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Abstract
Background: The time that nurses spent on documentation can be substantial and burdensome. To date it was
unknown if documentation activities are related to the workload that nurses perceive. A distinction between clinical
documentation and organizational documentation seems relevant. This study aims to gain insight into community
nurses’ views on a potential relationship between their clinical and organizational documentation activities and
their perceived nursing workload.
Methods: A convergent mixed-methods design was used. A quantitative survey was completed by 195 Dutch
community nurses and a further 28 community nurses participated in qualitative focus groups. For the survey an
online questionnaire was used. Descriptive statistics, Wilcoxon signed-ranked tests, Spearman’s rank correlations and
Wilcoxon rank-sum tests were used to analyse the survey data. Next, four qualitative focus groups were conducted
in an iterative process of data collection - data analysis - more data collection, until data saturation was reached. In
the qualitative analysis, the six steps of thematic analysis were followed.
Results: The majority of the community nurses perceived a high workload due to documentation activities.
Although survey data showed that nurses estimated that they spent twice as much time on clinical documentation
as on organizational documentation, the workload they perceived from these two types of documentation was
comparable. Focus-group participants found organizational documentation particularly redundant. Furthermore, the
survey indicated that a perceived high workload was not related to actual time spent on clinical documentation,
while actual time spent on organizational documentation was related to the perceived workload. In addition, the
survey showed no associations between community nurses’ perceived workload and the user-friendliness of
electronic health records. Yet focus-group participants did point towards the impact of limited user-friendliness on
their perceived workload. Lastly, there was no association between the perceived workload and whether the
nursing process was central in the electronic health records.
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Conclusions: Community nurses often perceive a high workload due to clinical and organizational documentation
activities. Decreasing the time nurses have to spend specifically on organizational documentation and improving
the user-friendliness and intercommunicability of electronic health records appear to be important ways of
reducing the workload that community nurses perceive.
Keywords: Documentation burden, Electronic health record, Home care, Mixed-methods research, Nursing
documentation, Nursing process, Nursing workload, User-friendliness

Background
Clinical nursing documentation is essential in letting
nurses continuously reflect on their choice of interventions for patients and the effects of their interventions.
Therefore, it is vital to the quality and continuity of
nursing care [1, 2]. Nursing documentation can be described as a reflection of the entire process of providing
direct nursing care to patients [3–5]. Consequently,
there is international consensus that clinical nursing
documentation has to reflect the phases of the nursing
process, namely assessment, diagnosis, care planning,
implementation of interventions and evaluation of care
or – if relevant – handover of care [2, 3, 6–8].
Despite the evident importance of nursing documentation, time spent on documentation can be substantial
and therefore it can be experienced as onerous for
nurses. Research indicates documentation time has
reached an extreme form [9–11]. Even though the actual
time spent by nurses on documentation varies internationally, it is a substantial part of the work of nurses
[12, 13]. For example, in Canada nurses spend about
26% of their time on documentation [14], in Great
Britain 17% [15] and in the USA percentages vary from
25% to as much as 41% [16, 17]. In the Netherlands,
nursing staff reported spending an average of 10.5 hours
a week on documentation [18], which means they spend
about 40% of their time on documentation.
The variation between countries in nurses’ time spent
on documentation may be related to differences in electronic health records and the way in which handovers
are organized. However, the variation may also be the
result of a lack of clarity about what qualifies as
documentation [19, 20]. Some studies used the term
‘documentation’ for activities that were directly related
to individual patient care, e.g. drawing up a care plan or
writing progress reports [16, 17]. Other studies used
‘documentation’ as an umbrella term that included ‘nonpatient-care-related’ documentation as well, such as recording hours worked or recording data for the planning
of personnel [18, 20].
A conceptual overview from the Organisation for
Economic Cooperation and Development (OECD) provides more conceptual clarity in the various types of
documentation [12]. The OECD states that documentation generally can be divided into clinical documentation

and documentation regarding organizational and financial issues. Clinical documentation refers to documentation in the electronic health records of individual
patients, e.g. about the patient’s medical condition and
about the care provided by healthcare professionals. The
OECD uses the term ‘organizational documentation’ to
refer to the documentation of issues regarding personnel
planning and coordinating different shifts, for instance.
Documentation such as recording hours worked for the
purpose of billing and insurance are categorized by the
OECD as financial documentation [12].
There are indications that organizational and financial
documentation in particular has increased in the last
decade, which might be explained by the rising demand
for accountability and efficiency of care [21]. Since
documenting organizational and financial issues is not
directly related to patient care, these aspects of documentation might be perceived negatively by nurses [22].
In contrast, nurses might be more open to clinical
documentation since this documentation is essential to
high-quality nursing care [1, 2, 23]. Moreover, according
to professional standards and guidelines, clinical documentation should be considered as an integral part of
providing nursing care [24–26].
Still, lengthy clinical documentation might be challenging for nurses as well. According to Baumann, Baker
[27], Moore, Tolley [28] the implementation of electronic health records for individual patients appeared to
increase the observed time that nurses spend on clinical
documentation. Yet their findings were inconclusive,
since long-term follow-up studies indicated decreasing
documentation time once nurses became familiar with
the electronic health records [27]. However, other studies indicated that the setup for the electronic health records does not always match nurses’ routines and can
therefore be a potential source of perceived time pressure among nurses [29, 30]. Yet when the electronic
health records follow the phases of the nursing process,
this might be supportive for nurses’ clinical documentation [31].
Nurses’ time pressure and nursing workload have received significant interest, in part because nursing shortages are a problem internationally [32]. Research often
focusses only on the objective nursing workload, measured and expressed in actual time spent caring for a
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patient and/or staffing ratios [33]. However, nurses’
emotional or perceived workload might not always
correspond to their objective workload [34]. But the
perceived workload of nurses and the related factors is a
rather unexplored area. For instance, it was unknown to
date if perceived workload is associated with specific
types of documentation activities and the actual time
spent on these activities.
In line with the above-mentioned conceptual overview
from the OECD [12] and from a nursing perspective, it
seems relevant to make a distinction between different
types of documentation activities. On the one hand,
there is clinical documentation, which directly concerns
the nursing care for individual patients. On the other
hand, there is organizational and financial documentation; this is documentation that is mainly relevant for
care organizations, management, policymakers and/or
health insurers. In the Dutch context, clinical documentation often includes care needs assessment information,
a care plan structured according to the phases of the
nursing process, daily evaluation reports concerning the
care given, and the handover of care. Organizational and
financial documentation often concerns records of hours
worked, expense claims for medical aids, reports on incidents with patients and/or employees, internal audits,
and measurements of employee satisfaction and/or patient satisfaction.
To date it was unclear whether specific types of documentation are associated with a high perceived nursing
workload. Distinguishing between types of documentation
may provide more insight into the possible relationship
between documentation and perceived nursing workload.
Furthermore, we used a mixed-methods approach to
gain a deeper understanding, with a quantitative survey
followed by qualitative focus groups. The quantitative
data provided a broad and representative picture of the
possible presence of a relationship between perceived
workload and documentation activities. However, the
reasons why community nurses felt the specific documentation activities increased their workload became
clearer from the qualitative data. Combining the findings
from these two methods resulted in a credible and indepth picture of the relationship between documentation
activities and perceived nursing workload. This enabled
specific recommendations to be made that can help reduce the workload of nurses.
Such insights are relevant in particular for the
home-care setting, since a previous survey showed
that community nurses reported spending even more
time on documentation compared with nurses working in other settings [18]. In addition, most studies
on the documentation burden focus solely on the
hospital setting, e.g. the studies of Collins, Couture
[35] and Wisner, Lyndon [30].
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Therefore, the study presented here aimed to gain
insight into community nurses’ views on a potential relationship between clinical and organizational documentation and the perceived nursing workload (in this study,
‘organizational documentation’ includes financial documentation). The research questions guiding the present
study were:
1. (a) Do community nurses perceive a high workload
due to clinical and/or organizational
documentation? (survey and focus groups), (b) If so,
is their perceived workload related to the time they
spent on clinical and/or organizational
documentation? (survey).
2. Is there a relationship between the extent to which
community nurses perceive a high workload and (a)
the user-friendliness of electronic health records
(survey and focus groups), and (b) whether the
nursing process is central in the electronic health
records (survey and focus groups)?

