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Abstract 
Introduction: In the third quarter of 2022, X Regional Hospital reported the highest rate of 
incomplete inpatient medical records in October, with 465 cases (32.68%). Incomplete medical 
documentation negatively impacts service quality, continuity of care, and patient safety. This 
study aimed to examine the factors contributing to the incompleteness of inpatient medical 
records at the hospital, using Lawrence Green’s behavioral theory.  

Methods: This qualitative study utilized data collection methods including observation, 
documentation, and interviews with nine informants: one head of the medical records’ 
department, four physicians, three nurses, and one head of the inpatient ward. Data were 
analyzed through a process of reduction, presentation, and conclusion drawing, which was 
followed by the development of recommendations for improvement. The analysis focuses on 
three key components: predisposing, enabling, and reinforcing factors. 

Results: The findings indicated that the predisposing factors were two informants who had a 
low level of knowledge about medical record documentation. Enabling factors were the 
insufficient number of computers, incomplete training attendance, and unawareness of 
Standard Operating Procedures (SOP) on medical record completeness. Reinforcing factors 
include the absence of punishment for non-compliance. 

Conclusion: Improvement efforts include regular socialization, monitoring, and evaluating the 
implementation of Standard Operating Procedures (SOPs) for ensuring medical record 
completeness. Additionally, more computers, seminars and training sessions on medical 
record documentation for the staff and healthcare professionals (HCPs) are needed. 
Furthermore, reward and punishment system in completing inpatient medical records is 
recommended. 
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Introduction 
The completeness of medical record 

documentation involves the process of 
reviewing or analyzing the contents of 
medical records related to service 
documentation and assessing the 

completeness of the data 1. The indicators 
of a high-quality medical record include 
completeness, accuracy, timeliness, and 
compliance with legal requirements 2. A 
complete medical record is 100% filled out 
by each Healthcare Professional (HCP) 
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within ≤ 24 hours after completing 
outpatient care or after an inpatient has 
been discharged 3. 

Based on the results of a preliminary 
study, it was found that X Regional General 
Hospital has implemented a hybrid medical 
record system for inpatient services, 
combining manual medical records and 
electronic medical records (EMRs). The 
implementation of EMR should have 
reduced the incompleteness in medical 
record documentation 4. However, the 
documentation of inpatient medical records 
at X Regional General Hospital has not yet 
met the standard of completeness. The 
percentage of incomplete inpatient medical 
record documentation from October to 
December 2022 can be seen in Figure 1. 
The highest percentage of incompleteness 
was recorded in October 2022, at 32.68% 
or 465 medical records. 

This situation at X Regional General 
Hospital did not comply with the Hospital's 
Minimum Service Standards (SPM), which 
require that medical record documentation 
should be 100% complete within ≤ 24 hours 
after the patient has completed their care. 
The incompleteness of medical record 
documentation held up the management 
process, affected the quality of medical 
record services, disrupted the continuity of 
care, and impacted on patient safety. 

The impact of incomplete medical 
record documentation continued to the 
subsequent process management steps, 
such as data input for reports and the 
National Health Insurance (BPJS 
Kesehatan) claim process. The incomplete 
medical records must be returned to the 
relevant inpatient ward for completion. 
Furthermore, incomplete medical records 
disrupted the fulfillment of patients' rights to 
be get their medical record data, obstruct 
the provision of medical records as 
evidence in legal cases, complicate the 
disease classification and coding process.  

The incompleteness of medical 
record documentation at X Regional 
General Hospital was believed to be 
sourced from staff lack of discipline in 
completing medical records. This issue 
was further exacerbated by the high 
workload and the frequent transfer of 
doctors between hospitals. The doctors’ 
limited time availability was the primary 

factor contributing to the incomplete 
medical records 5. Additionally, the lack of 
understanding among staff about the 
importance of medical record 
completeness also played a role, as shown 
by the unfilled sections for patient 
identification and the authentication of the 
responsible physician (DPJP). Staff’s 
insufficient knowledge on the importance of 
medical record results in unmet 
procedures’ records 6. 

