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ABSTRACT 
 

Introduction: Electronic medical records are a crucial part of healthcare. Nursing staff have a 
crucial responsibility to document all nursing actions or care provided to patients. Incomplete 
medical records can impact the quality of care and patient safety.  
Objective: The purpose of this study was to determine factors associated with incomplete 
electronic medical records by nurses following the transition from manual documentation. 
Method: This type of research was conducted with a cross-sectional design through a 
quantitative method approach. The population in this study were all nurses in the inpatient 
ward at Dr. (H.C) Ir. Soekarno Regional General Hospital in 2025 with a total of 160 nurses and 
a sample of 125 people. The sampling technique used in this study was the Non-Probability 
Sampling Technique with the Quota Sampling method. Data analysis used univariate analysis 
and bivariate analysis with the chi-square test with a 95% confidence level (α = 0.05). 
Result: This study shows that there is a relationship between workload (p = 0.033, POR = 2.526), 
motivation (p = 0.003 and POR = 5.238) and attitude (p = 0.004, POR = 3.441) with incomplete 
electronic medical records by nurses after the transition to manual documentation. In the 
variables of age (p = 0.210) and length of service (p = 0.127) it was concluded that there was no 
relationship with incomplete electronic medical records by nurses after the transition to 
manual documentation. 
Conclusion: The suggestion from this study is the importance of maintaining and improving 
nurse motivation, maintaining nurse attitudes, regulating the distribution of nurse workload in 
inpatient rooms and conducting a refresher regarding the use of electronic medical records in 
the hospital environment. 
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Introduction 
Documentation is any form of written or printed record that can be used as reliable 

evidence by authorities. In nursing practice, client medical record documentation plays a 
crucial role. Nursing documentation must be accurate, comprehensive, and flexible to collect 
important data, maintain continuity of care, track client outcomes, and reflect applicable 
practice standards. Effective documentation ensures continuity of care, saves time, and 
minimizes the risk of errors (Widyanti et al., 2020). 

Indonesia has now entered a modern era rich in technology. Amidst globalization, 
developments in information technology are encouraging every sector to adapt to rapid and 
continuous change. One area significantly impacted by this technological advancement is 
hospital information systems. As institutions focused on public health services, hospitals must 
strive to improve the quality of their services to remain competitive (Yoga et al., 2021). One 
service in healthcare facilities that can be integrated with information technology is medical 
records. Most of the processes that were traditionally carried out manually have been 
converted into digital format (Jip Stefani, 2023). 

Medical records are a crucial part of healthcare services. The quality of healthcare 
services and the performance of healthcare workers are significantly influenced by technical 
support for medical records, especially in the initial stages of implementation. Manual 
medical records are considered inefficient because hospitals require large amounts of paper 
to create patient records (Johnson WG, 2021). The completeness of medical records is crucial 
because it influences the care provided by healthcare workers and impacts the quality of 
hospital care. One way to assess the quality of hospital services is by examining medical 
record management (Siwayana et al., 2020). 

Incomplete medical records can be problematic, given that medical records are often 
the only records that provide detailed information about a patient's care in the hospital. 
Incomplete medical records can hinder patients' rights to access information contained in 
their medical records. Furthermore, they complicate the disease classification and coding 
process, hinder hospital report preparation, legal documentation, and the patient insurance 
claim process. Ultimately, incomplete medical records can impact the quality of care and 
patient safety (Siwayana et al., 2020). 

Electronic medical records were first used in American hospitals in 1967 and were later 
developed in other countries, including Asian countries, particularly in Southeast Asia. Given 
the numerous benefits brought by the development of medical record technology, it has 
received a warm welcome (Aji R, 2018). Electronic medical records are called electronic 
medical records (EMD) in Indonesia, beginning with the development of e-health. In 
Indonesia, not all medical facilities use electronic medical record systems. Currently, 78 
hospitals have implemented electronic health record technology, but most remain 
underutilized (Ardiansyah, 2022). A March 2022 study by the Indonesian Hospital Association 
(PERSI) found that 50% of 3,000 hospitals in Indonesia have implemented electronic health 
records, but only 16% are likely to be successful (PERSI, 2022). 

