LITERATURE REVIEW
KELENGKAPAN DOKUMENTASI ASUHAN 
KEPERAWATAN PASIEN RAWAT INAP DI 
RUMAH SAKIT DAN FAKTOR YANG
MEMPENGARUHI DOKUMENTASI
[image: image39.png]



Oleh :
I PUTU SUARTAMA PUTRA
NIM. 16.321.2542
PROGRAM STUDI KEPERAWATAN PROGRAM SARJANA
SEKOLAH TINGGI ILMU KESEHATAN WIRA MEDIKA BALI

DENPASAR

2020

LITERATURE REVIEW
KELENGKAPAN DOKUMENTASI ASUHAN

KEPERAWATAN PASIEN RAWAT INAP DI
RUMAH SAKIT DAN FAKTOR YANG
MEMPENGARUHI DOKUMENTASI
Ditujukan kepada Sekolah Tinggi Ilmu Kesehatan Wira Medika Bali untuk memenuhi 

salah satu persyaratan menyelesaikan Program Sarjana Keperawatan
[image: image40.jpg]



Oleh :
I PUTU SUARTAMA PUTRA
NIM. 16.321.2542
PROGRAM STUDI KEPERAWATAN PROGRAM SARJANA
SEKOLAH TINGGI ILMU KESEHATAN WIRA MEDIKA BALI

DENPASAR

2020

LEMBAR PERSETUJUAN

LITERATURE REVIEW
	Nama
	:
	I Putu Suartama Putra

	Nim
	:
	16.321.2542

	Judul
	:
	Kelengkapan Dokumentasi Asuhan Keperawatan Pasien Rawat Inap Di Rumah Sakit Dan Faktor Yang Mempengaruhi Dokumentasi

	Program Studi      
	:
	Keperawatan Program Sarjana Sekolah Tinggi Ilmu Kesehatan Wira Medika Bali


Telah diperiksa dan disetujui untuk mengikuti ujian literature review.








  Denpasar,  4 Juni 2020

[image: image41.jpg]LEMBAR PERSETUJUAN

. LITERATURE REVIEW

Nama : 1Putu Suartama Putra

Nim : 16.321.2542

Judul : Kelengkapan Dokumentasi Asuhan Keperawatan Pasien
Rawat Inap Di Rumah Sakit Dan Faktor Yang Mempengaruhi
Dokumentasi

Program Studi : Keperawatan Program Sarjana Sekolah Tinggi Ilmu
Kesehatan Wira Medika Bali

Telah diperiksa dan disetujui untuk mengikuti ujian /iterature review.

Denpasar, 4 Juni 2020

Pembimbing I Pembimbing II

L

Made Nursari, SKM..M
NIK. 2.04.07

Ns. Ni Kadek Muliawati,S.Kep..M.Kes
NIK. 2.04.11.426

il




[image: image42.jpg]LEMBAR PENGESAHAN

LITERATURE REVIEW
Nama : I'Putu Suartama Putra
Nim 1 16.321.2542
Judul . Kelengkapan Dokumentasi Proses Keperawatan Pesien
Rawat Inap Di Rumah Sakit Dan Faktor Yang
Mempengaruhi Dokumentasi

Program Studi : Keperawatan Program Sarjana STIKes Wira Medika Bali

Telah dipertahankan di depan dewan penguji sebagai persyaratan untuk
memperoleh gelar sarjana dalam bidang Keperawatan pada tanggal 22 Juni 2020

Nama Tanda Tangan

Penguji I (Ketua) : Ns. Theresia Anita Pramesti, M.Kep. m

Penguji I (Anggota) : Made Nursari, SKM., MARS. T

Penguji Il (Anggota) : Ns. Ni Kadek Muliawati, S Kep., MKes.  Cworeo.......

