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ABSTRACT
Background: Documentation is a fundamental and vital communication tool among healthcare professionals. It is an
essential part of midwifery that has clinical and legal implications for the client and midwife as well as the health care
institution. This study assessed the knowledge, practice of and factors influencing documentation in labour among
nurses in Madonna University Teaching Hospital, Elele Rivers State.
Methods: This is a descriptive cross sectional study with a sample size of 102 nurses selected using purposive
sampling technique. The instrument for data collection was structured questionnaire. Data collected were analysed
using simple percentage and frequency table.
Results: The findings of the study showed that midwives had good knowledge of documentation in labour, but their
practices were poor. Factors influencing documentation includes; time, the attitude of the midwives (terming
documentation to be unnecessary), and few number of midwives working in a shift.
Conclusions: It was recommended that, the consequences of not documenting in labour should be emphasized and
penalty is given to midwives who do not document properly. More staff should be assigned to client and the shift
adjusted to shorter hours to prevent fatigue and tediousness.
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INTRODUCTION
Labour is much more than a purely physical event by
which the fetus, placenta and membranes are expelled
through the birth canal. What happens during labour can
affect the relationship between mother and baby and can
influence the likelihood of future pregnancies.1
Midwifery documentation refers to any and all forms of
records done by a midwife in a professional capacity in
relation to the provision of midwifery care.

Documentation in labour is referred to as the written or
electronically generated information about a client in
labour, describing the care of services provided to that
client. It is an accurate account of events that have
occurred and when they occurred, such as; the onset of
labour, fetal heart rate, the time of the rupture of
membrane, the characteristics of the membranes,
presentation and lie of the fetus among others.2
Documentation in labour includes written and electronic
health records, audio and video tapes, email, facsimiles,
images (photograph and diagrams), observation charts,
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check list, communication books, shift/management
reports, incidents report or any other type or form of
records pertaining to health care. It may be clinical data,
management or educational information or research
analysis; it may also include anecdotal notes or personal
reflections by the midwife.3
All of these records describe the care delivered to, and
received by the patient and as such can be used as
evidence in any investigation into the care of the patient.
Should legal proceedings arise as a result of an
investigation, all or any of these can also be called as
evidence in a court of law with the individual healthcare
practitioner being required to defend their decision
making and interventions in relation to any patient care
provided.
Good record keeping is an integral part of practice and
essential to the provision of safe and effective care. It is
especially sensitive and critical because the midwife is
caring for two persons together whose best interest may
be in conflict. When patient’s circumstances indicate the
need for more frequent assessments and documentation,
assess as frequently as needed to ensure the best possible
outcome of labour and delivery.4
It has a range of important functions including;
improving
communication
between
healthcare
professionals, supporting delivery and continuity of
patient care, demonstrating clinical judgments and
decision making and identifying risk for patients
Hence, thorough documentation in labour help midwives
communicate to other healthcare professionals their
observations, decisions, actions and outcomes of care
which is critical to proper treatment and management.5
Midwifery documentation in labour is an important tool
for evaluating the care provided by the midwives and it
emphasizes monitoring quality of health care based on
the patients’ outcome.6,7 Midwifery documents can be
used for ensuring quality of care of woman in labour
through communication, furnishing, legal evidence of the
process and outcomes of labour, evaluation of the quality,
efficiency and effectiveness of the client care, providing
data for research, financial and ethical quality assurance
purposes. It can also be used to provide the infrastructure
that will support the development of midwifery
knowledge, assisting in establishment of benchmark for
the development of midwifery education and standards of
clinical practice, ensuring the appropriate reimbursement,
providing the data for future health care planning,
providing data for other purposes such as risk
management, learning experience for students and
protection of clients rights.
Documentation in health care records must be clear and
accurate, legible and in English (or any other language
common among the health care providers or approved by
the health care institutions where care is being given), use