Based on a preliminary survey conducted by researchers at Dr. (H.C.) Ir. Soekarno 
Regional General Hospital, of the 20 medical records collected, 8 (40%) were completed 
completely, while 12 (60%) were incomplete. In practice, there were deficiencies in 
assessment, nursing care, education, discharge preparation, and nursing implementation, all 
of which were incomplete in the medical records. Interviews with several nurses revealed 
that the numerous procedures required for patients resulted in a lack of time for complete 
documentation. Some nurses, however, had performed procedures but failed to document 
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them, prompting the next nurse on duty to document the results. Based on previous research 
by Sevtia Andriana (2024), entitled "Evaluation of 3S Documentation (SDKI, SIKI, SLKI) in the 
Hospital Management Information System (SIMRS) in the Class III Adult Ward of Dr. (H.C.) Ir. 
Soekarno Regional General Hospital in 2024," it was found that documentation was SIMRS-
based and had been running well in accordance with PPNI guidelines, although there were 
still obstacles in its implementation. Factors that hinder nurses in documenting nursing care 
were categorized into two parts: problems related to the system itself and limitations in 
SIMRS implementation, with the keyword being some nurses' lack of understanding of SIMRS 
documentation (Andriana, 2024). 

Given the importance of completing complete medical records, researchers wanted to 
identify factors that lead to incomplete medical record documentation. Electronic medical 
records remain a form of documentation that has not been widely researched. Based on the 
background that has been explained, the researcher is interested in conducting research on 
Factors Related to Incomplete Electronic Medical Records by Nurses After the Transition to 
Manual Documentation at Dr. (H.C) Ir. Soekarno Regional General Hospital, Bangka Belitung 
Islands Province in 2025. 
 
Objective 

The factors related to incomplete electronic medical records by nurses after the 
transition to manual documentation at Dr. (H.C.) Ir. Soekarno Regional General Hospital, 
Bangka Belitung Islands Province in 2025 were identified. 

 
Method 

This study was conducted with a cross-sectional design through a quantitative method 
approach. The population in this study were all nurses in the inpatient ward of Dr. (H.C) Ir. 
Soekarno Regional General Hospital in 2025 with a total of 160 nurses and a sample of 125 
people. The sampling technique used in this study was the Non-Probability Sampling 
Technique with the Quota Sampling method. This study was conducted on May 2, 2025 to 
June 20, 2025 in the inpatient ward of Dr. (H.C) Ir. Soekarno Regional General Hospital, Bangka 
Belitung Islands Province. In the process, the research was conducted by the researcher 
establishing a common perception with the head of the room regarding the documentation 
of EMR by nurses. The researcher explained the research process, namely by asking questions 
by sharing the questionnaire link (https://forms.gle/AyacRFYJEkWrrEsw5) to respondents 
explaining the informed consent sheet. After the respondents were ready and agreed, they 
then clicked the agree column to fill out the questionnaire. Next, the researcher gave the 
respondents time to fill out the questionnaire. After the questionnaire was filled out, the 
researcher checked the questionnaire that had been filled out by the respondents. The 
researcher was assisted by the head of the room to conduct observations in documenting 
electronic medical records by nurses, making tabulations and processing data. Data analysis 
used univariate analysis and bivariate analysis with the chi-square test at a 95% confidence 
level (α = 0.05). 
 
  



 

 

 

340 Factors Associated with Incomplete Electronic Medical Records by Nurses 

Result 
 
Table 1. The relationship between age and incomplete electronic medical records by nurses 

after the transition to manual documentation  

Age 

Electronic Medical Record 
Documentation 

p value POR (95%CI) 
Incomplete Complete Total 

n % n % n % 

Late adolescence 
– early adulthood 

25 72.5 66 72.5 91 100 
0.210 

0.541 (0.237 – 
1.233) 

Late adulthood 14 41.2 20 58.8 34 100 

 
Table 1 shows that 14 nurses (41.2%) with incomplete electronic medical record 

documentation were in late adulthood, more than nurses in late adolescence – early 
adulthood. Meanwhile, 66 nurses (72.5%) with complete electronic medical record 
documentation were in late adolescence – early adulthood. 