The incompleteness of medical 
records at X Regional General Hospital 
was suspected to be caused by enabling 
factors, such as the large number of forms 
that must be completed and the 
disorganized arrangement of these forms. 
This situation makes it difficult for doctors 
to fill out medical records completely. 
Additionally, healthcare workers, including 
doctors, nurses, and medical record staff, 
had not received specialized training on 
medical record documentation. Although 
there were Standard Operating Procedures 
(SOPs) in place, in practice, the medical 
records were still not fully completed.  
According to Yuniati & Rifa’i (2018), non-
compliance by doctors and nurses with the 
SOPs was also one of the causes of this 
incompleteness 7. 

One of the reinforcing factors 
suspected to contribute to the incomplete 
medical record documentation was the 
absence of punishment for healthcare 
workers who failed to complete medical 
records. The lack of sanctions, when 
inpatient medical records were not fully 
completed, is considered one of the 
reasons behind this issue 6. Erawantini et 
al. (2022) also explained that implementing 
sanctions or punishments was necessary 
for staff who made mistakes, to motivate 
and prevent the recurrence of similar 
errors. 8. 

The healthcare workers’ behavior 
involved in the recording process was 
suspected to be the cause of the 
incompleteness of medical record 
documentation. This issue aligns with 
Lawrence Green’s theory (1980) as cited in 
Notoatmodjo (2014), which states that 
behavior is influenced by three main 
factors: predisposing factors, enabling 
factors, and reinforcing factors 9, 
Therefore, this study aimed to analyze the 
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factors contributing to the incompleteness 
of medical record documentation at X 
Regional General Hospital. The findings of 

this study were expected to provide input to 
the hospital regarding policies on medical 
record documentation. 

 

 
           Figure 1. Completeness of Medical Record Entries at X Regional General Hospital X 

 
 

 
Methods 

This study applied a qualitative 
research approach. The variables in this 
study included predisposing factors 
(knowledge, education, and attitudes), 
enabling factors (facilities, training, medical 
record forms, and SOPs), and reinforcing 
factors (punishment). Data collection was 
conducted from January to March 2024. 
Data were gathered through observations, 
documentation, and in-depth interviews 
using an interview guide on 9 informants of 
1 person, the head of medical records’ 
department, 4 physicians (DPJP), 3 
nurses, and 1 head of the inpatient ward. 
The selection of informants was based on 
the criterion that the informants were 
involved in completing both manual and 
electronic medical records for the Kenanga 
inpatient ward. The Kenanga ward was 

chosen as from October to December 
2022, it had the highest percentage of 
incomplete records, which was 29.09%. 

Data saturation was tested through 
source triangulation and technique 
triangulation. Source triangulation was 
carried out by comparing the interview 
results from one informant to another, while 
triangulation technique was done by 
comparing the interview results with the 
findings from observation and 
documentation. Data were analyzed 
through data reduction, data presentation, 
and concluding the factors contributing to 
the incompleteness of inpatient medical 
record documentation. The researchers 
confirmed that this study has no ethical 
issues, as evidenced by the Ethical 
Approval Letter No. 287/PL17.4/PG/2024 
issued by the Ethics Committee of 
Politeknik Negeri Jember. 

 

Results 
Predisposing Factor 

Predisposing factors are the factors 
that facilitate the occurrence of a behavior. 
In this study, the predisposing factors 
consisted of the knowledge, education, and 
attitudes of the staff. Knowledge, in this 

context, refers to the understanding of 
Healthcare Professionals (HCPs) 
regarding medical record documentation.  

The research findings showed that 
not all informants had good knowledge 
regarding the completion of both manual 
and electronic medical records. Although 
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the majority of informants had good 
knowledge, there was one informant with 
an adequate level of knowledge and two 
informants with low level of knowledge. The 
interview results that reflect the informants' 
knowledge are presented in the following 
interview excerpts. 
 

"Yes, I know. The identification items include 
the full name, date of birth, medical record 
number, gender, and patient ID number. 
Authentication, for example, is seen in the 
informed consent for every medical 
procedure and nursing action, which 
includes signatures. Important reports 
include the informed consent, diagnosis, 
operation reports, and anesthesia reports for 
every medical procedure and nursing action" 
(The 6th Informant, 2024) 
 
"I am not aware of the detailed items, but in 
the summary, there is the patient's medical 
history, physical examination and its 
findings, supporting examinations, and the 
treatment during hospitalization, including 
the prescribed home treatment. This makes 
follow-up visits easier" (The 2nd Informant, 
2024). 
 