Denpasar, 29 Juni 2020

engetahui
PR awatan Program Sarjana

v%
*.r—
A

.2.04.13.695 NIK. 2. 04 10 403

il



[image: image43.png]



LEMBAR PENGESAHAN

LITERATURE REVIEW 

	Nama
	:
	I Putu Suartama Putra

	Nim
	:
	16.321.2542

	Judul
	:
	Kelengkapan Dokumentasi Proses Keperawatan Pesien Rawat Inap Di Rumah Sakit Dan Faktor Yang Mempengaruhi Dokumentasi

	Program Studi
	:
	Keperawatan Program Sarjana STIKes Wira Medika Bali


Telah dipertahankan di depan dewan penguji sebagai persyaratan untuk memperoleh gelar sarjana dalam bidang Keperawatan pada tanggal 22 Juni 2020 
	[image: image44.png]WILEY



Nama
	Tanda Tangan

	
	

	Penguji I (Ketua)
	:
	Ns. Theresia Anita Pramesti, M.Kep.

	………………

	Penguji II (Anggota)
	:
	Made Nursari, SKM., MARS.

	………………

	Penguji III (Anggota)
	:
	Ns. Ni Kadek Muliawati, S.Kep., M.Kes.
	………………


[image: image45.png]Volume 4, Nomor 2, Agustus 2019 Aris Citra Wisuda®, Dwi Octhaviana Putri’

KINERJA PERAWAT PELAKSANA DALAM PENDOKUMENTASIAN ASUHAN
KEPERAWATAN DI INSTALASI RAWAT INAP

Aris Citra Wisudal, Dwi Octhaviana Putri’

Program Studi IImu Keperawatan, STIK Bina Husada Palembang'
arisoesman@ymail.com’
dwiocthavianaputri@gmail.com2

ABSTRAK

Latar belakang: Pendokumentasian asuhan keperawatan yang telah dibuat masih didapatkan belum
sesuainya dengan standar asuhan keperawatan. Padahal pendokumentasian asuhan keperawatan sesuai
standar merupakan salah satu bagian kinerja perawat. Tujuan: Penelitian ini bertujuan untuk
diketahuinya gambaran kinerja perawat pelaksana dalam pendokumentasian asuhan keperawatan.
Metode: Metode dalam penelitian ini menggunakan desain deskriptif. Penelitin ini dilaksanakan pada
tanggal 24 Juni sampai dengan 6 Juli tahun 2019. Penelitian ini dilaksanakan di rumah sakit
Bhayangkara Palembang. Pengambilan sempel menggunakan fotal sampling dengan jumlah responden
40 perawat. Analisa data yang digunakan adalah analisa univariat. Hasil: Hasil dari penelitian ini
diketahui distribusi frekuensi kinerja perawat bahwa lebih dari setengah memiliki asuhan keperawatan
yang kurang baik yaitu sebanyak 75,0%. Saran: bagi perawat diharapkan agar dapat meningkatkan
kelengkapan dokumentasi asuhan keperawatan terutama dalam penyusunan rencana keperawatan yang
berdasarkan tujuan dan kriteria hasil.

Kata kunci : Pendokumentasian Asuhan Keperawatan, Kinerja Perawat

ABSTRACT

Background: The documentation of nursing care that has been made is still found to be incompatible
with the standards of nursing care. Whereas documenting nursing care according to standards is one
part of nurse performance. Objective: This study aims: to determine the performance description of
implementing nurses in documenting nursing care. Method: the method in this research uses
descriptive design. This research was conducted on June 24 until July 6 in 2019. Sampling was used
using total sampling with a total of 40 nurses. Results: The results of this study note the frequency
distribution of nurse performance that more than half had poor nursing care, which was 75.0%.
Suggestion: nurses are expected to be able to improve the completeness of nursing care
documentation especially in the preparation of nursing plans based on the objectives and expected
outcomes.

Keywords: Documentation of Nursing Care, Nurse Performance
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terjadinya kesalahan dalam  pemberian
asuhan  keperawatan, semakin  kurang
bukti tanggung jawaban dan tanggung
gugat perawat. Sebagai upaya untuk
menghindari hal ini, maka peran seorang
manajer keperawatan dalim pengelolaan
dokumentasi proses keperawatan  sangat
penting,  terutama  terkait  dengan
ketidakpatuhan perawat.