Based on the analysis results using the Chi-Square Test on Continuity Correction, p 
(0.210) > α (0.05) was obtained. Therefore, it was concluded that there was no relationship 
between age and incomplete electronic medical records by nurses after the transition to 
manual documentation at Dr. (H.C.) Ir. Soekarno Regional General Hospital. 

 
Table 2. The relationship between length of service and incomplete electronic medical 

records by nurses after the transition to manual documentation 

Length of Service 

Electronic Medical Record 
Documentation p value POR (95%CI) 

Incomplete Complete Total 

n % n % n % 

New 18 40.9 26 59.1 44 100 
0.127 

1.978 (0.907 – 
4.314) Long-Term 21 25.9 60 74.1 81 100 

 
Table 2 shows that nurses with incomplete electronic medical record documentation 

who were new in their service numbered 18 (40.9%), more than nurses with long-term 
service. Meanwhile, nurses with complete electronic medical record documentation were 
more likely to be long-term, with 60 (74.1%). Based on the results of the analysis using the 
Chi-Square Test on Continuity Correction, p (0.127) > α (0.05) was obtained, so it was 
concluded that there was no relationship between length of service and incomplete electronic 
medical records by nurses after the transition to manual documentation at Dr. (H.C.) Ir. 
Soekarno Regional General Hospital. 

 
Table 3. The relationship between workload and incomplete electronic medical records by 

nurses after the transition to manual documentation 

Workload 

Electronic Medical Record Documentation 

p value POR (95%CI) Incomplete Complete Total 

n % n % n % 

Severe 26  40.6 38 59.4 64 100 
0.033 

2.526 (1.146 – 
5.567) Light 13 21.3 48 78.7 61 100 
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Table 3 shows that 26 nurses (40.6%) had incomplete electronic medical record 
documentation, more than those with light workloads. Meanwhile, 48 nurses (78.7%) had 
complete electronic medical record documentation. Based on the results of the analysis using 
the Chi-Square Test on Continuity Correction, p (0.033) < α (0.05) was obtained, so it was 
concluded that there was a significant relationship between workload and incomplete 
electronic medical records by nurses after the transition to manual documentation at Dr. (H.C) 
Ir. Soekarno Regional General Hospital. Further analysis obtained a POR value of 2.526 (95%CI 
= 1.146-5.567), meaning that nurses with heavy workloads had a tendency to document 
incomplete EMR 2.526 times greater than nurses with light workloads. 

 
Table 4. The relationship between motivation and incomplete electronic medical records 

among nurses after the transition to manual documentation 

Motivation 

Electronic Medical Record Documentation 

p value POR (95%CI) Incomplete Complete Total 

n % n % n % 

Weak 11 64.7 6 35.3 17 100 
0.003 

5.238 (1.772 – 
15.484) Strong 28 25.9 80 74.1 109 100 

 
Table 4 shows that nurses with incomplete electronic medical record documentation 

who were weakly motivated numbered 11 (64.7%), more than nurses with strong motivation. 
Meanwhile, nurses with complete electronic medical record documentation were more 
strongly motivated, totaling 80 (74.1%). 

Based on the results of the analysis using the Chi-Square Test on Continuity Correction, 
p (0.003) < α (0.05) was obtained, so it was concluded that there was a significant relationship 
between motivation and incompleteness of electronic medical records by nurses after the 
transition to manual documentation at Dr. (H.C) Ir. Soekarno Regional General Hospital. 
Further analysis obtained a POR value of 5.238 (95%CI = 1.772-15.484), meaning that nurses 
with weak motivation had a tendency to document incomplete EMR 5.238 times greater than 
nurses with strong motivation. 

