










Vol 2(2),17-19
© 2025 The Author(s)
http://dx.doi.org/10.54639/….

Article Information
Submitted: 18-05-2025;
Revised: dd-mm-yyyy;
Accepted: dd-mm-yyyy;
Published: dd-mm-yyyy;

Corresponding Author:
Author’s Name,
Department, Faculty, Institution
Email: vhy@ukim.ac.id

Citation Information (APA Style)
Tasijawa, FA. (2025). Karya Kesehatan Siwalima Article Template. Karya Kesehatan Siwalima, 2(2), 17-19. http://dx.doi.org/10.54639/….

[image: Creative Commons License]
This work is licensed under a Creative Commons Attribution-ShareAlike 4.0 International License.

E-ISSN: 2828-8181
P-ISSN: 2828-8408 

Publisher
Lembaga Penerbitan Fakultas Kesehatan, Universitas Kristen Indonesia Maluku
https://ojs.ukim.ac.id/index.php/KKS/index  

Gambaran Kelengkapan Berkas Rekam Medis Elektronik Pasien Fraktur

Arjuna Ginting1,  Jev Boris2, Angelia Pasaribu3
1 2 3  STIKes Santa Elisabeth Medan


Abstract 
Running title (consist of 3-5 words) 		First Author’s last name et al.
KARYA KESEHATAN SIWALIMA 				     Original Article
[image: ] Open Access Full Text Article				       
Medical records are detailed documents providing information throughout a patient’s hospitalization. A medical record is considered of high quality if it is accurate, complete, valid, and timely. This study aims to identify the completeness of electronic medical records for fracture patients at Santa Elisabeth Hospital Medan. Samples were selected using simple random sampling and Slovin's formula. Data analysis included patient identity sheets, anamnesis, informed consent, and medical resumes. The study of medical record completeness from January to December 2024 showed 100% completeness for patient identity, 90.8% for anamnesis, and 98.7% for medical resumes. However, informed consent showed a low completeness rate of only 19.7%, especially in sections requiring patient/family and administrative signatures. Improvements, particularly in filling out informed consent forms, are needed to meet the standard of optimal medical record completeness.
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Introduction
Hospitals and all healthcare service facilities are obligated to continuously improve service quality by utilizing technological advancements, in hopes of remaining competitive. Many hospitals across various countries, including Indonesia, have started implementing Electronic Medical Records (EMR) systems as a complement to conventional paper-based records. In Indonesia, the development of EMR is regulated and shows promising prospects for full implementation (Suriawan et al., 2025).
  The Ministry of Health Regulation No. 24 of 2022 defines EMR as a medical record created electronically using computer systems and intended for the organization of healthcare documentation. It includes patient identity, examination results, treatments, medical actions, and other services provided. A medical record is considered of high quality when it is accurate, complete, valid, and timely.
Completeness of medical record documentation is crucial. Beyond supporting administrative orderliness, it ensures continuity of care for patients. Any missing information can hinder healthcare providers in delivering appropriate services, complicate medical evaluations, and reduce the legal reliability of the record if required as evidence in court. Incomplete documentation undermines the integrity of the medical record, which is the only detailed source of what transpired during a patient’s hospital stay (Erawantini, 2022).
  Inadequate medical documentation can impact hospital planning and decision-making, especially in service evaluation. It also hinders communication between healthcare providers and has legal implications, as the medical record is a legally recognized document (Putri, 2020). A review of medical records found the highest completeness in patient names and gender (98%) and the lowest in date and place of birth (94.2%). Informed consent had a high completion rate (99%), while anesthetic and sedation notes were less complete (88.4%), with an overall important report completeness of 81%. These findings align with studies examining inpatient fracture cases (Sudiari, 2022).
  Another study in Tangerang Regional Hospital found that 42.6% of medical resumes were incomplete, affecting the accuracy of diagnosis coding for fractures and injuries (Risqa, 2024). The highest completeness in authentication was doctor and nurse signatures (42%), while the lowest was doctor names and professional titles (31%). Furthermore, documentation issues such as the misuse of abbreviations and poor error correction were evident (Ritonga, n.d.).
  A study on osteoporosis patients revealed missing data in EMR related to age, gender, and treatment rationale, highlighting EMR’s limitations as a research source (Endang, 2023). Similarly, a study at Bhayangkara Hospital identified low completeness in several authentication components, with doctor signatures being most complete (42%) and professional titles least complete (31%) (Giyatno & Rizkika, 2020).
  In Malang’s Panti Waluya Hospital, operation reports were categorized into complete (14 records), fairly complete (50), and incomplete (18). Accurate coding of fracture cases was found in only 17 records. Another review showed overall data completeness for patient recruitment at only 35%, with better completeness in demographics than comorbidities or medications (Köpcke, 2023).
  Based on these findings, this study aims to examine the completeness of electronic medical records for patients with fractures at Santa Elisabeth Hospital Medan. Community involvement is integral, as the study supports healthcare staff in improving documentation quality through collaboration, training, and evaluation—ultimately enhancing patient safety and service delivery.
Method
This study utilized a descriptive retrospective design, which is defined as a research method aimed at objectively describing a condition by reviewing past events or records (Suparyanto & Rosad, 2020). The strategy was designed to obtain valid data in accordance with the characteristics of the research variables and objectives (Siswanto, 2017).
Population and Sampling
  The population included all electronic medical records of fracture patients treated at Santa Elisabeth Hospital Medan, totaling 333 records. The sample was selected using simple random sampling, and the sample size was determined using the Slovin formula with a 10% margin of error, resulting in 76 samples.
Data Collection Technique
  Data were collected using a checklist form developed based on national standards for medical record completeness. The checklist assessed the presence of the following components: patient identification (15 items), anamnesis (12 items), informed consent (4 items), and medical resume (4 items). Each item was scored 1 (complete) or 0 (incomplete), and the records were categorized as complete or incomplete based on total scores.
Validity and Reliability
  The instrument was reviewed and validated by medical record professionals to ensure content validity. Since the study used secondary data, quantitative tests for validity and reliability were not conducted.
Research Location and Period
  The study took place at the Medical Record Unit of Santa Elisabeth Hospital Medan, located on Jl. H. Misbah No. 7, Medan. Data collection was carried out between March and April 2025.
Data Analysis
  The collected data were analyzed using univariate descriptive statistics to determine the percentage of completeness for each component of the medical record. The results are presented in frequency and percentage tables.
Ethical Considerations
  This study was approved by the Research Ethics Committee of the Santa Elisabeth School of Health Sciences Medan, with formal permission obtained from the hospital. Principles of beneficence and confidentiality were upheld by ensuring no patient identifiers were disclosed, and all data were used strictly for academic purposes.
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	Komponen Berkas
	Kategori
	Frekuensi (f)
	Persentase (%)