"I don't have a thorough understanding of 
those items, but they must be filled out" (The 
4th Informant, 2024) 
 

 
The interview results indicated that 

not all staff members were fully aware of 
which items need to be completed in the 

medical records. Statements from 
Informant 2 and Informant 4, as the 
physicians (DPJP), indicated that their 
knowledge were still lacking on the detail 
items that needed to be completed on 
inpatient medical records. The knowledge 
of the nurses, as seen by Informant 7 and 
Informant 8 in this study, demonstrated a 
good understanding of identification items, 
important reports, and the authentication of 
medical records. 

The researcher then inquired about 
the informants' knowledge regarding the 
standard time for completing medical 
records fully, and the following results were 
obtained. 

"I’m not sure" (The 2nd Informant, 2024) 
 

"Yes, it must be completed within 2x24 hours 
after the patient is admitted" (The 7th 
Informant, 2024) 
 
"Yes, I know. It should be completed within 
1x24 hours after the patient is discharged" 
(The 1st Informant, 2024) 

 
The results of the study showed 

varying levels of knowledge regarding the 
Standard Operating Procedure (SOP) for 
the time frame for completing inpatient 
medical records. The regulation on the 
deadline for completing medical records, 
as outlined in the Hospital Minimum 
Service Standards (SPM), is ≤ 24 hours 
after outpatient services are completed or 
after an inpatient is discharged from the 
hospital. Based on the study findings, it can 
be concluded that knowledge was a 
contributing factor to the incompleteness of 
inpatient medical record documentation. 

The results of the study showed that 
the educational background of staff 
involved in the completion of medical 
records aligned with the minimum 
qualifications required for healthcare 
personnel. The minimum educational 
qualification for healthcare staff was a third 
year Diploma in health-related fields, while 
the medical professionals must hold at 
least a professional education qualification 
in health 11. It can be concluded that 
education was not a contributing factor to 
the incompleteness of inpatient medical 
record documentation. 

Attitude in this study refers to the 
response of staff regarding the 
incompleteness of inpatient medical record 
documentation. Attitude is the individual's 
reaction or response to a stimulus or object 
9. The results of the study are shown in the 
following interview excerpt. 
 

"I agree and am willing to complete the 
medical records within 1 x 24 hours after the 
patient is discharged" (The 1st Informant, 
2024) 
 
"Each healthcare provider must be 
responsible for completing the medical 
records and must ensure they are filled out 
completely and on time" (The 3rd Informant, 
2024) 
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"Yes, it is mandatory because, in healthcare 
services, every action taken for each patient 
must be documented" (The 7th Informant, 
2024) 

 
The interview results showed that all 

informants demonstrated a positive 
attitude, where each healthcare provider 
has the obligation and responsibility to 
complete the medical records within a 
maximum of 1x24 hours after the patient is 
discharged from the hospital. It can be 
concluded that attitude was not a 
contributing factor to the incompleteness of 
inpatient medical record documentation. 
 
Enabling Factor 

Enabling factor is a factor that 
facilitates the occurrence of behavior. In 
this study, enabling factors consisted of 
facilities, training, medical record forms, 
and SOPs. In this study, facilities are 
defined as resources such as computers to 
support the completion of inpatient medical 
records, which have started to implement 
electronic medical records (EMR). The 
research findings regarding facilities are 
shown in the following interview excerpt. 
 

"The number of computers is insufficient, so 
there is often a queue to share with other 
healthcare providers" (The 2nd Informant, 
2024) 
 
"The number is not adequate because I 
cannot remember all the patient data. If 
tablets were provided, it would support my 
service to patients" (The 5th Informant, 2024) 
 
"The computers are sufficient, but the 
number is still lacking" (The 9th Informant, 
2024) 

 
The interview results showed that 

there were two computers available at the 
nurse station. However, these computers 
were still insufficient to meet the needs of 
the healthcare providers. Thus, they had to 
wait in line to use the computers. The 
implementation of Electronic Medical 
Records (EMR) is closely tied to the use of 
computers and the EMR system applied in 
the healthcare facility. Therefore, the lack 
of facilities was a contributing factor to the 
incomplete filling of inpatient medical 
records. 