 
Table 5. The Relationship Between Attitudes and Incompleteness of Electronic Medical 

Records by Nurses After the Transition to Manual Documentation 

Attitude 

Electronic Medical Record Documentation p value POR (95%CI) 

Incomplete Complete Total 

n % n % n % 

Negative 27 44.3 34 55.7 61 100 
0.004 

3.441 (1.537 
– 7.703) Positive 12 18.8 52 81.3 64 100 

 
Table 5 shows that 27 nurses (44.3%) with incomplete electronic medical record 

documentation had a negative attitude, outnumbering those with positive attitudes. 
Meanwhile, 52 nurses (81.3%) had a positive attitude. Based on the results of the analysis 
using the Chi-Square Test on Continuity Correction, p (0.004) < α (0.05) was obtained, so it 
was concluded that there was a significant relationship between attitudes and 
incompleteness of electronic medical records by nurses after the transition to manual 
documentation at Dr. (H.C) Ir. Soekarno Regional General Hospital. Further analysis obtained 
a POR value of 3.441 (95%CI = 1.537-7.703) meaning that nurses with negative attitudes had 
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a tendency to document incomplete EMR 3.441 times greater than nurses with positive 
attitudes. 
 
Discussion 

Nurses of all ages who actively learn and follow these developments tend to produce 
more complete documentation. Older age doesn't mean they're behind on information, just 
as younger age doesn't guarantee they're always up-to-date. Furthermore, the completeness 
of documentation is greatly influenced by the design of the documentation system itself, 
whether it's a manual form or a feature in the EMR. An intuitive, structured system with clear 
templates will make it easier for nurses of all ages to document completely. Nurses, regardless 
of age, who are overworked often have limited time to document in detail, resulting in 
incomplete documentation. 

Furthermore, effective supervision and constructive feedback from superiors or 
colleagues can help nurses improve the completeness of their documentation. A workplace 
culture that emphasizes the importance of accurate and complete documentation and 
provides support encourages all nurses to perform well in this aspect. Therefore, it's not age 
itself that matters. Nurses of all ages need appropriate support and development to 
document to the highest standards. 

Based on the results of related research, researchers conclude that there is no 
significant relationship between length of service and the variable of length of service, which 
is more influenced by knowledge, skills, motivation, documentation systems, compliance with 
applicable procedures, and the work environment. Therefore, whether length of service is 
new or long, or sufficient experience does not guarantee that healthcare workers will 
complete medical records completely. In the era of EMR, nurses' ability to operate the system 
is key. Length of service does not guarantee proficiency in adapting to technology. 
Implemented recording systems that are not user-friendly, lack of infrastructure, or frequent 
technical issues will be barriers for all nurses. 

The work environment, such as a heavy workload, is another cause of incomplete 
documentation. This affects all nurses, both recent graduates and those with decades of 
experience. When nurses are overloaded and time-constrained, they will struggle to complete 
documentation. Time pressure and fatigue can lead to missed details. Electronic 
documentation can be efficient, but it still requires sufficient time allocation. Effective 
supervision and constructive feedback from superiors or colleagues, such as praise or 
rewards, can help all nurses improve the completeness of their documentation. 

Researchers argue that an imbalance in workload can negatively impact the 
performance and quality of nursing services, including nurse documentation. As a result, 
nursing services become less effective. Therefore, nurses are expected to manage their work 
time so that work can be completed. 

With the RME system, nurses spend too much time in front of computers inputting data, 
reducing the time spent interacting directly with patients. Nurses who experience burnout 
due to high work stress tend to lose motivation in all aspects of their work, including 
documentation. 

Support from management and coworkers is crucial for motivation. Without consistent 
supervision or constructive feedback on documentation quality, nurses feel unappreciated, 
leading to decreased motivation. Good documentation is rarely rewarded or recognized. 
Nurses feel their hard work in documenting goes unappreciated, especially if there are no 
incentives (e.g., bonuses, promotions). 
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Therefore, it is crucial for nurses to recognize, understand, and maintain their 
motivation to document and the results they achieve. In this study, motivation was the 
primary factor strongly related to the completeness of RME documentation because high 
motivation can encourage nurses to actively and voluntarily document, regardless of other 
factors. Nurse motivation can also determine nurse performance in terms of documentation 
implementation. 

