identify the uses of nursing documentation as; providing evidence for research, financial and 

ethical quality-assurance purposes, providing the database infrastructure supporting 

development of nursing knowledge among others. 

Another feature of information infrastructure that is shared by nursing documentation is an 

installed base, meaning it serves an infrastructure that could be developed over time. 

Accordingly as a paper-based documents, new versions can be added to it, whilst it still 

maintains its content. For example, electronic based nursing documentation can be developed 

based on this paper base documentation. More so as an installed based, other versions of 

documentation can be added to it, to improve the quality of the documentation to make it more 

efficient in the data collecting and communication process. One respondent puts it this way: ‖  

Looking at the paper work, a lot of people handle the folders ... documentation could be made 

into the electronic base for easy accessibility”. As an installed base, nursing documentation 

enables the open and support for new range of activities. As indicated by researches done in 

the area of quality documentation, the shift from paper based nursing documentation to 

electronic nursing documentation has contributed remarkably to the quality of nursing 
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documentation produced as well as enhancing communication to other health professions aside 

nurses.  

In addition, as an information infrastructure, nursing documentation is opened to many users. 

As indicated earlier on, nurses, doctors, student nurses, Hospital administrator, physiotherapists, 

and pharmacist are all category of people who share the information from the nursing 

documentation uses it to achieve a common goal. Also it is used to provide health statistics for 

the Ministry of Health. 

Nursing documentation as a heterogeneous network is made up of the nurses of various 

ranks, medical officers, physiotherapists, and pharmacist, the paper notes and books, pens and 

work routine.  However these actors who have different interests are connected in this network 

with the optimum aim of providing continuity of care to ensure efficient care and patient safe ty 

through effective communication. 

 In the light of the above mentioned qualities of information infrastructure shared by nursing 

documentation, as a communication tool, nursing documentation stands a great chance to 

enhance collaboration among all the health professionals involved in the patient care so that 

patients receive quality care as well as the guarantee of their safely as they pass through the care 

institutions. In this regard the paper-based documentation could be digitalized to enhance 

quality as well as make it easily accessible to all those involved in the care process, and also for 

research and academic purposes. 

However, It is also likely that new versions of infrastructure may inherit both strength and 

limitation from it installs based. Oversight from these limitations may jeopardize new 

developments (Star & Ruhleder, 1996).  Accordingly as an install base, there is the tendency 

that, problems associated with the paper base nursing may be inherited by new versions of the 

documentation as noted by Bakken (2007). Equally important is the issue of confidentiality of 

patient’s information and privacy. As indicated earlier there are no adequate laws protecting the 

patient’s safety. This may delay and prevent smooth running of implementation of electronic 

based nursing documentation.  

As indicated earlier transformation of paper based nursing documentation to electronic in our 

part of the world would pose a lot of challenges. Hence the following need to be considered 

when implementing any form of information infrastructure especially nursing documentation. 
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First of all there is the need to consider the actors in the network, organizational process like 

workflow, human resources and the changes that may occur due to the introduction of new 

technology. In the light of ANT, Berg (1999) notes that for instance the transition from paper 

based recording to electronic recording might make work practices visible, subsequently 

affecting the inter professional relations that blends work effectively towards achi eving 

common in the network. This may call for renegotiation of roles of the various actors involved 

in the network. This is because each person´s work is dependent on the other; hence the 

introduction of new element in the network distorts workflow (Berg,  1999). For instance people 

working with nursing documentation for over twenty years may resist the change that comes 

with working with electronic nursing documentation. Aside this, the new technology (EPR) 

must be accepted and used by the various actors. As indicated by Hanseth and Monteiro (1998), 

the success of IIs is dependent on the support of the end users and their ability to use it properly 

(Hanseth & Monteiro, 1998). In effect both the ANT and IIS theory would be a curial tool in 

guiding the transition of nursing documentation from paper based to electronic.  

As noted earlier on Infrastructure like computers, human resources, finances, and substantiality 

of the information infrastructure and the issues of ensuring patients privacy may pose as treat t o 

the introduction and sustainability of any form of electronic patients records in our part of the 

world.   