Training in this study referred to the 
activities conducted by healthcare 
providers to improve their competencies in 
filling out inpatient medical records, both 
manual and Electronic Medical Records 
(EMR). Each staff member who had trained 
was expected to achieve consistency in 
knowledge, attitude, and skills between 
experienced and newly hired staff, 
ensuring they performed their tasks 
according to established procedures. The 
research findings regarding training are 
presented in the following interview 
excerpts. 
 

"Not all staff members attended the seminar, 
perhaps due to limited time or because the 
institution did not mandate or organize the 
seminar" (The 6th Informant, 2024) 
 
"It was mentioned in a meeting about 
effective communication, and I have also 
been a resource person for EMR training for 
other healthcare staff" (The 3rd Informant, 
2024) 

 
The interview results indicated that 

not all staff involved in completing inpatient 
medical records had participated in the 
training. Only some staff members had 
attended internal or external training or 
seminars related to the electronic medical 
records (EMRs). The reason why not all 
informants participated in training was due 
to their busy work schedules, which left 
little time to attend seminars. Additionally, 
the institution has neither organized 
seminars nor enrolled staff in training 
programs. It can be concluded that the lack 
of training provided to all staff was a 
contributing factor to the incomplete filling 
of inpatient medical records. 

Medical record forms in this study 
refer to the documents used for recording 
the healthcare services provided to 
inpatients. Documentation of healthcare 
services performed by physicians, nurses, 
and other healthcare professionals at X 
Regional General Hospital was carried out 
in a hybrid manner, manually and 
electronically. The answers regarding the 
structure of the current medical record 
forms are presented in the following 
interview excerpts. 
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"Manual medical records are not efficient 
because there are still some repeated items" 
(The 1st Informant, 2024) 
 
"Manual medical records are inefficient, 
while electronic medical records are much 
simpler" (The 5th Informant, 2024) 
 
"Electronic medical records are well-
organized, so I haven’t encountered any 
significant issues" (The 9th Informant, 2024) 

 
The study results indicated that the 

content and structure of manual medical 
records were inefficient due to the 
repetition items. These forms could be 
combined with the other forms but they 
were created separately. In contrast, the 
electronic medical records (EMR) featured 
a complete and organized structure to be 
filled in easier. The implementation of EMR 
reduced redundancy of similar items on the 
manual medical records. EMR forms were 
designed to be simpler and more user-
friendly. It can be concluded that the 
content and structure of manual medical 
records contribute to the incompleteness of 
inpatient medical record documentation. 

The SOP in this study refers to the 
guidelines used by healthcare providers to 
ensure the complete documentation of 
inpatient medical records. The SOP serves 
as a reference and direction for carrying 
out routine tasks, particularly to ensure that 
the medical record documentation process 
adheres to the established regulations. 
The results of the study regarding the 
availability of the SOP are illustrated by the 
following interview excerpts. 
 

"I am not aware of the SOP, so I cannot 
understand it yet" (The 6th Informant, 2024) 
 
"Yes, there is an SOP, and I understand its 
contents" (The 8th Informant, 2024) 
 
"I have never been aware of the SOP" (The 
5th Informant, 2024) 

 
The interview results indicated that 

not all staff members are aware of the 
availability of the SOP. Therefore, the 
researcher conducted observations and 
found the existence of an SOP for inpatient 
medical record documentation, as shown 
in the Figure 2. 

The observation results, as it’s shown 
in Figure 2 explained the procedures for 
filling out the medical records, such as 
documenting all service forms and actions 
provided to patients, along with the 
authentication of the healthcare provider at 
the end of the records. It also outlined the 
steps to be taken in case of errors in 
recording the medical records. This is 
following the Minister of Health Regulation 
Number 24 of 2022, which stated that 
medical records must be created by the 
healthcare provider, containing patient 
identity data, examinations, treatments, 
actions, and other services provided to the 
patient 12. 

The existing SOP should be 
socialized to all personnel involved in the 
completion of inpatient medical records. 
The results of the study are shown in the 
following interview excerpt. 
 

"Never, but it should be socialized" (The 2nd 
Informant, 2024) 
 
"Yes, during the new employee orientation at 
X Regional General Hospital" (The 7th 
Informant, 2024) 

 
The research findings indicated that 

not all staff have attended the socialization 
of the inpatient medical record filling SOP. 
In addition, the socialization of the inpatient 
medical record filling SOP at X Regional 
General Hospital had been carried out, but 
not regularly, so some staff members not 
receiving the SOP socialization. It can be 
concluded that the lack of SOP 
socialization was a contributing factor to 
the incompleteness of inpatient medical 
record filling. 
 