approved abbreviations and symbols, written in dark ink
that is readily reproducible, legible, and difficult to
erase.8
Midwives must ensure clear, concise, accurate, complete,
objective, legible and timely documentation to fulfil both
clinical and legal imperatives2. Nurse-midwives must
keep clear, accurate and timely records of care they
provide to their patients to support communication,
continuity and decision making. This includes all forms
of patient records, such as anything that is documented
about a patient and her care and treatment.9
However if the midwives has not met standards in writing
good documentations in labour, this can result in harm to
the client because important information regarding
treatment and valuable observations can be overlooked.
Poor documentation may be used negatively by clients’
attorney in lawsuits.10
Despite the obvious benefit of high quality
documentations in labour, midwifery records are often
incomplete, inappropriate and irregular, and that mostly,
midwifery records do not describe the clients’ problems
and conditions.11 Midwifery care, interventions, and
outcomes are not consistently written and midwifery
documents often show legal inaccuracies.
Despite these advantages it has being observed that most
midwives are reluctant and as such do not document
incidents of labour, those who do often do that in a
nonchalant attitude probably due to lack of time or
knowledge of what to document and the implication of
not documenting.
METHODS
A descriptive design was used for this study and the study
was conducted in Madonna University Teaching Hospital
(MUTH) Elele in Ikwere Local Government Area of
Rivers State Nigeria. MUTH has a working capacity of
500 staff comprising of Doctors, Nurse-midwives,
Physiotherapists, Radiologist and non-medical staff. The
hospital is made up of sub-units such as medical wards,
surgical wards, paediatric unit outpatient department,
accident and emergency (casualty), theatre, obstetrics and
gynaecology units and psychiatric unit. A purposive
sampling technique was used to select a sample size of
102 nurse midwives which is the entire population of
nurse-midwives working in the hospital at the time of the
study. Relevant data was collected through the use of
structured questionnaire among the population under
study. The structured questionnaire was in four sections,
(sections A, B, C and D) section A has 4 items to elicit
information of the respondent’s socio-demographic data,
section B has13 items to elicit information of the
respondent’s knowledge on documentation, section C has
5 items eliciting the practice of documentation in labor
and section D has 5 items on factors influencing
documentation.
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A correct option was scored 1 while incorrect response
was scored zero. A score of 60% and above was judged
good knowledge; practiced and motivating factors while
<60% was judged poor knowledge, poor practice and
hindering factors.
Two (2) specialists in measurement and evaluation
assessed the face and content validity of instrument and
their comments were used to make necessary corrections
before administering them to the respondents.
Reliability of the study was ascertained by using test retest method, 10 copies of the questionnaire were
distributed to 10 nurse midwives of University Teaching
Hospital Port Harcourt, and one week later the same but
fresh copies of the questionnaire were given to the same
group of people. The first and second results were
analysing using Spearman Rank Correlation Co-efficient
which yielded a correlation coefficient of 0.73. This is
considered adequate for the study.
Informed verbal consent was obtained from the
respondents after explaining the purpose of the study to
them. They were also assured that any information
provided will be treated confidentially and not used
against them in any way.
The data collected was analysed using descriptive
statistics in statistical package for social sciences (SPSS)
version 19.0.
RESULTS
Out of the 102 questionnaires distributed to the
respondents, only 92 questionnaires were void of error
and same number were analysed.
Six (6) of the questionnaires were not returned, four (4)
were incompletely and improperly filled.
Table 1 reveals that majority 43 (46.7%) of the
respondents were within the age range of 20-30 years,
followed by 41 years and above 27 (29.4%) and the
remaining 31-40 years constituted 22 (23.9%). Majority
88 (95.7%) of the respondents were females while 4 (4.3)
were males. More than half 52 (56.6%) were registered
nurse-midwives (RNM), while 30 (32.6%) were
midwives (RM) with other diploma in nursing and only
20 (12.6%). constituted midwives (RNM) with degree in
nursing. Considering their rank, majority of the midwives
35 (38%) were No 1, 25 (27.2%) each were No 2 and
SNO, 6 (6.5%) were ACNO and only 1 (1.1%) CNO.
Table 2 above shows that majority 80(87%) of the
respondents knew what documentation means. With
regards to purpose of documentation in labour, all the
respondents 92 (100%) said that documentation is
necessary in labour in order to promote continuity of
care, 82 (89.1%) said is essential for legal backing, 80
(87.0%) said is important in providing quality care, while