Berdasarkan studi pendahuluan yang
dilakukan oleh peneliti dengan cara
membagikan kuesioner pada tanggal 9-10
April 2019 ruang rawat inap kelas satu,
dua, dan tiga di Rumah Sakit Bhayangkara
Palembang bahwa lima perawat (62,5%)
dari delapan  perawat  menyatakan
penulisan asuhan  keperawatan masih
belum lengkap, yaitu proses keperawatan
masih dilakukan dari pengkajian, diagnosa
dan langsung  dilanjutkan  penulisan
implementasi,  (37.5%)  perawat
mengatakan  kelengkapan  penulisan
asuhan  keperawatan  sudah  dilakukan
dengan lengkap, mulai dari pengkajian,
diagnosa, intervensi, implementasi dan

sampai evaluasi.

Melalui observasi pada tanggal 11
April 2019 peneliti mengamati kinerja
keperawatan yang dilakukan di Rumah
Sakit Bhayangkara Palembang bahwa
tellh  menerapkan  kelengkapan
pendokumentasian asuhan ~ keperawatan

namun masih ada perawat yang tidak
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menerapkan upaya untuk  kelengkapan
pendokumentasian asuhan keperawatan.
Berdasarkan latar belakang di atas,
peneliti tertarik untuk melakukan peneliti
tentang  “Kinerja  Perawat  dalam
Pendokumentasian Asuhan Keperawatan

di Instalasi Rawat Inap.”

METODE PENELITIAN

Desain penelitian yang digunakan
dalam  penelitian  adalah  deskriptif.
Populasi yang digunakan dalam penelitian
ini adalah seluruh perawat rawat inap
yang berjumlah 40 orang perawat. Teknik
sampling  yang  digunakan  dalam
penelitian ini yaitu fofal sampling yaitu
teknik  pengambilan  sampel  dimana

jumlah

mpel

na dengan populasi
Instrumen  penelitian ini - menggunakan
kuesioner yang terdiri dari beberapa
pertanyaan dalam bentuk objekiif tentang
kelengkapan  pendokumentasian ~ asuhan
keperawatan dan kinerja perwat sebagai
alat ukur melalui metode checklist.
Penclitian ini  dilakukan  pada
tanggal 24 Juni sampai dengan 6 Juli
tahun 2019. Sedangkan tempat penclitian
dilaksanakan di salah satu rumah sakit
pemerintah di kota Palembang. Ruangan
yang digunakan adalah instalasi rawat
inap. Alat pengumpulan data  dalam
penelitian ini menggunakan  kuesioner
yang  meliputi  pertanyaan  tentang

Karekteristik ~ dan  kinerja  perawat
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Kineria  perawat  adalah  bentuk

pelayanan  profesional yang  merupakan

bagian integral dari pelayanan keschatan.

Merawat orang sakit sudah ada sekajak

zaman purba yang didasari oleh insting dan

pengalaman.  Dalam  sistem  asuhan

keperawatan, kinerja dapat diartikan melalui
kepatuhan perawat sesuai standar. Untuk
penilaian ini  digunakan metode  dan
n yang
Tahun 2005

instrument  peila bakuolch

Departemen  Keschatan RI
(Triwibowo, 2013).
Kinerja perawat pelaksana ~ dalam
pelaksanaan asuhan keperawatan merupakan
upaya

keperawatan yang diberikan dalam bentuk

meningkatan  mutu  pelayanan

kinerja  perawat  dan harus  didasari

kemampuan yang tinggi sel

ngga kinerja
tugas
pelayanan keperawatan. Kinerja merupakan

mendukung  pelaksanaan dalam
suatu hasil kerja sescorang yang dilakukan
sesuai dengan tugas dalam suatu organisasi
2015).