Methods
Design

A convergent mixed-methods design was used, in which
a quantitative survey with qualitative focus groups were
combined to develop in-depth understanding of the relationship between documentation activities and perceived
nursing workload [36, 37]. This design has been proven
to be particularly useful for achieving a deep understanding of relationships [36, 38]. First, the quantitative
survey was performed and findings from this quantitative component were subsequently enriched by the findings of the qualitative focus groups [37, 38].
Participants
Survey participants

The nurses who were sent the online survey were participants drawn from a Dutch nationwide research
panel known as the Nursing Staff Panel (https://www.
nivel.nl/en/panel-verpleging-verzorging/nursing-staffpanel). Members of the Nursing Staff Panel are
primarily recruited through a random sample of the
population of Dutch healthcare employees provided by
two pension funds [4]. In addition, members are recruited through snowball sampling and open calls on
social media. All members had given permission to be
approached regularly to answer questions about their
experiences in nursing practice. For this study, the survey was sent by email to all 508 community nurses who
were members of the Nursing Staff Panel. Since this is
a nationwide panel, respondents worked in a variety of
organizations across the Netherlands. To increase the
response rate, two electronic reminders were sent to
nurses who had not yet responded.
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This paper focusses on community nurses and electronic nursing documentation; therefore only respondent
nurses who met the following criteria were included in
the analysis: 1) being a registered nurse with a bachelor’s
degree or a secondary vocational qualification in nursing;
2) working in home care; 3) using electronic health records. We excluded 24 respondents who did not meet
these criteria.
Focus-groups participants

Focus-group participants were recruited through the
professional network of two authors (KdG and AM),
open calls on social media (LinkedIn and Facebook), and
through snowball sampling. Nurses were eligible to participate in a focus group if they met the same inclusion
criteria as used for the survey participants. Purposive
sampling was applied to obtain variation among participants regarding the educational level, age and standardized terminology used in the electronic health records.
None of the participants of the focus groups had also
participated in the survey.
Since the focus groups were in addition to the survey,
we expected a priori that four focus groups would be
enough to reach data saturation. This expectation was
met, as the last focus group produced no new insights
that were relevant for answering the research questions.
Data collection
The survey

The survey data were collected from June to July 2019.
We used an online survey questionnaire that mostly
consisted of self-developed questions as, to our knowledge, no instrument was available that included questions on both clinical documentation and organizational
documentation. The extent to which nurses perceived a
high workload was measured using a five-point scale
(1 = ‘never’ to 5 = ‘always’). We distinguished between a
high workload due to clinical documentation and a high
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workload due to organizational documentation. We included financial documentation in our definition of
organizational documentation. In the questionnaire we
explained the content of the two types of documentation. Respondents were then asked to estimate the time
they spent on the two types of documentation.
Next, two questions focussed specifically on clinical
documentation, namely whether the electronic health
record of individual patients was user-friendly and
whether the nursing process was central in this record.
These questions were derived from the ‘Nursing
Process-Clinical Decision Support Systems Standard’, an
internationally accepted and valid standard for guiding
the further development of electronic health records
[31].
The entire questionnaire was pre-tested for comprehensibility, clarity and content validity by nine nursing staff
members. Based on their comments, the questionnaire
was modified, and a final version produced. A translation
of the part of the questionnaire with the 11 questions relevant for this paper can be found at: https://documenten.
nivel.nl/translated_questionnaire.pdf.
Focus groups

After the survey, we conducted four qualitative focus
groups from February to May 2020. Each group consisted of six or eight community nurses, with a total of
28 community nurses. These focus groups were performed in order to deepen and refine the insights gained
from the survey data.
The focus groups were led by two authors (KdG and
AM) and supported by an interview guide with open
questions, see Table 1. The questions were inspired by
the results of the survey data, e.g. they addressed how
community nurses perceived clinical and organizational
documentation in relation to their workload, or how
community nurses experienced the user-friendliness of
electronic health records.