	Identitas Pasien
	Lengkap
Tidak Lengkap
	76
0
	100%
0%

	Anamnesis
	Lengkap
Tidak Lengkap
	69
7
	90,79%
9.21%

	Informent Consent
	Lengkap
Tidak Lengkap
	15
61
	19,74%
80,26%

	Resume Medis
	Lengkap
Tidak Lengkap
	75
1
	98,68%
1,32%



Results


Discussion
This study aimed to assess the completeness of electronic medical records (EMRs) for fracture patients at Santa Elisabeth Hospital, Medan. The results revealed varying levels of completeness across different documentation components: identity, anamnesis, informed consent, and medical resumes.



Conclusion
This study concludes that the completeness of electronic medical records (EMRs) for fracture patients at Santa Elisabeth Hospital Medan is generally high in the components of patient identity (100%), anamnesis (90.8%), and medical resume (98.7%). However, a significant deficiency was found in the informed consent component, with only 19.7% completeness.
The methods used in this study, including retrospective descriptive design and document analysis using checklists, were suitable for identifying documentation gaps and addressing the hospital’s need for EMR quality evaluation. The focus on key components—identity, anamnesis, consent, and resume—enabled a precise understanding of where improvements are needed.
This research has empowered hospital stakeholders by providing data-driven insight into EMR documentation quality. It also highlights the impact of workflow and awareness on documentation completeness, especially regarding informed consent.
As a suggestion for future initiatives, there is a need for targeted interventions to improve documentation compliance—such as staff training, clearer protocols, and patient education regarding informed consent. These efforts can enhance service quality and legal accountability, and may also serve as a model for other healthcare institutions facing similar challenges in EMR implementation.
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