Reinforcing Factor 

The reinforcing factor refers to the 
factors that strengthen the occurrence of a 
behavior. In this study, the reinforcing 
factor was the punishment given by 
supervisors to doctors and nurses who 
failed to complete the medical records, to 
prevent the repeated mistakes. The 
research findings are shown in the 
following interview excerpt. 
 

"None so far" (The 4th Informant, 2024) 
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"Yes, a verbal warning with a requirement to 
complete the medical records thoroughly" 
(The 6th Informant, 2024) 
 
"There is none, it has not been implemented" 
(The 1st Informant, 2024) 

 
The results of the study showed that 

no punishment had been given to staff who 

failed to complete the medical records. 
When the HCP did not complete the 
medical records, whether manual or EMR, 
only a verbal warning was given to 
complete the records. It can be concluded 
that the absence of punishment was a 
contributing factor to the incompletion of 
inpatient medical records.

 
Table 1. Interview Results on Informants' Knowledge on Medical Record 

Informant Correct 
Answer 

Number of 
Questions 

Percentage 
(%) 

Description 

Informant 1 4 4 100% A good level of knowledge 

Informant 2 2 7 28.57% A low level of knowledge 

Informant 3 7 7 100% A good level of knowledge 

Informant 4 3 7 42.86% A low level of knowledge 

Informant 5 7 7 100% A good level of knowledge 

Informant 6 7 7 100% A good level of knowledge 

Informant 7 5 7 71.43% An adequate level of knowledge 

Informant 8 6 7 85.71% A good level of knowledge 

Informant 9 4 4 100% A good level of knowledge 

The categorization of knowledge level according to Arikunto (2013) as cited in Pani (2020) 10: 
Percentage of correct answers 76 - 100%: Good level of knowledge 
Percentage of correct answers 56 - 75%: Adequate level of knowledge 
Percentage of correct answers < 55% : Low level of knowledge 
 
 
 
Table 2. Education Level of Informants 

No. Informant Roles Education 

1. Informant 2 Physician Internal Medicine Specialist 

2. Informant 3 Physician Internal Medicine Specialist 
3. Informant 4 Physician Internal Medicine Specialist 
4. Informant 5 Physician Internal Medicine Specialist 
5. Informant 6 Inpatient Ward Nurse Bachelor's Degree in Nursing 

6. Informant 7 Inpatient Ward Nurse Nursing Profession 

7. Informant 8 Inpatient Ward Nurse Nursing Profession 
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Figure 2. SOP for Medical Record Documentation Completeness at X Regional General Hospital 
 

 

Discussion 
Predisposing Factor 

Knowledge refers to the result of 
human sensory perception or 
understanding of an object obtained 
through the senses. Knowledge of the 
cognitive domain is a crucial area in 
shaping an individual's behavior 9. The 
research findings showed that not all staff 
were aware of the standard time for 
completing inpatient medical records. The 
rule for the time limit for completing medical 
records, as stated in the Hospital's 
Minimum Service Standards (SPM), is ≤ 24 
hours after outpatient services are 
completed or after the inpatient patient's 
discharge. A similar finding was observed 
in the study by Swari & Verawati (2022), 
where one of the factors contributing to the 
incomplete inpatient medical records in 
hospitals was the staff's lack of knowledge 
regarding the deadline for completion, the 
benefits, and the impact of incomplete 
medical records 13. 

Furthermore, not all staff were aware 
of the items that needed to be filled in the 
inpatient medical records. Minister of 
Health Regulation No. 24 of 2022 explains 
that the content of Electronic Medical 
Records (EMR) includes administrative 
documentation (recording of patient 
registration data) and clinical 
documentation (the results of healthcare 
services provided to patients in healthcare 
facilities) 12. Further explanation regarding 
the types of medical record items that must 
be fully completed, both manually and 
electronically, consists of four 
classifications, including patient 
identification items (patient name, medical 
record number, date of birth, and gender), 
authentication/validity of documentation 
(stamp/name of the healthcare provider, 
signature of the healthcare provider, 
professional title, date and time of 
documentation), important reports (initial 
assessment, general consent, medical 
summary, informed consent, and 
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anesthesia report), and proper 
documentation (clear and legible writing, 
use of abbreviations, correction of writing 
errors, and marking of empty lines) 14. 