Efendi (2015) kinerja perawat yang baik

(Nursalam, Sedangkan  menurut

merupakan  jembatan  dalam  menjawab
jaminan kualitas pelayanan keschatan yang
diberikan terhadap pasien baik yang sakit
maupun  sehat. Kunci utama  dalam
peningkatan kualitas pelayanan keschatan
adalah perawat yang mempunyai kinerja
tinggi. Perilaku ketja (performance) yang
dihasilkan perawat tidak lepas dari fakior

yang mempengaruhinya.
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Penclitian yang sama oleh Widodo
(2016) menyatakan bahwa  sebagian besar
kinerja

perawat kurang  baik  dalam

pendokumentasian  proses  keperawatan
schesar 67.8%. Akan tetapi hasil penelitian
(2017

menunjukkan bahwa kinerja perawat berada

yang berbeda oleh  Sutrisno
di katagori baik sebesar 76,1% (54 orang).
Berdasarkan hasil penelitian, teori dan

peneli
bahwa kinerja  perawat

penclitian terkait  yang ada
mengasumsikan
mendukuemtasikan  asuhan  keperawatan
masih rendah hal ini karena terlalu tingginya
beban kerja perawat akan mempengaruhi
performa scorang  perawat  dalam
mendokumentasikan asuhan  keperawatan.
Beban kerja yang berlebih akan membuat
perawat tidak fokus melakukan pengisian
format  asuhan  keperawatan  apalagi
ditambah format asuhan keperawatan yang

panjang.

KESIMPULAN DAN SARAN

Kesimpulan
a. Distribusi  frekuensi  karakteristik
perawat diketahui bahwa lebih dari

setengah perawat memiliki usia masa
dewasa awal sebanyak 63,0 %, scbagian
besar  perawat  berjenis  kelamin
perempuan dan memiliki masa kerja > 3
tahun yaitu sebanyak 80,0 % serta lebih
dari setengah perawat berpendidikan D3

schanyak 57,5 %
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pelaksana  dalam  pendokumentasian
asuhan keperawatan berbentuk lembar cek
list dengan metode observasi.  Analisa
yang dilakukan dengan melihat distribusi
frekuensi dan persentase Pada penelitian
ini analisa univariat dilakukan untuk
mendapatkan distribusi frekuensi variabel

tiap-tiap variabel.

Aris Citra Wisuda’, Dwi Octhaviana Putri’

HASIL PENELITIAN
Analisa Univariat
Karakteristik Perawat

Hasil  penelitian  menunjukkan

distribusi frekuensi responden menurut
usia perawatsetelah dikategorikan terlihat

dalam tabel berikut ini.

Tabel 1.
Distribusi Frekuensi Responden Berdasarkan Usia, Jenis Kelamin,
Lama Kerja dan Pendidikan Perawat

No Karakteristik Perawat Tumlah Persentase (%)
A Usia
. Masa Remaja Akhir 7 175
2. Masa Dewasa Awal 26 65.0
3. Masa Dewasa Akhir 7 175
4. Masa Lansia Awal 0 0
Total 40 100
B. Jenis Kelamin
I Laki-laki B 200
2. Perempuan £ 80.0
Total 40 100
C. Lama Kerja
I <3whun B 200
2. =3tahun 32 80.0
Total 0 100
D. Pendidikan
I SIMNers 16 400
2 D3 2 575
3. SPK 1 25
Total 40 100

Berdasarkan tabel | di atas tentang

distribusi  frekuensi  karakteristik perawat

Jurnal ‘Aisyiyah Medika

diketahui bahwa lebih dari setengah perawat

memiliki usia masa dewasa awal sebanyak
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LITERATUR REVIEW : KELENGKAPAN DOKUMENTASI ASUHAN KEPERAWATAN PASIEN RAWAT INAP DI RUMAH SAKIT 

DAN FAKTOR YANG MEMPENGARUHI DOKUMENTASI
(Literature Review : Completeness Of Nursing Care Documentation Of Inpatiens In The Hospital And Factors Affecting Of Documentation)
I Putu Suartama Putra1, Made Nursari2, Ni Kadek Muliawati3
Program Studi Keperawatan Program Sarjana 