Table 1 Interview guide
1. Do you experience a relationship between workload and documentation activities? If so, can you explain?
2. What do you think about the amount of time you spent on documentation activities?
3. Can you tell us about your experiences with organizational documentation activities related to your perceived workload? By organizational
documentation activities we mean documentation that is mostly relevant for care organizations, managers and policymakers, such as records of
hours worked, expense claims, or reports on incidents.
4. Can you tell us about your experiences with clinical documentation activities related to your perceived workload? By clinical documentation
activities we mean documentation which directly concerns the nursing care for individual patients, such as drawing up a care plan, documenting
daily evaluation reports or the handover of care.
5. How do you experience documentation in the electronic health record?
6. How do you experience the user-friendliness of the electronic health record that you work with?
7. How do you experience the use of various electronic systems for your documentation activities? By electronic systems you can think of electronic
health records, systems for records of hours worked, and/or systems for expense claims.
8. How do you experience the documented handover of care to other healthcare professionals, such as general practitioners and hospital nurses?
Can you think of improvements regarding these documentation activities?
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Initially, we aimed to conduct all the focus groups
face-to-face at the care organizations’ offices. However,
after one face-to-face focus group we had to switch to
online focus groups due to the COVID-19 pandemic.
Online focus groups in which participants post written
responses in a secure online discussion site have been
proven to be an appropriate alternative for face-to-face
focus groups [39–41]. In fact, the online focus groups
had several advantages, such as providing participants
with the ability to access, read and respond to posts at a
place and time most convenient to them [40, 41]. This
was particularly advantageous for nurses during the
pandemic.
Each online focus group was conducted within a set
period of 2 weeks. Two authors (KdG and AM) acted as
moderators by regularly checking the responses and
posting new questions every 2 days, except in the weekend. The analysis of the transcripts has shown that the
findings from the online focus groups were comparable
to those from the face-to-face focus group.
Data analysis
Analysis of the survey

Descriptive statistics were used to describe the background characteristics of the respondents and to answer
the first and second research questions. Wilcoxon
signed-ranked tests were conducted to answer the first
research question (1a), since the two variables measuring
the perceived workload were ordinal and the two
variables measuring the estimated time spent on documentation were not normally distributed. Next, the potential relationships between perceived workload and
time spent on documentation (research question 1b)
were examined using Spearman’s rank correlations. Wilcoxon rank-sum tests were conducted to examine associations between perceived workload and userfriendliness (research question 2a) and the nursing
process (research question 2b). The level for determining
statistical significance was 0.05. Analyses were conducted using STATA, version 16.1.
Analysis of the focus groups

The audio recording of the face-to-face focus group
was transcribed verbatim. Transcripts from the online
focus groups were taken directly from the discussion
site.
The focus-group transcripts were analysed using an iterative process of data collection - data analysis - more
data collection. Within this process, the six steps of thematic analysis were followed, namely becoming familiar
with the data, generating initial codes, searching for
themes, reviewing themes, defining and naming themes,
and reporting [42].
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The transcripts of all the focus groups were analysed
by two authors (KdG and AM). They refined their analyses in discussions together and with two other authors
(AF and WP), which ultimate led to consensus about the
main themes. This triangulation of researchers was used
to increase the quality and trustworthiness of the analysis [43]. Moreover, ‘peer debriefing’ was applied with a
group of peer researchers who were not involved in the
study. In addition, confirmability of the findings was
enhanced by including verbatim statements made by
participants in the results section of this paper. Furthermore, the quality of the reporting was ensured by following the guidelines in ‘Good Reporting of A Mixed
Methods Study’ [44].
Data integration

By integrating data from the quantitative and qualitative
components, an in-depth and credible picture was obtained of the relationship between specific documentation activities and perceived nursing workload [36, 37].
The data were integrated using two integration approaches. Firstly, we compared the data from the survey
and focus groups in the analysis process, in discussions
among the authors, and in the ‘Discussion’ section of
this article. This is referred to as the ‘merging’ approach
[37]. For instance, the survey result on how many nurses
perceived a high workload from clinical documentation
activities was compared to the focus groups results on
nurses’ views as to why they did or did not perceive a
high workload from these activities. Secondly, integration through narratives was performed when reporting
the results. Hereby we used a ‘weaving’ approach in
which we brought the findings from the quantitative survey and qualitative focus groups together on a thematic
basis and arranged them according to the research questions [37].
Ethical considerations

The study was conducted in compliance with the principles of the General Data Protection Regulation, by
strictly safeguarding the anonymity of the participants.
Formal approval from an ethics committee was not required under the applicable Dutch legislation on medical
scientific research as participants were not subjected to
procedures and were not required to follow rules of behaviour (see https://english.ccmo.nl/investigators/legalframework-for-medical-scientific-research/yourresearch-is-it-subject-to-the-wmo-or-not).
Participants in the survey had all consented to being
sent and completing surveys on a regular basis on topics
directly related to their work when they signed up as
members of the Nursing Staff Panel. Potential participants of the focus groups were informed about the study
in an information letter. If desired, they could obtain
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additional verbal information. All participants signed an
informed consent form before the focus groups started.
All methods were applied in accordance with relevant
guidelines and regulations.

Table 3 Focus-groups participants’ characteristics
Characteristics

Focus group
participants (n = 28)

Age [mean (SD)]

33.7 (11.3)

Gender [n (%)]

Results
Participants

A total of 195 community nurses completed the questionnaire (response rate 38.4%). Since a substantial
group did not respond, we conducted non-response analyses. We found no statistically significant differences between the respondents and non-respondents regarding
gender, level of education and number of hours
employed. We did however see a difference in age: the
respondents were somewhat older (mean age 49.8 years)
than the non-respondents (mean age 44.3 years). We reflect on the relatively high age of the survey respondents
in ‘Limitations and strengths’ section.
A total of 28 community nurses participated in the
four focus groups. The characteristics of the participants
are presented in Tables 2 and 3.
Perceived workload due to documentation and time
spent documenting

More than half of the community nurses in the survey said
that they perceived a high workload due to clinical and/or
organizational documentation, see Table 4. A majority
(52.4%) said that they regularly to always experienced a
high workload due to clinical documentation. Regarding
organizational documentation, 58% of the nurses reported
a high perceived workload. No statistically significant differences in perceived workload were found between the
Table 2 Survey participants’ characteristics
Characteristics