78 (84.8%) and 60 (65.0%) opined that it is used for
research and health planning purposes respectively. All
the respondents 92 (100%) stated that fetal heart rate,
dilation of the cervix date and time of the onset of labour
and frequency of uterine contraction were important
things to document during labour.
Table 3 shows that majority 71 (77.2%) of the
respondents did not document immediately after
observation while very few 21 (22.8%) did. Majority 73
(79%) of the respondents said that they document their
findings only when it is convenient while 19 (21%) said
no. More than half 60 (65) claimed that they document
only for primips and complicated cases. Only few 35
(38%) asserted that they use standard charts
(parthograph) during labour for documentation.
Table 4 showed that majority of the respondents 72
(78.3%) said that lack of time influences documentation
while 20 (21.7%) said that it does not. 54 (58.7%)
responded positively that attending to too many patients
is a hindering factor while 38 (41%) responded
negatively. Only 4 (4.3%) said that no documenting
materials influences documentation while majority
88(95.7%) said it does not. 48 (52.2) did not view
documentation especially in normal cases as being
necessary while 48 (52.2%) believe that it is necessary.
Majority 68 (79.1%) responded positively that few staff
on duty influences documentation while 24 (20.9%)
responded negatively.
Table 1: Frequency distribution of respondents’
demographic data.
Age
20-30
31-40
41 and above
Gender
Female
Male
Qualification
RM with other
diploma in nursing
RNM (only)
BNSC,RM,RNM
Rank
NO1l
NO1
SNO
ACNO
CNO
Total
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Frequency
(n=92)
43
22
27

Percentage
(%)
46.7
23.9
29.4

88
4

95.7
4.3

30
52
20

32.6
56.6
21.7

25
35
25
6
1
92

27.2
38.0
27.2
6.5
1.1
100
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DISCUSSION
Socio demographic data of the respondents
The socio demographic data showed that about half of the
respondents 43 (46.7%) were within the age range of 2030 years, and were females 88 (95.7%). All the
respondents have a minimum of double qualifications.
Majority of the midwives were junior cadre and there was
gross shortage of senior cadre of midwives (SNO, ACNO
and CNO). This may influence the practice of
documentation which will consequently affect the quality
of care and services by the few staff.
Increased workload and decreased number of staff,
hinders midwives from documenting detailed information
on a client in labour, since they are often faced with
challenges of completing workload within the shift rather
than documenting two hours of vital sign checked on a
laboring woman.12 Long shifts, intense workload and

current economic rationalization (leading to suboptimal
staffing levels) can lead to a culture where poor
documentation becomes common.13
Knowledge of documentation
The study showed that majority 80 (87%) of the
respondents knew what documentation means and all the
respondents 92 (100%) said that documentation is
necessary to promote continuity of care, 82 (89.1%) said
is essential for legal backing, 80 (87.0%) said is
important in providing quality care, while 78 (84.8%) and
60 (65.0%) opined that it is used for research and health
planning purposes respectively. This implies that most of
the midwives have good knowledge of documentation 80
(87%), its purposes 82 (89.1%), and what should be
documented 82 (89.1%) in labour. This is in line with
other findings, which observed that many midwives have
good knowledge about documentation and its importance
in labour 13.

Table 2: Knowledge of midwives on documentation.

Items
Documentation means writing information or proof of
what has been done
Purpose of documentation in labour
Legal purpose
Promotion of continuity of care
providing quality care
Developing midwifery education
Health planning
Research
Important things to document during labour
Fetal status and station
Cervical Dilation
Cervical effacement
Date and time of the onset of labour
Level of shouting and/or screaming
uterine activity
Status of membrane

Practice of documentation
The study also showed that majority 71 (77.2%) of the
respondents did not document immediately following a
procedure and only document when it is convenient. Only
few 35 (38%) asserted that they use standard charts
(parthograph) during labour for documentation. Available
reports indicated that good quality documentation is an
essential part of midwifery practice and is linked with
improvements in patient care.13,15 Yet majority of the
respondents showed poor practice of documentation
during labour despite their adequate knowledge. This

Correct
Answer

Responses
Yes
F (%)

NO
F (%)

Yes

80(87)

12(13.0)

Good knowledge

Yes
Yes
Yes
Yes
Yes
Yes

82(89.1)
92(100.0)
80(87.0)
35(38.0)
60(65.0)
78(84.8)

10(10.9)
0(0.0)
12(13.0)
57(62.0)
32(35)
14(15.2)

Good knowledge
Good knowledge
Good knowledge
Poor knowledge
Good knowledge
Good knowledge

Yes
Yes
Yes
Yes
No
Yes
Yes

92(100)
92(100)
82(89.1)
92(100)
37(40.2)
92(100)
80(87)

0(0.0)
0(0.0)
10(10.1)
0(0.0)
55(59.8)
0(0.0)
12(13.0)

Good knowledge
Good knowledge
Good knowledge
Good knowledge
Good knowledge
Good knowledge
Good knowledge

Remark

does not support other findings that midwives’ ability to
create documentation depends on their knowledge on
importance of documentation and what to document.16
Factors influencing documentation
Table 4 showed that lack of time 72 (78.3%), too many
workload 54 (58.7%) and few staff 68 (79.1%) have
hindering influences on documentation. This observation
was supported by the findings of other studies: Often
time midwives may find it difficult documenting
incidence of labour not necessarily due to lack of
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knowledge but time and workload, some midwives
complained of too many clients hindering them from
practicing effective documentation.17

Implication to midwifery

Midwives often do not have the time documenting
detailed information on clients in labour due to increased
workload and decreased number of staff and that they are
often faced with the challenges of completing workload
within the shift rather than documenting two (2) hours of
observations made on a laboring woman.12

1.