STIKes Wira Medika Bali

email : putrasuartama16@gmail.com
Abstract : The problem in Indonesia that there were still nurses who did not document the nursing process completed. These incompleteness can had an impact on the value of law, communication, education and research. The purpose of this review literature to describe the completeness of the implementation of nursing care documentation at the hospital along with the factors that influence its implementation. Database search used were Google Scholar, Elsevier, Sciene Direct and Proquest. The keywords used were completeness, documentation, and nursing care with publiction date 2015-2020 used Boolean AND total of 48 articles were obtained and only 10 articles were used based on goal analysis, topic suitability, research methods, sample size, and results of each article. The results of this review literature found that there was still many nursing staff did incomplete documentation of nursing care with an average of 45% of incomplete documentation. Factors caused incompleteness can were caused by motivation, years of service, workload and lack of attention from the hospital. The incompleteness of documentation can were influenced by many factors but improvement efforts can made such as training rounds of nursing and pre-post conferences that was effective in improving the quality of nursing care documentation. There needs to be increased cooperation from all parties starting from the hospital to the entire nursing workforce so that the completeness of documentation can be improved
Keywords: completeness, documentation, nursing care
Abstrak : Permasalahan yang terjadi di Indonesia adalah masih terdapat perawat yang tidak melakukan pendokumentasian proses keperawatan dengan lengkap. Ketidaklengkapan tersebut dapat berdampak pada nilai hukum, komunikasi, pendidikan maupun penelitian. Tujuan dari literature review ini adalah untuk mendeskripsikan kelengkapan pelaksanaan dokumentasi asuhan keperawatan di rumah sakit beserta dengan faktor yang mempengaruhi pelaksanaannya. Pencarian database yang digunakan yaitu Google Cendekia, Elsevier, Sciene Direct dan Proquest. Kata kunci yang digunakan adalah kelengkapan, dokumentasi, dan asuhan keperawatan dengan tahun publikasi 2015-2020 menggunakan Boolean DAN didapatkan total 48 artikel dan digunakan hanya 10 artikel berdasarkan analisis  tujuan, kesesuaian topik, metode penelitian, ukuran sampel, dan hasil dari setiap artikel. Hasil literature review ini didapatkan masih banyak tenaga keperawatan yang melakukan dokumentasi asuhan keperawatan dengan kurang lengkap dengan rata-rata 45% dokumentasi tidak lengkap. Faktor penyebab ketidaklengkapan tersebut dapat diakibatkan oleh motivasi, masa kerja, beban kerja maupun kurangnya perhatian dari pihak rumah sakit.  Ketidaklengkapan dokumentasi dapat dipengaruhi oleh banyak faktor namun upaya peningkatan dapat dilakukan seperti pelatihan ronde keperawatan dan pre-post conference yang efektif dalam meningkatkan kualitas dokumentasi asuhan keperawatan. Perlu adanya peningkatan kerjasama dari segala pihak mulai dari pihak rumah sakit hingga seluruh tenaga kerja keperawatan agar kelengkapan dokumentasi dapat meningkat.
Kata kunci : kelengkapan, dokumentasi, asuhan keperawatan
PENDAHULUAN

Asuhan keperawatan adalah suatu pendekatan untuk pemecahan masalah yang memampukan perawat untuk mengatur dan memberikan asuhan keperawatan. Standar asuhan yang tercantum dalam Standar Praktik Klinis Keperawatan (Proses Keperawatan/Nursing Process) terdiri dari lima fase asuhan keperawatan: 1) Pengkajian; 2) Diagnosa; 3) Perencanaan; 4) Implementasi;dan 5) Evaluasi. Salah satu manfaat dari penerapan asuhan keperawatan yang baik adalah meningkatkan mutu dan kualitas pelayanan dalam bidang keperawatan (Kozier, 2010).
Dokumentasi asuhan keperawatan merupakan suatu kegiatan pencatatan, pelaporan atau merekam suatu kejadian, serta aktifitas yang dilakukan dalam bentuk pemberian pelayanan yang dianggap penting dan berharga (Dalami, 2011). Pendokumentasian dalam keperawatan mencakup informasi lengkap tentang status kesehatan pasien, kegiatan asuhan keperawatan serta respon pasien terhadap asuhan yang diterimanya (Nursalam, 2013).