Survey participants
(n = 195)

Age [mean (SD)]

50.1 (11.5)

Gender [n (%)]
Female

182 (93.3%)

Male

13 (6.7%)

Level of education [n (%)]
Registered nurse secondary vocational
qualification

86 (44.1%)

Registered nurse bachelor’s degree

109 (55.9%)

Standardized terminology [n (%)]#
Omaha System

164 (84.1%)

NANDA-I NIC NOC

21 (10.8%)

Other standardized nursing terminologies

13 (6.7%)

No standardized terminology

6 (3.1%)

I don’t know
Number of hours employed [mean (SD)]
#

Multiple answers possible

7 (3.6%)
25.3 (7.1)

Female

26 (92.8%)

Male

2 (7.2%)

Level of education [n (%)]
Registered nurse secondary vocational
qualification

6 (21.4%)

Registered nurse bachelor’s degree

22 (78.6%)

Standardized terminology [n (%)]
Omaha System

27 (96.4%)

NANDA-I NIC NOC

1 (3.6%)

two types of documentation (Wilcoxon signed-ranked
test: p = 0.124). In other words, nurses were just as likely
to experience a high workload due to clinical documentation as due to organizational documentation.
Community nurses in the survey estimated that they
spent on average 8.0 (SD 6.0; median 6.0) hours a week
on clinical documentation. They estimated that they
spent significantly less time on organizational documentation, namely on average 3.6 (SD 4.0; median 2.0) hours
a week (Wilcoxon signed-ranked test: p < 0.000).
Looking at clinical documentation, no statistically significant correlation was found between nurses’ estimated
time spent on this type of documentation and their perceived high workload (Spearman’s rank correlation
0.135; p = 0.058). However, looking at organizational
documentation, a statistically significant moderate correlation was found between time spent on documentation and perceived high workload (Spearman’s rank
correlation 0.375; p < 0.000). This showed that nurses
who spent more time on organizational documentation
were more likely to perceive a high workload.
In general, the community nurses participating in the
qualitative focus groups experienced a high workload due
to documentation as well. They described organizational
documentation in particular as cumbersome, redundant
and too repetitive in nature. Even though nurses believed
that a high workload in general is common among community nurses, they did see documentation as one of the
causes for their high workload.
“You are already busy sorting out all the shifts, all the
patients who are starting and stopping home care etc.
There’s already a high workload. And on top of all
that, there are the documentation activities. In our
organization, they also want everyone to do refresher
courses to keep their registration as a nurse, so you
need to register that too. That is another extra
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Table 4 Community nurses’ perceived workload due to documentation and estimated time spent on documentation
Variables

Clinical documentation (n = 195)

Organizational documentation (n = 195)

Perceived high workload [n (%)]
Never

8 (4.1%)

10 (5.1%)

Rarely

85 (43.6%)

72 (36.9%)

Regularly

68 (34.9%)

75 (38.5%)

Often

27 (13.9%)

31 (15.9%)

Always

7 (3.6%)

7 (3.6%)

8.0 (6.0; 6.0)

3.6 (4.0; 2.0)

Estimated time per week spent on
documentation [Mean (SD; median)]

p value
0.124

documentation burden, and that takes up extra time
too.” (Focus group 1, face-to-face).
A general picture that emerged from the focus groups
is that organizational documentation was a key reason
for community nurses’ perceived workload, while this
was less so for clinical documentation. Community
nurses in the focus groups said that they often failed to
see the added value of organizational documentation for
their patients and themselves. Therefore they had a feeling of frustration with the organizational documentation,
associated with a high perceived workload.
“I think the frustration comes much more from the
organizational side. From powerlessness because of
all the pointless things you don’t really have time
for.” (Focus group 1, face-to-face).
Focus-group participants mentioned that various rules
and regulations imposed by their employers and/or
national organizations, such as health insurers, also
affected the amount of organizational documentation.
They perceived a high workload when they had to
register information only for the sake of these rules and
regulations.
“Whenever someone in the organization starts
talking about reducing the documentation burden,
my blood pressure starts to rise. Then I know for
certain that it’ll come back in spades some other
way: someone else’s documentation burden will be
reduced, but not mine.” (Focus group 1, face-to-face).
Community nurses in the focus groups were more positive about their clinical documentation activities. They
found clinical documentation necessary and useful for
providing good nursing care. For them it was evident that
this documentation was an important part of their work.
Because they saw clinical documentation as directly connected to individual patient care, they were less negative
about the time they had to spend on clinical documentation compared with organizational documentation. Some

< 0.000

nurses did however mention that documenting the formal
care needs assessment (which is a requirement for home
care financed by health insurers in the Netherlands) consumed a lot of their time. Still, nurses did not find this
kind of documentation burdensome due to the perceived
relevance and usefulness of the documentation of the care
needs assessment. This was also the case for clinical documentation relating to individual patient care in general.
“The documentation activities I carry out for my patients are appropriate for my job and the documentation is not an additional burden. On the contrary,
that documentation helps me and my fellow nurses
to give our patients good, appropriate care.” (Focus
group 4, online).
Perceived workload and features of electronic health records

Elaborating further on clinical documentation specifically, we explored the perceived workload in relation to
two features of the electronic health records, namely
user-friendliness and whether the record matches with
the nursing process.
User-friendliness of electronic health records in relation to
workload

Most of the community nurses in the survey agreed that
the electronic health records in which they documented
information about the nursing care for individual patients were user-friendly (78.8%). A smaller group disagreed (17.6%) and a few did not know (3.6%). The
survey participants who answered ‘don’t know’ were excluded from the analysis of the association between
user-friendliness and the perceived workload. No statistically significant association was found between how
often the nurses perceived a high workload and the
user-friendliness of electronic health records (Wilcoxon
rank-sum test: p = 0.166), see Table 5.
As for the user-friendliness of electronic health records the opinions and experiences of the community
nurses in the qualitative focus groups were divided.
While several community nurses were positive about the
user-friendliness of the electronic health records, others
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Table 5 Association between perceived workload and the user-friendliness of electronic health records
Perceived high workload