Summary 

The data collected, reveals some tensions that exist in the nursing documentation process that 

affects its quality. Through the lens of ANT these issues were mapped out. They are 

incompatibilities that exist between training in practice, lack of standards to guide the 

documentation process as well as the overwhelming workloads that exist in our wards. On the 

other hand digitalization of the nursing documentation was identified to be crucial to help solve 

the problem of quality and efficiency. However as an information infrastructure, the nursing 

documentation scaling up to electronic nursing documentation may be faced with a lot of 

challenges such as human resource, sustainability and maintenance as well as legal framework 

to back it, among others. In addition it also have the possibilities of inheriting some problems 

associated with the paper-based documentation. Also some challenges that play down on the 

quality of nursing documentation were noted to be time constrains as a result of work overload, 

lack of in-service training. Finally the communication function of nursing documentation is 
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seen to be ineffective due some of the above-mentioned challenges. Another fact is that poor 

quality of documentation produced makes it unreliable. This situation is rather unfortunate 

looking at the role effective communication play in continuity of care and patient´s safety.  
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Chapter 7:  Conclusion 

 

Quality patient’s record is crucial in ensuring collaboration in patients´ care through 

communicating it to all those involved in patient care. Consequently efficient communication of 

patient care does not only enhance collaboration, but also provide the atmosphere for effective 

care and the guarantee of patient´s safety through identifying and noting down changes in 

patients condition. It also provides a strong base for decision-making concerning patients 

treatment.  Quality care and patients safety of late has been the focus of most health sectors in 

the developing counties. Nursing documentation being part of patient’s record is crucial in 

achieving this aim; this is because Nurses form the majority of the health care team. They are 

also the only health care professionals who spend twenty hours with the patients, therefore 

generate a lot of information from the care process, which decision making for patients care is 

depended on. 

However, this valuable tool for the nursing profession seems not to be at its best in Ghana. One 

can imagine the effect of this on quality care and patient’s safety because quality is proved to be 

care enhanced by accurate patient’s information that can be communicated to the members of 

the health team. 

The study found out issues that undermine the quality and communicability of the nursing 

documentation at VRH. However, it was also noted when reviewing the literature related to the 

study that, similar issues identified in this study have been discovered in other parts of  the 

world but they seem to be unsolved, as they still exist. Some issues in the nursing 

documentation identified in the study are discussed below.  

With regards to the content of the nursing documentation, there were neither standards nor 

guidelines in place to guide documentation. Therefore what to document is left to the discretion 

of the nurse. This subsequently affects the content of the nursing documentation in that, 

patient’s information captured are basically routine work that runs through all the nurses notes, 

that is found in other sources of the nursing documentation. A typical example is the popular 

―vital signs checked‖ whereas the vital signs details are already documented in the vital signs 

sheet. Whereas the documentation did not reflect individual needs. Obviously when important 

information needed for decision making is not captured, there is nothing to be communicated. 
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The forms and books for data capturing first of all were noted to be numerous; aside some 

levels of duplicated information were noted.  Equally important is the fact that, these 

information sources do not have any definite structure; hence free text is usually employed to 

capture information. These resulted in spending much time spent on documentation.  

In addition, the human resource in developing countries is depleted. Equally severe is that of the 

nursing professionals. Though a lot of nurses are trained yearly, the increasing growth of the 

population and their health care need outstretched the Nurses available to provide care . This is 

worsening in the rural Ghana where most nurses refuse postings. The study found out that, there 

is an acute scarcity of nurses at the wards leading to heavy workload. For this reason the 

demand for  ―hands on‖ care is so great that it is difficul t to make adequate time for 

documentation. The nurse is therefore faced with which aspect of care to document and having 

only a little time to figure out what to put down. On the other hand the study find out that most 

Nurses in Ghana are trained with the nursing care plans that are structured to capture patients 

information but have to adopt free text in practice. Coupled with that is the absence of in -

service training and workshops needed to give insight into the new tool at the practical setting.  