Penelitian yang dilakukan oleh Semachew (2018) di Etiopia, menunjukan dari total 338 dokumen yang ditinjau, 264 (78,1%) memiliki format proses keperawatan yang dilampirkan dengan profil/file pasien, 107 (31,7%) tidak memiliki diagnosis keperawatan, 185 (54,7%) perawat menyatakan rencana perawatan mereka berdasarkan prioritas, 173 (51,2%) perawat tidak mendokumentasikan intervensi mereka berdasarkan rencana dan 179 (53,0%) perawat tidak mengevaluasi intervensi mereka. Pelaksanaan proses keperawatan di Rumah Sakit Felege Hiwot Referal dilakukan dengan baik sebesar 49,12%, Rumah Sakit Umum Debretabor dilakukan dengan baik sebesar 68,18% dan Rumah Sakit Umum Finoteselam dilakukan dengan baik sebesar 69,42%.
Permasalahan yang muncul di Indonesia adalah masih terdapat perawat yang tidak melakukan pendokumentasian proses keperawatan dengan maksimal. Perawat beranggapan bahwa pelayanan ke pasien lebih penting dibandingkan dengan melakukan pendokumentasian proses asuhan keperawatan. Kurangnya pengetahuan perawat akan mempengaruhi sikap perawat dalam mendokumentasikan proses asuhan keperawatan, perawat akan cenderung bersikap negatif atau buruk dalam mendokumentasikan proses asuhan keperawatan (Khoirunisa, 2017). Hal ini dibuktikan dengan penelitian yang dilakukan oleh Nuryani (2014) di RSUD dr. Soekarjo Tasikmalaya, menunjukan dari 271 dokumen hanya 80 (29,5%) dokumen asuhan keperawatan yang terdokumentasi dengan lengkap. Sehingga akan berdampak pada tidak maksimalnya penulisan dokumentasi keperawatan.

Faktor – faktor yang mempengaruhi kualitas dokumentasi keperawatan menurut Fatmawati, Noor & Maidin (2014) dibagi menjadi 2 (dua) yaitu faktor internal dan faktor eksternal. Faktor internal meliputi pengetahuan, sikap, kemampuan, persepsi dan motivasi. Faktor eksternal meliputi beban kerja, kondisi kerja, format dokumentasi keperawatan, supervise dan reward. Ketidakmaksimalnya penulisan dokumentasi keperawatan akan berdampak pada nilai guna dokumentasi keperawatan seperti administrasi, hukum, keuangan, penelitian dan pendidikan (Khoirunisa, 2017).

Pelayanan keperawatan berkualitas perlu untuk dipertahankan seiring dengan tuntutan masyarakat yang beragam. Persatuan Perawat Nasional Indonesia (PPNI) telah melakukan berbagai upaya dalam peningkatan pelaksanaan asuhan keperawatan meliputi sosialisasi, pengawasan dan pelatihan. PPNI memiliki pedoman asuhan keperawatan bagi perawat dalam upaya meningkatkan pelayanan keperawatan saat berkerja di Indonesia maupun di dunia Internasional (PPNI, 2019).

Penelitian yang dilakukan oleh Rosa (2017) menunjukan dari 25 perawat di Ruang Bugenvile RSUD MGR. Gabriel Manek, SVD Atambua didapatkan sebanyak 9 perawat (36,0%) melakukan dokumentasi asuhan keperawatan dengan kategori baik, 11 perawat (44,0%) dengan kategori cukup, dan 5 perawat (20,0%) dengan kategori kurang.  Penelitian yang dilakukan oleh Fitri (2019) menunjukan dari 75 dokumen asuhan keperawatan di RS Daerah Kota Tidore Kepulauan didapatkan sebanyak 31 dokumen (41,3%) dalam kategori tidak lengkap.