The electronic health record I work with is user-friendly
Agree (n = 152)

Disagree (n = 34)

p value

Never

6 (4.0%)

2 (5.9%)

0.166

Rarely

72 (47.4%)

12 (35.3%)

Regularly

51 (33.6%)

11 (32.4%)

Often

21 (13.8%)

5 (14.7%)

Always

2 (1.3%)

4 (12.8%)

were less positive. The latter group said that the limited
user-friendliness was one reason why they spent so
much time on documentation and experienced a high
workload. Elaborating on the limited user-friendliness,
nurses in the focus groups explained that some
mandatory sections or headings in the electronic health
records, e.g. about wound care, cost them too much
time. They did not always see the added value of filling
in those sections, making this a burdensome activity.
Furthermore, nurses stated that the fact that they often
had to switch between different sections of the electronic health record was time-consuming and burdensome for them as well.
“I also find it a pain that you need to search in
different sections for a lot of things. The care plan
describes that you have to perform wound care
according to the wound policy, but the wound policy
itself is under a different heading than the care plan.
Then the reports about the wound are under the
care plan again. And if the patient also needs help
with ADL, you have to go back via the care plan
again. It all costs extra time and you have to do a
lot of clicking.” (Focus group 3, online).
Focus-group participants also addressed another issue
regarding the limited user-friendliness of the electronic
health records in relation to their workload. This is the
large diversity in electronic systems used within and
across care organizations and professionals. For instance,
nurses said that they used different systems for documenting wound care and for documenting the medication check. Furthermore, other healthcare professionals,

such as general practitioners or pharmacists, often use
different electronic systems for their clinical documentation. Community nurses stated that these systems are
often not linked to one another, resulting in duplicate
documentation activities for nurses and increasing their
workload.
“We have at least a dozen systems and only a few
are linked to each other. [...] The systems for communicating with other disciplines and medication
systems aren’t linked to one another. Despite the
positive discussions, you’re still dependent on the
preferences of the pharmacist or GP as to what
systems are used. That can lead to you having three
different medication systems in one team, for
example.” (Focus group 4, online).
Nursing process in electronic health records in relation to
workload

In the survey, the majority of community nurses agreed
that the nursing process was central in their electronic
health records (78.7%). Some nurses disagreed (17.2%)
and a few did not know (4.2%). To examine a possible
association with workload, survey participants who answered ‘don’t know’ were excluded from this analysis.
No statistically significant association was found between
a perceived high workload and whether the nursing
process was central in the records (Wilcoxon rank-sum
test: p = 0.542), see Table 6.
Like the survey respondents, virtually all community
nurses in the focus groups were positive about how the
nursing process was integrated in the electronic health
records they worked with.

Table 6 Association between perceived workload and whether the nursing process is central in electronic health records
Perceived high workload
Never

The nursing process is central in the electronic health record
Agree (n = 151)

Disagree (n = 33)

p value

6 (4.0%)

2 (6.1%)

0.542

Rarely

63 (41.7%)

16 (48.5%)

Regularly

55 (36.4%)

8 (24.2%)

Often

21 (13.9%)

6 (18.2%)

Always

6 (4.0%)

1 (3.0%)
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“I think we have a very nice system that functions
well. [...] I also get sufficient support from this system
in my task as a community nurse monitoring the
nursing process.” (Focus group 4, online).
Hence, this feature of the electronic health records
was not associated with the workload of the community
nurses.

Discussion
The present study revealed that the majority of community nurses participating in the survey and focus groups
perceived documentation as a cause of their high workload. These findings are in line with previous research
that indicated that documentation can be burdensome
to nurses [9, 10]. Although community nurses spent
twice as much time on clinical documentation compared
to organizational documentation, the survey showed that
community nurses were just as likely to perceive a high
workload due to clinical documentation as to
organizational documentation. In the focus groups,
nurses indicated that organizational documentation in
particular was a cause of their high workload. They were
more positive about clinical documentation since they
experienced that as a meaningful and integral part of the
care for individual patients. This view is in line with professional guidelines that describe clinical nursing documentation as an integral part of nursing care for
individuals [24–26].
Nevertheless, the survey in particular showed that
community nurses often did perceive a high workload
due to clinical documentation as well. In the focus
groups participants had more opportunity to reflect on
and to discuss the value of clinical documentation versus
organizational documentation, and this may have resulted in more positive views on clinical documentation.
Still, it is rather surprising that particularly in the survey clinical documentation was associated with a high
workload by so many community nurses. Previous research by Fraczkowski, Matson [45];Michel, Waelli [20];
Moy, Schwartz [46];Vishwanath, Singh [47];Wisner, Lyndon [30] indicated that electronic clinical documentation
is associated with documentation burden by health care
professionals. It seems important that all nurses are
made aware that clinical nursing documentation is important for providing good patient care. This awareness
might reduce nurses’ perceived workload associated with
documentation activities. On top of that, further integrating clinical documentation in individual patient care
and improvements in the electronic health records are
needed [45, 48].
For optimal integration of clinical documentation in
patient care, it is important that the electronic health records reflect the phases of the nursing process [6, 31].
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However, our study showed no association between the
extent of nurses’ perceived workload and whether the
electronic health records was following the nursing
process. A possible explanation is that most community
nurses (78.7%) already found that the nursing process
was central in their electronic health records.
A key recommendation for care organizations and
software developers is to improve electronic health records in terms of their user-friendliness [4, 31]. Other
recent studies also linked the limited usability or userfriendliness of electronic health records to nurses’ perceived time pressure [29, 49]. The community nurses
participating in the focus groups also recommended improvements in the user-friendliness of electronic health
records and stated that that would reduce their workload. Examples would be removing mandatory sections
in electronic health records and working on better communication between systems within and across care organizations and healthcare professionals.
Furthermore, focus-group participants recommended linking the content of the different electronic
systems for clinical and organizational documentation
so that relevant information only has to be documented once. Other research also indicated that duplication in documentation is a problem for nurses and
is accompanied with negative views on documentation
[11]. Moreover, studies showed a poor match between
different electronic health records both in the digital
formats that are used and in the professional vocabulary and standard terminologies used [50, 51].
Improvements in electronic health records, linkages
between different electronic systems and more
uniformity in language could facilitate information
sharing with other healthcare professionals and interdisciplinary care [48, 52].
Another finding in our study was that although clinical
documentation was also associated with a high workload, time spent on organizational documentation was
considered even more problematic. Unlike clinical
documentation, organizational documentation was often
seen as pointless. Spending a great deal of time on
organizational documentation gave feelings of frustration
and a high perceived workload. Our study did not
differentiate between different kinds of organizational
documentation in terms of the aims of the documentation, e.g. financial accountability for insurers, quality indicators for the Health Inspectorate, safety and quality
management for the nurse’s own care organization,
etcetera. The association between the specific aims of
organizational documentation and nurses’ perceived
workload could be a subject for future research. In
addition, further research should focus on the integration of clinical documentation in patient care and the
user-friendliness of electronic health records.
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Limitations and strengths