Communication of the nursing documentation at the VRH even though was found to 

communicate to physicians on a few occasions; it was seen to be centered mainly among the 

nurses. Also it was found out that even the nurse themselves did not always rely on their 

documentation to communicate care with the reason of being inadequate with regards to the 

content. The irony is that most respondents lauded the role of nursing documentation in 

communicating patient’s care but in fact, oral communication was mostly used in 

communicating care. The question is what if the person who was is involved with the patients is 

not around to give the oral account? To sum up, the study found out that even though nursing 

documentation helps to communicate care to some extent, a lot of issues are at play that makes 

it less adequate to communicate patients care to all the team members in the patients care. 

However in searching for what makes the nursing documentation a quality tool for 

communicating care, it was discovered that moving from paper based nursing documentation to 

electronic nursing documentation will not only improve the quality of the nursing 

documentation but may reduce time spent on documentation and also make it more accessible to 

other health professionals in the patients care.    
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The study´s Implications on nursing practice is that, the nursing documentation in our hospitals 

are inadequate to communicate patient´s care hence there is the need to look at the issues in 

nursing documentation in general and developing standards for information capturing for 

adequate information in the wards. 

This study will also contribute to the knowledge base in nursing documentation especially in the 

developing countries where research in this area is scanty.  

Based on the findings from the study the following recommendations are made. 

The NMC, Ghana needs to review the nursing documentation in the curriculum of the nursing 

school, to ensure that the newly qualified nurse is better equipped for the practical settings.  

In addition, the health sector of Ghana is preparing to deploy IT in health information. The 

findings of this study therefore identified some factors that could be considered when 

developing information system. Consequently, the concept of IIs and ANT were outlined to 

guide both the development of health information systems and to address issues that may arise 

in the human resources due to change in workflow caused by the new technology. However with 

the development of electronic nursing documentation, local stakeholders in nursing should be 

involved, so that specific needs of the end users (nurses) could be factored into it in order to 

enhance performance. 

Also NMC, Ghana needs to design structure for nursing documentation to suit local needs if 

quality-nursing documentation is to be achieved. Equally important is a locally tailored 

structure for electronic nursing documentation. 

The Ghana Registered Nurses Association on the hand needs to organize workshops and in-

service training for its members on the importance of nursing documentation in providing 

information for decision-making in the care process as well as on emerging issues in nursing 

documentation to ensure efficiency. 

Finally the study revealed poor quality of the nursing documentation. However further research 

is needed on the content of nursing documentation in Ghana to exploit the appropriate content 

of the documentation that is needed to provide worthy information for collaborative care  
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Appendices 

Appendix A: Core Themes of Quality Nursing Documentation 

1. Nursing documentation should be patient centered 

2. Nursing documentation must contain the actual work of nurses including education and 

psychosocial support 

3. Nursing documentation is written to reflect the objective clinical judgment of the nurse 

4. Nursing documentation must be presented in a logical and sequential manner     

5. Nursing documentation should be written as events occur 

6. Nursing documentation should record variances in care 

7. Nursing documentation should fulfill legal requirements (Jefferies et al., 2010). 



110 

 

 

Appendix B: WHO 2006 Health Statistics of Ghana 
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Legend:

 WHO African Region

 Ghana

Source: World Health Statistics 2006

Under- 5  m orta lity rates per  1  0 0 0  live  bir ths 

by sub- nat iona l region 

Ghana, 2 0 0 3 Sum m ary Year Males Females
Bot h

sexes

Population (millions) 2005 11.2 10.9 22.1

Life expectancy (years) 2004 56 58 57

Under-5 mortality (per 1 000 live births) 2004 113 111 112

Adult mortality (per 1 000) 2004 349 319  

Maternal mortality (per 100 000 live births) 2000  540  

Source: World Health Statistics 2006 

Under- 5  m orta lity rate  ( per  1  0 0 0  live  bir ths)

Ghana, 2 0 0 4

About  the m ap

Note:

The interval of each of the categories have been derived by taking the

difference between the minimum and maximum among the regional rates

and dividing it equally into 5. The formula is: ( maximum of regional rate -

minimum of regional rate)/5

a.