Penelitian yang dilakukan oleh Wirdah (2016) menunjukan dari 58 responden di RSUD Meuraxa Banda Aceh didapatkan sebanyak 39 responden (67,2%) melakukan pengkajian pada kategori baik, 45 responden (77,6%) melakukan diagnosa pada kategori baik, 47 responden (81,0%) melakukan intervensi pada kategori baik, 35 responden (60,3%) melakukan implementasi pada kategori baik, dan 45 responden (77,6%) melakukan evaluasi pada kategori baik. Penelitian yang dilakukan oleh Asih (2017) menunjukan dari 77 perawat di RSU Surya Husadha 37 perawat (48,0%) melakukan dokumentasi asuhan keperawatan pada kategori kurang lengkap.
Penelitian yang dilakukan oleh Erna (2019) menunjukan dari 23 perawat di RSU Dharma Yadnya didapatkan sebanyak 6 perawat (26,1%) melakukan dokumentasi asuhan keperawatan dalam kategori kurang lengkap. Penelitian yang dilakukan oleh Wahyudi (2018) menunjukan dari 33 perawat di Ruang Rawat Inap RSU B didapatkan sebanyak 12 perawat (36,4%) melakukan dokumentasi asuhan keperawatan dalam kategori kurang lengkap.

Berdasarkan studi pendahuluan yang peneliti lakukan pada tanggal 30 Januari 2020 mengenai pelaksanaan dokumentasi proses keperawatan di RSU Dharma Yadnya tahap pengkajian dalam kategori baik 11 dokumen (55%), tahap diagnosa dalam kategori baik 14 dokumen (70%), tahap intervensi dalam kategori baik 13 dokumen (65%), tahap implementasi dalam kategori baik 15 dokumen (75%), tahap evaluasi dalam kategori baik 17 dokumen (85%), dokumentasi proses keperawatan dalam kategori baik 15 dokumen (75%) dan kelengkapan pengisian dokumentasi asuhan keperawatan secara keseluruhan termasuk kategori cukup (70%).

Dokumentasi asuhan keperawatan merupakan salah satu standar penting dalam meningkatkan kualitas mutu rumah sakit, pelaksanaaan dokumentasi asuhan keperawatan tidak kalah penting dengan pelaksanaan pelayanan langsung kepada pasien. Peran penting dokumentasi dapat terlihan ketika dokumentasi tersebut dilaksanakan dengan lengkap maka dapat mengurangi resiko kesalahan dalam pemberian pelayanan kepada pasien, sehingga pelayanan asuhan keperawatan dapat berkesinambungan. Berdasarkan hal tersebut, penulis tertarik untuk melakukan sebuah literature review tentang Kelengkapan Dokumentasi Asuhan Keperawatan Pasien Rawat Inap di Rumah Sakit Serta Faktor-Faktor Yang Mempengaruhinya.
METODE PENCARIAN LITERATURE
Metode yang digunkan dalam literature review ini menggunakan strategi secara konprehensip, seperti pencarian artikel dalam database jurnal penelitian, pencarian melalui internet, dan artikelnya ditinjau ulang. Pencarian database yang digunakan meliputi Google Schooler, Elsevier, Sciene Direct, dan Proquest dengan keyword atau kata kunci yaitu “Completeness, Documentation, Nursing Care” dengan Boolean AND untuk pencarian jurnal internasional dan kata kunci “Kelengkapan, Dokumentasi, Asuhan Keperwatan” dengan Boolean DAN untuk pencarian jurnal nasional. Pencarian literatur dengan penelusuran artikel penelitian yang sudah terpublikasikan dengan publication date 2015 – 2020. 
Terdapat 33 artikel nasional dan 18 artikel internasional. Berdasarkan hasil analisis melalui analisis abstrak ataupun fulltext dengan kriteria inklusi meliputi : 1) artikel yang telah terpublikasi resmi dan terdapat ISSN, 2) kesesuaian tujuan, 3) kesesuaian topik mengenai kelengkapan dan faktor yang berpengaruh dalam dokumentasi, 4) metode penelitian yang digunakan dimana metode deskriptif untuk artikel yang tidak melaksanakan interventi dan metode eksperimen untuk artikel yang melaksanakan intervensi kepada responden, 5) ukuran sampel dimana 40-500 sampel untuk artikel non-eksperimen dan 10-40 sampel untuk artikel eksperimen, 6) hasil dari setiap artikel, serta 7) keterbatasan yang terjadi, maka jurnal yang sesuai terdapat 10 artikel terdiri dari 6 artikel nasional dan 4 artikel internasional. Selanjutnya 10 artikel tersebut dianalisis melalui eksrtraksi data dalam bentuk tabel.
HASIL DAN PEMBAHASAN