A limitation of this mixed-methods study is that the survey participants and focus-group participants differed in
age: the focus-group participants were on average
younger than the survey participants. We looked at the
survey data for a possible correlation between age and
perceived workload but did not find statistically significant differences.
A second limitation is that we used a self-developed
survey questionnaire. However, we based the questionnaire on relevant literature, including the ‘Nursing
Process-Clinical Decision Support Systems Standard’
[12, 31]. Furthermore, we tested the questionnaire in a
pilot study for comprehensibility among nursing staff.
Hence, we consider the questionnaire to be a comprehensive and content valid instrument to assess nurses’
experiences with documentation in relation to their perceived workload.
A strength of this study was the use of mixed-methods
research, which provided a deeper understanding of
community nurses’ documentation activities in relation
with their perceived workload. The focus groups that
were organized after the survey gave additional and
more in-depth insights, particularly regarding nurses’
views on the two types of documentation and the userfriendliness of electronic health records.

Conclusions
The majority of community nurses regularly perceived a
high workload due to documentation activities. Although nurses spent twice as much time on clinical
documentation as on organizational documentation, the
workload they perceived from these types of documentation was comparable. The extent to which nurses perceived a high workload was related to time spent on
organizational documentation in particular. Nurses believed spending substantial time on clinical documentation was worthwhile, while spending a great deal of time
on organizational documentation led to frustration.
Therefore, a reduction in the time needed specifically for
organizational documentation is important.
Particularly in the focus groups, nurses highlighted the
importance of user-friendly electronic health records in
relation to perceived workload. Improving the userfriendliness of electronic health records, improving the
intercommunicability of different electronic systems, and
further integrating clinical documentation in individual
patient care are also recommended as measures to reduce the workload that community nurses perceive from
documentation activities.
Acknowledgements
We would like to thank the participants of the Dutch Nursing Staff Panel and
all other community nurses who participated in this study. Furthermore, we
thank Clare Wilkinson for the language editing.

Page 10 of 12

Authors’ contributions
KdG, AdV, AF and WP developed the study concept and design. KdG, AdV
and AM carried out the data collection. All authors (KdG, AdV, AM, AF, WP)
contributed to the analysis and interpretation of the data. All authors
contributed to the drafting and revision of the article. All authors read and
approved the final manuscript.
Funding
The Dutch Nursing Staff Panel is financed by the Ministry of Health, Welfare
and Sports. The funder had no role in conducting this research. No specific
funding was received for the focus groups.
Availability of data and materials
The data that support the findings of this study are available from the
corresponding author upon reasonable request.

Declarations
Ethics approval and consent to participate
The study was conducted in compliance with the principles of the General
Data Protection Regulation, by strictly safeguarding the anonymity of the
participants. Formal approval from an ethics committee was not required
under the applicable Dutch legislation on medical scientific research as
participants were not subjected to procedures and were not required to
follow rules of behaviour (see https://english.ccmo.nl/investigators/legalframework-for-medical-scientific-research/your-research-is-it-subject-to-thewmo-or-not).
Participants in the survey had all consented to being sent and completing
surveys on a regular basis on topics directly related to their work when they
signed up as members of the Nursing Staff Panel. Potential participants of
the focus groups were informed about the study in an information letter. If
desired, they could obtain additional verbal information. All participants
signed an informed consent form before the focus groups started.
All methods were applied in accordance with relevant guidelines and
regulations.
Consent for publication
Not applicable.
Competing interests
The authors declare that they have no competing interests.
Author details
1
Netherlands Institute for Health Services Research (Nivel), PO Box 1568,
3513CR Utrecht, The Netherlands. 2Thebe Wijkverpleging [Home care
organization], Lage Witsiebaan 2a, 5042DA, Tilburg, The Netherlands.
3
Nursing Science, Programme in Clinical Health Sciences, University Medical
Centre Utrecht, PO Box 85500, 3508GA Utrecht, The Netherlands.
4
Department of Public and Occupational Health, Amsterdam Public Health
Research Institute, Amsterdam University Medical Centre and Vrije
Universiteit Amsterdam, Van der Boechorststraat 7, 1081BT Amsterdam, The
Netherlands. 5Research Group Nursing Diagnostics, School of Nursing, Hanze
University of Applied Sciences, Petrus Driessenstraat 3, 9714CA Groningen,
The Netherlands. 6Department of Critical Care, University Medical Centre
Groningen, PO Box 30.001, 9700RB Groningen, The Netherlands.
Received: 26 October 2021 Accepted: 13 January 2022

References
1. McCarthy B, Fitzgerald S, O'Shea M, Condon C, Hartnett-Collins G, Clancy M,
et al. Electronic nursing documentation interventions to promote or
improve patient safety and quality care: a systematic review. J Nurs Manag.
2019;27(3):491–501. https://doi.org/10.1111/jonm.12727.
2. Paans W, Nieweg RM, van der Schans CP, Sermeus W. What factors
influence the prevalence and accuracy of nursing diagnoses documentation
in clinical practice? A systematic literature review. J Clin Nurs. 2011;20(17–
18):2386–403. https://doi.org/10.1111/j.1365-2702.2010.03573.x.
3. Blair W, Smith B. Nursing documentation: frameworks and barriers. Contemp
Nurse. 2012;41(2):160–8. https://doi.org/10.5172/conu.2012.41.2.160.