Nurses attitudes are the foundation that shapes their behavior in electronic 
documentation. A positive attitude will encourage nurses to adapt, learn, and utilize EMR 
optimally, resulting in more comprehensive and high-quality documentation. Conversely, a 
negative attitude can be a significant obstacle, even if the system is highly sophisticated. 
Negative attitudes can arise from a lack of full understanding or appreciation of the crucial 
role of documentation. If nurses perceive documentation as a vital communication tool, legal 
evidence, and the basis for ongoing care, they will feel the need to perform it diligently. 
Therefore, nurses are expected to view documentation as an integral and essential part of 
quality care. Efforts to improve the quality of electronic documentation should include 
interventions aimed at developing and maintaining positive nurse attitudes toward EMR, 
through training, support, and effective communication to enhance patient safety and care 
efficiency. 

 
Conclusion 

The study conducted at Dr. (H.C.) Ir. Soekarno Regional General Hospital, Bangka 
Belitung Islands Province, in 2025 revealed that factors associated with incomplete electronic 
medical records by nurses after the transition to manual documentation were workload, 
motivation, and nurse attitudes. Meanwhile, age and length of service were found to be 
unrelated to the completeness of medical record documentation. Among all the variables 
examined, motivation emerged as the most dominant factor influencing incomplete 
documentation, highlighting the importance of enhancing nurses’ work motivation to 
improve the quality of medical record documentation in the hospital. 

 
Conflict of Interest 

No declare. 
 

Acknowledgement 
Researcher would like to thanks to my parents, supervisor, friends, and all parties 

involved in compiling this research 
 

References 
1. Adiputra, I Made Sudarma, dkk. (2021). Metodologi penelitian kesehatan Medan: Yayasan 

Kita Menulis. 
2. Akhu-Zaheya, L., Al-Maaitah, R., & Bany Hani, S. (2021). Quality of Nursing 

Documentation: Paper-Based Health Records Versus Electronic-Based Health Records. 
Journal Of Clinical Nursing, 27(3–4). https://doi.org/10.1111/Jocn.14097 

3. Amalia, Hema Malini, S. Y. (2022). Kepuasan Perawat Terhadap Kualitas 
Pendokumentasian Asuhan Keperawatan Berbasis Komputer. Jurnal Keperawatan 
Indonesia, https://doi.org/10.7454/jki.v21i3.680 



 

 

 

344 Factors Associated with Incomplete Electronic Medical Records by Nurses 

4. Amalia, & Herawati, (2018). Faktor-Faktor Kelengkapan Pendokumentasian Asuhan 
Keperawatan Di Instalasi Rawat Inap Rsud Lubuk Sikaping. Prosiding Seminar Kesehatan 
Perintis E, 1(1), 2622–2256. 

5. Andriana, S., & Anggraini, R. B. (2024). Evaluasi Pendokumentasian 3S (SDKI, SIKI, SLKI) 
Dalam Sistem Informasi Manajemen Rumah Sakit Di Ruang Rawat Dewasa Kelas III RSUD 
Dr (Hc) Ir. Soekarno Provinsi Kepulauan Bangka Belitung Tahun 2024. Jurnal Kesehatan 
Tambusai, 5(3), 9785-9798. 

6. Anila, A., Kusumajaya, H., & Maryana, M. (2023). Faktor-faktor yang Berhubungan dengan 
Ketidaklengkapan Dokumentasi Asuhan Keperawatan di Ruang Rawat Inap. Jurnal 
Penelitian Perawat Profesional, 5(2), 627–636. https://doi.org/10.37287/jppp.v5i2.1531 

7. Ardiansyah, (2022). Penggunaan Rekam Medik Elektronik dalam Keperawatan, Kemenkes 
https://yankes.kemkes.go.id/view_artikel/507/penggunaan-rekam-medik-elektronik-
dalam-keperawatanDirektorat Jenderal Pelayanan Kesehatan. Published online 2022 Jul 
26. Diakses pada 13 Januari 2025P. 

8. Arizal, Ichsan Budiharto, A. N. (2019). Analisis Rencana Penerapan Sistem Informasi Dalam 
Pendokumentasian Asuhan Keperawatan Di Rumah Sakit Universitas Tanjungpura. Jurnal 
Ilmu-Ilmu Kesehatan. 