Rate for 5 years preceding the surveyb.

Source: DHS Ghana 2003

Under-5  m ortality
Under- 5  m orta lity: Est im ated t rend and MDG goal 

Ghana, 1 9 8 0 - 2 0 0 4

Source: i) WHO mortality database ii) World Health Statistics 2006

Under- 5  m orta lity: Age- specific m orta lity rates

Ghana  ,  DH S 1 9 8 8 ,  DH S 1 9 9 3 ,  DH S 1 9 9 8

Note: rate for 5 years preceding the survey

Source: DHS 1988 , DHS 1993 DHS 1998

Under- 5  m ort a lit y: for  highest  and low est  quint iles 

Ghana, DHS 2 0 0 3

Wealth/assets quintiles Lowest Highest Ratio

 128 88 1.5

Sex Males Females Ratio

 111 108 1.0

Urban/Rural Rural Urban Ratio

 118 93 1.3

Mother's education quintiles None Higher Ratio

 125 85 1.5

Note: rate per 1 000 live births for 10-year period preceding the survey 

Source: DHS 2003

Under- 5  m orta lity rates by w ealth quint ile

Ghana, DHS 2 0 0 3

Note: rate for 10-year period preceding the survey 

Source: DHS 2003
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Causes of death in children under-5
Dist r ibut ion of causes of deat h 

am ong children under 5  years of age

Ghana, 2 0 0 0 - 2 0 0 3

Causes

Deaths
b Regional

average

( % ) ( % )

Total neonatal deaths 100 100

Neonatal causes
a 28 26

HIV/AIDS 6 7

Diarrhoeal diseases 12 17

Measles 3 4

Malaria 33 17

Pneumonia 15 21

Injuries 3 2

Others 0 6

Includes diarrhoea during neonatal perioda.

Sum of individual proportions may not add up to 100% due to 

rounding.

b.

Annual est im ated proport ions of death 

by cause for neonates

Ghana, 2 0 0 0

Causes

Deaths
c

Regional

average
c 

( % ) ( % )

Total neonatal deaths 100 100

Neonatal tetanus 2 9

Severe infection
a 29 27

Birth asphyxia 26 24

Diarrhoeal diseases 2 3

Congenital anomalies 8 6

Preterm birth
b 25 23

Others 8 7

Includes deaths from pneumonia, meningitis, sepsis/septicaemia 

and other infections during the neonatal period.

a.

Includes only deaths directly attributed to prematurity and to specific 

complications of preterm birth such as surfactant deficiency, but not 

all deaths in preterm infants.

b.

Sum of individual proportions may not equal 100% due to rounding.c.

Causes of Death
Top ten causes of death, all ages

Ghana, 2 0 0 2

Causes

Deaths

Years 

of Life

Lost

( 0 0 0 ) ( % ) ( % )

All causes 207 100 100

HIV/AIDS 30 15 17

Malaria 23 11 16

Lower respiratory infections 16 8 10

Perinatal conditions 16 8 12

Cerebrovascular disease 11 6 2

Ischaemic heart disease 10 5 2

Diarrhoeal diseases 9 5 6

Tuberculosis 8 4 4

Road traffic accidents 5 3 3

Chronic obstructive pulmonary disease 3 2 1

Source: Death and DALY estimates by cause, 2002 

http://www.who.int/entity/healthinfo/statistics/bodgbddeathdalyestimates.xls

Life expectancy at  birth am ong m ales ( years)

Ghana, 2 0 0 4

Life expectancy at  birth am ong fem ales ( years)

Ghana, 2 0 0 4

Maternal m orta lity rat io ( per  1 0 0  0 0 0  live  bir ths)

Ghana, 2 0 0 0

 

Legend:

 WHO African Region

 Ghana

Source: World Health Statistics 2006
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Appendix C: Doctor to Population Ratio 

 

Appendix D: Nurse to Population Ratio 
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Appendix E: Introductory letter 

 

 