De Groot et al. BMC Nursing

4.

5.

6.

7.

8.

9.

10.

11.

12.
13.

14.

15.
16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

(2022) 21:34

De Groot K, De Veer AJE, Paans W, Francke AL. Use of electronic health
records in relation to standardized terminologies: a nationwide survey of
nursing staff experiences. Int J Nurs Stud. 2020;104:103523. https://doi.org/1
0.1016/j.ijnurstu.2020.103523.
Jefferies D, Johnson M, Griffiths R. A meta-study of the essentials of quality
nursing documentation. Int J Nurs Pract. 2010;16(2):112–24. https://doi.org/1
0.1111/j.1440-172X.2009.01815.x.
De Groot K, Triemstra M, Paans W, Francke AL. Quality criteria, instruments
and requirements for nursing documentation: a systematic review of
systematic reviews. J Adv Nurs. 2019;75(7):1379–93. https://doi.org/10.1111/
jan.13919.
Wang N, Hailey D, Yu P. Quality of nursing documentation and approaches
to its evaluation: a mixed-method systematic review. J Adv Nurs. 2011;67(9):
1858–75. https://doi.org/10.1111/j.1365-2648.2011.05634.x.
Flemming D, Hübner U. How to improve change of shift handovers and
collaborative grounding and what role does the electronic patient record
system play? Results of a systematic literature review. Int J Med Inform.
2013;82(7):580–92. https://doi.org/10.1016/j.ijmedinf.2013.03.004.
Cooper AL, Brown JA, Eccles SP, Cooper N, Albrecht MA. Is nursing and
midwifery clinical documentation a burden? An empirical study of
perception versus reality. J Clin Nurs. 2021;30(11–12):1645–52. https://doi.
org/10.1111/jocn.15718.
Heuer AJ, Parrott JS, Percival D, Kacmarek RM. Examining the phenomenon
of the administrative burden in health care, allied health and respiratory
care. J Allied Health. 2016;45(2):152–6.
Bøgeskov BO, Grimshaw-Aagaard SLS. Essential task or meaningless burden?
Nurses’ perceptions of the value of documentation. Nordic J Nurs Res. 2019;
39(1):9–19. https://doi.org/10.1177/2057158518773906.
OECD. Tackling wasteful spending on health. Paris: OECD Publishing; 2017.
https://doi.org/10.1787/9789264266414-en.
Sum MT, Chebor MA. Documentation: historical perspectives, purposes,
benefits and challenges as faced by nurses. Int J Humanit Soc Sci. 2013;
3(16):236–40.
Roumeliotis N, Parisien G, Charette S, Arpin E, Brunet F, Jouvet P.
Reorganizing care with the implementation of electronic medical records: a
time-motion study in the PICU. Pediatr Crit Care Med. 2018;19(4):e172–e9.
https://doi.org/10.1097/PCC.0000000000001450.
Royal College of Nursing. Nurses spend 2.5 million hours a week on paper
work - RCN survey. London: Royal College of Nursing; 2013.
Schenk E, Schleyer R, Jones CR, Fincham S, Daratha KB, Monsen KA.
Time motion analysis of nursing work in ICU, telemetry and medicalsurgical units. J Nurs Manag. 2017;25(8):640–6. https://doi.org/10.1111/
jonm.12502.
Yen P, Kellye M, Lopetegui M, Saha A, Loversidge J, Chipps EM, et al. Nurses’
time allocation and multitasking of nursing activities: a time motion study.
AMIA Ann Symp Proc. 2018;2018:1137–6.
De Veer AJE, De Groot K, Brinkman M, Francke AL. Administratieve druk:
méér dan kwestie van tijd. [Administratieve pressure: more than a matter of
time]. Nivel: Utrecht; 2017.
Hagenaars LL, Van Hilten O, Klazinga NS, Jeurissen PPT. Track and trace of
administrative costs in the Dutch long-term care system. J Long-Term Care.
2021;0(2021):318–28. https://doi.org/10.31389/jltc.68.
Michel L, Waelli M, Allen D, Minvielle E. The content and meaning of
administrative work: a qualitative study of nursing practices. J Adv Nurs.
2017;73(9):2179–90. https://doi.org/10.1111/jan.13294.
OECD WHO. Paying for performance in health care: implications for health
system performance and accountability. Buckingham: Open University Press
McGraw-Hill; 2014. https://doi.org/10.1787/9789264224568-en.
Tyler DA, Parker VA, Engle RL, Brandeis GH, Hickey EC, Rosen AK, et al. An
exploration of job design in long -term care facilities and its effect on
nursing employee satisfaction. Health Care Manage Rev. 2006;31(2):137–44.
https://doi.org/10.1097/00004010-200604000-00007.
De Veer AJE, Francke AL. Attitudes of nursing staff towards electronic
patient records: a questionnaire survey. Int J Nurs Stud. 2010;47(7):846–54.
https://doi.org/10.1016/j.ijnurstu.2009.11.016.
American Nurses Association (ANA). Principles for nurse documentation:
Guidance for registered nurses. Silver Spring: ANA; 2010. Available from:
http://www.nursingworld.org/~4af4f2/globalassets/docs/ana/ethics/
principles-of-nursing-documentation.pdf.
Müller-Staub M, Abt J, Brenner A, Hofer B. Expert report on the
responsibility of nursing. Swiss Association for Nursing Science: Bern; 2015.