9. Basri, Burhanuddin dkk (2020). konsep dokumentasi keperawatan. Bandung:Media Sains 
Indonesia 

10. Baumann, L. A., Baker, J., & Elshaug, A. G. (2021). The impact of electronic health record 
systems on clinical documentation times: A systematic review. Health Policy, 122(8), 827–
836. https://doi.org/10.1016/j.healthpol.2018.05.014 

11. Gunawan, G. (2019). Faktor-Faktor Yang Memengaruhi Penerimaan Perawat 
Melaksanakan Pendokumentasian Asuhan Keperawatan Berbasis Komputer. Jurnal 
Pendidikan - Teori, Penelitian, Dan Pengembangan, 1(10), 19261934. 
https://doi.org/10.17977/jp.v1i10.6967 

12. Hastuti, W. (2024). Hubungan Motivasi Dengan Pendokumentasian Re-Assessment Risiko 
Jatuh. Jurnal Ilmu Kesehatan (JIKA), 3(1). 

13. Hariyati, R. T. S., Malawat, K. Y., Purwandari, R., & Afifah, E. (2019). Improvement Legal 
Aspects and Completeness of Documentation using Electronic Nursing Record: A Report 
Study. International Journal of Nursing and Health Services (IJNHS), 1(2), 32–39. 
https://doi.org/10.35654/ijnhs.v1i2.46 

14. Herlina, E. (2023). Dampak Penggunaan Rekam Medis Elektronik Terhadap Beban Kerja 
Perawat Di Rumah Sakit Prikasih. Journal Of Management Nursing, 2(4), 253–260. 

15. Hidayat. (2018) Metodelogi Penelitian Keperawatan dan Kesehatan. Jakarta: Salemba 
Medika. 

16. Hidayat, A. A. (2021). Dokumentasi Keperawatan; Aplikasi Praktik Klinik. Health Books 
Publishing. 

17. Iin Ariestin. (2022). Analisis Faktor-Faktor Yang Mempengaruhi Sikap Dan Niat 
Penggunaan Rekam Medis Elektronik Di Rs Pku Muhammadiyah Surakarta. 

18. Jhonson W.G, (2021). Effect of Electronic Medical Records on Nurses’ Job. Vol 4, No. 3 
The_Effect_of_Electronic_Medical_Records_on_Nurses.pdf Published: June 9, 2021 
Diakses pada 12 Februari 2015.  

19. Jip, P. S. (2024). Faktor–Faktor yang Berhubungan dengan Tingkat Kesiapan Petugas 
Kesehatan Terhadap Implementasi Rekam Medis Elektronik di RSKD Ibu dan Anak Pertiwi 
Kota Makassar Tahun 2023= Factors Associated with the Level of Readiness of Health 
Workers Regarding the Implementation of Electronic Medical Records at RSKD Pertiwi 



 

 

 

345 Factors Associated with Incomplete Electronic Medical Records by Nurses 

Makassar for Mothers and Children in 2023 (Doctoral dissertation, Universitas 
Hasanuddin). 

20. Kemenkes (2022) Peraturan Menteri Kesehatan Republik Indonesia Nomor 24 Tahun 2022 
Tentang Rekam Medis. Indonesia. 

21. Kirana, S. R. D., & Sari, I. (2024). Pengaruh Metode Technology Acceptance Model (TAM) 
Terhadap Pengguna Rekam Medis Elektronik Di Rumah Sakit X. Prepotif: Jurnal Kesehatan 
Masyarakat, 8(3), 5919-5925. 

22. Wirajaya, M. K., & Nuraini, N. (2019). Faktor faktor yang mempengaruhi ketidaklengkapan 
rekam medis pasien pada rumah sakit di Indonesia. Jurnal Manajemen Informasi 
Kesehatan Indonesia, 7(2), 165-165. 

23. Yoga, V., Jaka, B., & Yanti, M. (2021). Analisis Kesiapan Penerapan Rekam Medis Elektronik 
(Rme)Di Rsup Dr. M. Djamil Padang. B-Dent: Jurnal Kedokteran Gigi Universitas 
Baiturrahmah, 8(1), 71–82. https://doi.org/10.33854/jbd.v8i1.598 

 