This study also observed that a good number of the
respondents 44 (47.8%) terms it unnecessary
documenting in labour. Time spent documenting labour is
generally not regarded by midwives as being part of
client’s care even though there is a nursing intervention
classification (NIC) term for it (partograph), also some
midwives term it unnecessary documenting findings
which seems abnormal, but observed that there were
incidents where only normal findings were
documented.13,16
Summary
The study was carried out to determine knowledge and
practice of documentation among midwives in Madonna
University Teaching Hospital, Rivers State. The total
population was used; instrument used for data collection
was structured questionnaire. Validity and reliability of
the instrument were ensured. The research design adopted
was a descriptive survey. The target population consisted
of all nurse midwives working in Madonna University
Teaching Hospital Elele Rivers State. 102 copies of
questionnaire were distributed and 92 copies were
retrieved giving a 90% return rate. The data collected
were analysed and the findings discussed.
Table 3: Practice of documentation.

Items
I document
Immediately after
each observation
I document only
when convenient
I document only for
primips and
complicated cases
I like documenting
only when the labour
is normal
I document using the
standard
charts(parthograph)

Responses
Yes
No
F (%)
F (%)

Remark

21(22.8)

71(77.2)

Poor
practice

73(79)

19(21)

Poor
practice

60(65)

32(35)

Poor
practice

3(3)

89(97)

Good
practice

35(38)

57(62)

Poor
practice

This study helps the nurse on the following ways;

2.

To encourage the practice of documentation in
labour among midwives in Madonna University
Teaching Hospital Elele, Rivers State.
To determine factors influencing the practice of
documentation among midwives.
Table 4: Factors influencing the Practice of
documentation.

Items
Lack of sufficient
time
Too many clients to
attend to
No documentation
materials
Not necessary
especially in normal
cases
Few staff on duty

Responses
Yes
No
F (%)
F (%)

Remark
Hindering
factor
Hindering
factor
Motivatin
g f actor

72(78.3)

20(21.7)

54(58.7)

38(41.3)

4(4.3)

88(95.7)

44(47.8)

48(52.2)

Hindering
factor

68(79.1)

24(20.9)

Hindering
factor

CONCLUSIONS
Medical document serves many purposes; First and
foremost, they document the history of examination,
diagnosis and treatment of a patient. This information is
vital for all providers involved in a patient’s care and for
any subsequent new provider who assumes responsibility
for the patient. In disciplinary or peer review matters,
medical documents can justify (or refute) the need for a
particular treatment. In reimbursement and utilization
disputes, medical records can document what services
were rendered and whether they were medically
necessary. Medical records are the single most important
evidence for the provider whenever a malpractice claim,
or other inquiry, arises concerning patient care. In today’s
health care environment, which now features multispecialty care, in ever changing health care networks, and
often requires consumers to transfer to different
providers, the need for comprehensive, accurate medical
records simply cannot be overemphasized.
This study was undertaken to determine the knowledge,
practice of and factors influencing documentation among
midwives in Madonna university teaching hospital,
Rivers State.
Based on the analysis and discussions of the findings, the
researcher came out with the following conclusion;
1.

Midwives have good knowledge of documentation;
they know what should be documented and also the
importance of documentation.
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2.
3.

There is poor practice of documentation among the
respondents.
Various factors hinder the practice of documentation

6.

7.
Recommendation
8.
Based on the findings of this study, the following
recommendations were made:
1.

2.

Midwifery education: The Nursing and Midwifery
Council should include documentation skills in the
curriculum of Midwifery training and establish
policies to help conduct programs on documentation
for every midwife.
The consequences of not documenting in labour
should be emphasized and penalty be given to
midwives who do not document properly.

More staffs should be assigned to client and the shift
adjusted to 8 hours to prevent fatigue and tediousness.

9.

10.
11.

12.

13.
14.
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