The knowledge possessed by the 
staff involved in the completeness of 
medical records influences their behavior 
in filling out the records. Incomplete 
inpatient medical records may occur due to 
the lack of knowledge among healthcare 
staff in completing the records 8. Staff are 
more likely to pay attention to the 
completeness of medical records if they 
have a high level of knowledge regarding 
the importance of medical records 6. 
Knowledge can be influenced by 
education. Education is understood as an 
activity or process of learning to enhance 
or develop the abilities and insights of the 
educational target 9. The higher the 
education level of a doctor, the more they 
will understand the benefits of filling out 
medical records thoroughly and completely 
15. Nurse education is directly related to 
behavioral changes, so nurses tend to be 
more careful in filling out medical records 
due to their awareness of the importance of 
documentation and the legal 
consequences of errors in filling out 
medical records 16. 

The hospital should develop policies 
to provide physicians (DPJP) and nurses 
with the opportunities to enhance their 
knowledge in completing medical records 
through training, seminars, or webinars. 
Training is beneficial for developing 
individual skills, abilities, knowledge, or 
attitudes that improve employee behavior 
to achieve set goals. Continuous training 
should be provided to Healthcare 
Professionals (HCPs) in operating 
electronic medical record entry systems to 
reduce the number of incomplete medical 
records 17. The training program provided 
to HCPs at X Regional General Hospital 
can increase awareness of the importance 
of complete medical records and improve 
staff skills in completing medical records, 
consistently record patient care results in 
the medical records accurately. Staff will be 
more attentive to the completeness of 
medical records if they have a high level of 
knowledge about the usefulness of medical 
records. 

Education is closely related to an 
individual's knowledge and behavior, 
where the higher the level of education, the 
broader the individual's knowledge, leading 
to positive attitudes and behaviors 18. The 
researchers believe that the alignment of 
the educational level of personnel involved 
in medical record documentation affects 
their behavior when documenting 
healthcare services, whether in manual or 
electronic records. This is because 
healthcare personnel who meet the 
minimum educational qualifications will 
have a foundation of knowledge about the 
importance of complete medical records. 
Furthermore, with the transition from 
manual to electronic medical records, 
personnel will not find difficulties if their 
educational background aligns, as they will 
have received information and acquired 
knowledge and skills related to the 
implementation of electronic medical 
records (EMR). 

Behavior can be influenced by 
attitude. Attitude is a person's internal 
reaction or response to a stimulus or object 
9. The Minister of Health Regulation No. 24 
of 2022 stipulates that the management of 
medical records is the responsibility of 
each doctor, dentist, or other healthcare 
personnel 12. Although the HCPs have a 
positive attitude, this has not been 
optimally realized in daily practice, 
especially regarding compliance with 
medical record documentation for 
inpatients, as there were still instances of 
incomplete documentation. The research 
findings indicated that the completion of 
medical records by HCPs was often 
delayed due to the workload of the 
physician (DPJP), who has a large number 
of patients, which will resulted in limited 
time available for medical records filling. 
Additionally, some physicians also worked 
at the other hospitals. 

The busyness experienced by HCPs, 
particularly the physician (DPJP), is often 
cited as the main reason for incomplete 
medical records, both manual and 
electronic. This busyness should not be an 
excuse, as one of the responsibilities of the 
HCPs is to ensure the completion of 
medical records. Despite the large number 
of patients, the completion of medical 
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records depended on the individual HCPs. 
In principle, if the concerned HCPs 
recognized that this was part of their duty, 
they should be able to allocate time to fulfill 
this responsibility 19. The other cause of 
failure to complete medical records were 
the service delivery prioritization by doctor, 
and the time-consuming nature of record 
completion 6. 
 
Enabling Factor 

The implementation of EMR was 
inseparable from the use of computers and 
the EMR system applied in healthcare 
facilities. There were two computers 
available at each nurse station. The 
completion of medical records by HCPs at 
X Regional General Hospital faced 
challenges, despite the availability of 
computers, the number was still insufficient 
when compared to the number of HCPs 
using the EMR. This led to delays in 
completing medical records, as there was 
often a queue among HCPs to use the 
computers alternately. 