Page 11 of 12

26. V&VN [Dutch Nurses Association]. Richtlijn Verpleegkundige en
Verzorgende Verslaglegging [Guideline nursing documentation]. To be
published in 2022.
27. Baumann LA, Baker J, Elshaug AG. The impact of electronic health record
systems on clinical documentation times: a systematic review. Health Policy.
2018;122(8):827–36. https://doi.org/10.1016/j.healthpol.2018.05.014.
28. Moore EC, Tolley CL, Bates DW, Slight SP. A systematic review of the impact
of health information technology on nurses' time. J Am Med Inform Assoc.
2020;27(5):798–807. https://doi.org/10.1093/jamia/ocz231.
29. Vehko T, Hypponen H, Puttonen S, Kujala S, Ketola E, Tuukkanen J, et al.
Experienced time pressure and stress: electronic health records usability and
information technology compentence play a role. BMC Med Inform Decis
Mak. 2019;19(1):160. https://doi.org/10.1186/s12911-019-0891-z.
30. Wisner K, Lyndon A, Chesla CA. The electronic health record's impact on
nurses' cognitive work: an integrative review. Int J Nurs Stud. 2019;94:74–84.
https://doi.org/10.1016/j.ijnurstu.2019.03.003.
31. Müller-Staub M, De Graaf-Waar H, Paans W. An internationally consented
standard for nursing process-clinical decision support Systems in Electronic
Health Records. Comput Inform Nurs. 2016;34(11):493–502. https://doi.org/1
0.1097/CIN.0000000000000277.
32. Alghamdi MG. Nursing workload: a concept analysis. J Nurs Manag. 2016;
24(4):449–57. https://doi.org/10.1111/jonm.12354.
33. Griffiths P, Saville D, Ball J, Jones J, Pattison N, Monks T, et al. Nursing
workload, nurse staffing methodologies and tools: a systematic scoping
review and discussion. Int J Nurs Stud. 2020;103:103487. https://doi.org/10.1
016/j.ijnurstu.2019.103487.
34. Hoogendoorn ME, Brinkman S, Spijkstra JJ, Bosman RJ, Margadant CC,
Haringman J, et al. The objective nursing workload and perceived nursing
workload in Intensive Care Units: Analysis of association. Int J Nurs Stud.
2021;114(103852). https://doi.org/10.1016/j.ijnurstu.2020.103852
35. Collins S, Couture B, Kan MJ, Dykes P, Schnock K, Knaplund C, et al.
Quantifying and visualizing nursing flowsheet documentation burden in
acute and critical care. AMIA Ann Symp Proc. 2018;2018:348–57.
36. Creswell JW, Plano Clark VL. Designing and conducting mixed methods
research (3rd e.d.). Thousand Oaks: Sage publications; 2018.
37. Fetters MD, Curry LA, Creswell JW. Achieving Integration in Mixed Methods
Designs—Principles and Practices. Health Serv Res. 2013;48(9 Part 2):2134–56.
38. Hanson WE, Creswell JW, Plano Clark VL, Petska KS, Creswell JD. Mixed
methods research designs in counseling psychology. J Couns Psychol. 2005;
5(2):224–35. https://doi.org/10.1037/0022-0167.52.2.224.
39. Tates K, Zwaanswijk M, Otten R, Van Dulmen S, Hoogerbrugge PM, Kamps
WA, et al. Online focus groups as a tool to collect data in hard-to-include
populations: Examples from paediatric oncology. BMC Med Res Methodol.
2009;9(15). https://doi.org/10.1186/1471-2288-9-15.
40. Zwaanswijk M, Van Dulmen S. Advantages of asynchronous online focus
groups and face-to-face focus groups as perceived by child, adolescent and
adult participants: A survey study. BMC Res Notes. 2014;7(756). https://doi.
org/10.1186/1756-0500-7-756.
41. De Lange J, Deusing E, Van Asch IF, Peeters J, Zwaanswijk M, Pot AM, et al.
Factors facilitating dementia case management: results of online focus
groups. Dementia (London). 2018;17(1):110–25. https://doi.org/10.1177/14
71301216634959.
42. Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol.
2006;3(2):77–101. https://doi.org/10.1191/1478088706qp063oa.
43. Nowell LS, Norris JM, White DE, Moules NJ. Thematic analysis: striving to
meet the trustworthiness criteria. Int J Qual Methods. 2017;16(1):1–13.
https://doi.org/10.1177/1609406917733847.
44. O'Cathain A, Murphy E, Nicholl J. The quality of mixed methods studies in
health services research. J Health Serv Res Policy. 2008;13(2):92–8. https://
doi.org/10.1258/jhsrp.2007.007074.
45. Fraczkowski D, Matson J, Dunn LK. Nurse workarounds in the electronic
health record: an integrative review. J Am Med Inform Assoc. 2020;27(7):
1149–65. https://doi.org/10.1093/jamia/ocaa050.
46. Moy AJ, Schwartz JM, Chen RJ, Sadri S, Lucas E, Cato KD, et al. Measurement
of clinical documentation burden among physicians and nurses using
electronic health records: a scoping review. J Am Med Inform Assoc. 2021;
28(5):98–1008. https://doi.org/10.1093/jamia/ocaa325.
47. Vishwanath A, Singh SR, Winkelstein P. The impact of electronic medical
record systems on outpatient workflows: a longitudinal evaluation of its
workflow effects. Int J Med Inform. 2010;79(11):778–91. https://doi.org/10.1
016/j.ijmedinf.2010.09.006.

De Groot et al. BMC Nursing

(2022) 21:34

48. Keenan G, Yakel E, Dunn Lopez K, Tschannen D, Ford YB. Challenges to
nurses’ efforts of retrieving, documenting, and communicating patient care
information. J Am Med Inform Assoc. 2013;20(2):245–51. https://doi.org/1
0.1136/amiajnl-2012-000894.
49. Dunn Lopez K, Chin CL, Leitão Azevedo RF, Kaushik V, Roy B, Schuh W, et al.
Electronic health record usability and workload changes over time for
provider and nursing staff following transition to new EHR. Appl Ergon.
2021;93:103359. https://doi.org/10.1016/j.apergo.2021.103359.
50. Lavin MA, Harper E, Barr N. Health information technology, patient safety,
and professional nursing care documentation in acute care settings. Online
J Issues Nurs. 2015;20(2).
51. Sockolow PS, Liao C, Chittams JL, Bowels KH. Evaluating the impact of
electronic health records on nurse clinical process at two community health
sites. Nurs Inform. 2012;2012(381).
52. Kieft RAMM, Vreeke EM, De Groot EM, Volkert PA, Francke AL, Delnoij DMJ.
The development of a nursing subset of patient problems to support
interoperability. BMC Med Inform Decis Mak. 2017;17(158).

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Page 12 of 12