The implementation of EMR requires 
hardware support, which can include 
computers, laptops, or tablets. Healthcare 
facilities are obligated to provide the 
necessary resources to implement medical 
records. The availability and adequacy of 
facilities, particularly computers, to run the 
EMR program, will affect the behavior of 
staff when filling out the EMR. The 
insufficient number of computers used 
causes delays in filling out the EMR, 
leading to many records remaining 
incomplete when patients finish receiving 
healthcare services, as staff must take 
turns entering data into the computers. This 
results in failing to meet the minimum 
service standard for completing EMR ≤ 24 
hours after outpatient services or after a 
hospitalized patient is discharged. A study 
by Dhamar and Rahayu (2020) also found 
a similar issue, where inadequate 
computer resources, due to their limited 
number, hindered staff from completing 
medical record data 20. 

Training is a systematic process 
designed to develop an individual's skills, 
abilities, knowledge, or attitudes that 
change employee behavior to achieve set 
goals 21. Training should be provided to 

staff in an effort to enhance skills and 
behavioral change in completing medical 
records, both manual and electronic. 

The behavior of staff in completing 
inpatient medical records can be 
influenced by various factors, one of which 
is training to improve their ability and skills 
in filling out medical records 22. The 
improvement of healthcare service quality 
needs to be continuously trained 23. 
Ongoing training should be provided to 
doctors in operating both manual and 
electronic medical records so that the 
number of incomplete medical records can 
be minimized 17. Furthermore, the transition 
from manual medical records to 
implementing the EMR system requires 
socialization and training to ensure that all 
staff, both clinical and administrative, can 
adapt to the use of EMR 24. 

Documentation of healthcare 
services performed by attending 
physicians, nurses, and other HCPs at X 
Regional General Hospital is currently 
done in a hybrid manner, both manually 
and electronically (EMR). This is because 
some medical record forms have not yet 
been transformed into EMR, such as 
informed consent forms, medical 
summaries, surgery reports, anesthesia 
reports, and surgical preparation forms, as 
these still require the signatures of the 
physician (DPJP), other HCPs, patients, or 
the patient's family. 

The research findings indicated that 
the content and structure of manual 
medical records are not efficient, as some 
items are repeated. Meanwhile, the EMR 
system has a complete structure that aligns 
with the type of form, making it easier for 
HCPs to fill out. The implementation of 
EMR reduces the use of paper-based 
medical record forms (paperless). The 
paperless system of entering patient 
medical records into the computer requires 
HCPs to input complete patient data for it 
to be saved 25. 

The arrangement and efficiency of 
forms, as well as the content items within 
manual and electronic medical record 
forms, significantly influence the behavior 
of HCPs in completing EMR 
documentation. Therefore, the design of 
forms must be made efficient, as 
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unstructured forms or disorganized content 
items can cause HCPs to overlook certain 
sections of the medical record. Well-
ordered forms facilitate the delivery of 
healthcare services and patient treatment 
13. Unsystematic forms and those lacking 
essential content components are major 
causes of incomplete medical record 
documentation. This can result in 
inadequate data collection, delays in 
documentation, inaccurate information, 
and doctors rushing to complete patient 
medical records. 

SOP serves as a reference outlining 
the stages related to work activities 26. It is 
utilized as a guideline and directive to 
complete routine work processes, 
particularly regarding the behavior of 
HCPs, ensuring that the recording process 
in medical records adheres to existing 
regulations 1. The findings of this study 
indicated that not all staff members were 
aware of the existence of an SOP for 
inpatient medical record documentation. 
This aligns with the study by Erawantini et 
al. (2022), which found that some staff 
members lack understanding and are 
unable to properly implement the SOP for 
medical record documentation because the 
SOP is only available in the medical 
records unit 8. The lack of awareness 
among some X Regional General Hospital 
staff about the availability of the SOP has 
resulted in a limited understanding of the 
procedures for completing medical 
records. This issue is attributed to 
insufficient SOP dissemination. 

The dissemination of the SOP for 
inpatient medical record documentation at 
X Regional General Hospital has been 
conducted but not regularly. Thus, some 
staff members did not receive proper 
dissemination of the regulations outlined in 
the SOP. Irregular dissemination of the 
SOP can impact the completeness of 
medical records (25). If new HCP staff 
begin working at X Regional General 
Hospital after the SOP dissemination, they 
will not receive training related to the SOP 
for inpatient medical record 
documentation. As a result, some 
physicians might fail to complete medical 
records comprehensively, particularly in 
the authentication section. 

The hospital should implement 
policies to conduct comprehensive 
dissemination of Standard Operating 
Procedures (SOPs) for completing manual 
medical records to all HCPs staff 
responsible for medical record 
documentation. The implementation of 
dissemination, monitoring, and evaluation 
of SOP application is necessary to ensure 
that HCPs staff complete medical records 
following existing standards and meet the 
established target—medical records 
should be completed within 24 hours after 
patient discharge. SOPs serve as 
guidelines and instructions for carrying out 
routine work processes, particularly in 
guiding PPA behavior to ensure that 
medical record entries comply with 
applicable regulations 1. The lack of routine 
SOP socialization can affect the 
completeness of medical records 27. 

In addition, the hospital should 
provide training to staff involved in the 
completion of both manual and electronic 
medical records, as well as ensure the 
availability of adequate computer facilities 
required by HCPs staff. Healthcare 
facilities are obligated to provide the 
necessary infrastructure to support medical 
record management. Computer technology 
and information systems are used to 
support electronic health documentation, 
aiming to improve service quality and 
ensure long-term security, as medical 
records cannot be deleted 5. The 
availability and adequacy of essential 
facilities, especially computers for 
operating the electronic medical record 
(EMR) system, significantly influence staff 
behavior in completing EMR. 
 
Reinforcing Factor 

The application of punishment at X 
Regional General Hospital has not yet 
been carried out optimally. When the HCP 
failed to complete medical records, either 
manually or electronically, they were only 
given verbal reprimands to complete the 
medical records. 

The incompleteness in filling out 
medical records constitutes a violation of 
Regulation No. 24 of 2022 issued by the 
Ministry of Health, which mandates the 
responsibility of HCPs staff to complete 
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medical records immediately after patients 
receive healthcare services 12. Regulations 
established by an institution must be 
consistently adhered to. In cases of 
violations, it is necessary to implement 
clear sanctions by management through an 
open and transparent process 5. 
Punishment is imposed on staff who 
commit errors or violations to motivate 
them to exhibit positive behavior. 
Therefore, the enforcement of strict 
sanctions is expected to minimize the 
occurrence of incomplete inpatient medical 
records 28. 

The absence of punishment for 
healthcare workers providing patient 
services can lead to incomplete medical 
record documentation 6. The lack of an 
enforced punishment system may result in 
negative behavior, as there are no 
deterrent sanctions for failing to complete 
medical records properly. Consequently, 
staff may perceive the incompleteness of 
medical records as a minor issue 29. 
Therefore, hospitals need to implement a 
punishment system to prevent negative 
behavior and minimize the occurrence of 
incomplete inpatient medical record 
documentation. 

The hospital should implement a 
policy involving the imposition of 
punishments for incomplete medical record 
documentation. This can be done by 
having the management evaluate reports 
on medical record completeness and 
impose sanctions on inpatient wards and 
PPA staff who fail to complete 
documentation following the standard 
timeframe for inpatient medical record 
(DRM) entry. The purpose of imposing 
punishments is to motivate staff who 
commit errors or violations to stop 
engaging in improper behavior and to 
encourage positive conduct. 

 
Research Limitations 

This study was conducted 
qualitatively, so the findings are only 
applicable to the hospital where the 
research was conducted and cannot be 
generalized to other hospitals or healthcare 
facilities. 
 
 

Conclusion 
The incompleteness of medical record 
documentation, both manual and 
electronic, remains an issue at X Regional 
General Hospital. This issue was caused 
by several factors, including lack of staff 
knowledge about the detailed items that 
need to be filled out and the standard time 
for completing medical records, the limited 
number of computers, limited number of 
staff who were trained, and a lack of 
awareness about the SOP for medical 
record completeness. Additionally, the 
absence of punishment for staff who fail to 
complete medical records also contributes 
to the problem. Recommendations include 
regular SOP dissemination, increasing the 
number of computers, providing staff 
training, and implementing punishment to 
improve the completeness of medical 
record documentation.  
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