Hasil
	Peneliti
	Judul
	Tujuan
	Sampel
	Methode
	Outcome 

	1
	2
	3
	4
	5
	6

	Erna K. (2018)
	Implementation of Documentation of Nursing Care in Wates Hospital
	Mendeskripsikan pelaksanaan dari dokumentasi asuhan keperawa-tan     di    Rumah 
	111 
	Deskriptif kuantitatif
	Penelitian ini menunjuk-kan bahwa kelengkapan dokumentasi asuhan ke-perawatan pada aspek penilaian   (77,5%),  diag-

	1
	2
	3
	4
	5
	6

	
	
	Sakit Wates
	
	
	nosis (93,7%), peren-canaan (73,9%), tindak-an (45,9%), evaluasi (76, 6%), catatan asuhan kepe-rawatan (45%). Keleng-kapan dokumentasi asuhan keperawatan di Ruang Rawat Inap Rumah Sakit Wates Kulon Progo diklaim lengkap (27,9%).

	Elon Kusnadi (2017)
	Analisis Keleng-kapan Dokumen-tasi Keperawatan Di Ruang Rawat Inap Non Inten-sive Rumah Sakit 
	Penelitian ini bertujuan meng-analisis keleng-kapan dokumen-tasi asuhan kepe-rawatan di ruang rawat inap non intensif Rumah Sakit X
	477 
	Deskriptif kuantitatif
	Hasil penelitian menun-jukkan dokumentasi pro-ses asuhan keperawatan terisi dengan lengkap sebanyak 87.84% dan sebanyak 12.16% tidak terisi dengan lengkap. Format evaluasi berupa D.A.R (Datum, Action, Respone) tidak menggu-nakan S.O.A.P (Subje-ctive, Objective, Asses-ment, Planing) atau S.O.A.P.I.E.R. (Subjec-tive, Objective, Asses-ment, Planing, Imple-mentation, Evaluation, Reassesment).

	Wisuda & 
Putri (2019)

	Kinerja Perawat Pelaksana Dalam Pendokumentasi-an Asuhan Ke-perawatan Di Instalasi Rawat Inap
	Mendeskripsikan kinerja perawat pelaksana dalam melakukan doku-mentasi asuhan keperawatan di instalasi rawat inap di RSUD Palembang
	40 
	Deskriptif
	Diketahui bahwa lebih dari setengah responden memiliki kinerja asuhan keperawatan dalam pen-dokumentasian asuhan keperawatan yang kurang baik yaitu sebanyak 75%. Sedangkan responden me-miliki kinerja asuhan ke-perawatan dalam pendo-kumentasian asuhan kepe-rawatan yang berkatagori baik yaitu sebanyak 25%.

	Agosti-no, Zeffiro, Vellone, 
	Cross-Mapping of Nursing Care Terms Recordedin Italian   Hospitals 
	Untuk mengiden-tifikasi hasil dok-umentasi diagno-sis, intervensi dan 
	137 
	Deskriptif

Cross-Mapping
	Lebih dari 80% dokumen sudah memenuhi ketentu-an pada diagnosis kepe-rawatan,   intervensi,   dan 

	1
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	3
	4
	5
	6

	& Ausili (2018)
	into the Standar-dized NNN Termi-nology
	evaluasi berda-sarkan ketentuan sistematik NNN (Nanda-I, NIC-NOC) di Rumah Sakit Italia
	
	
	hasil sesuai NNN (Nanda-I, NIC-NOC). Penelitian ini menunjukkan bahwa hampir seluruh istilah yang digunakan oleh perawat sesuai dengan standar namun masih terdapat perawat yang menggunakan istilah tidak sesuai dengan ketentuan standar.

	Semac-hew (2018)
	Implementation of nursing process in clinical settings : the case of three governmental hospitals in Ethiopia, 2017
	Untuk mengiden-tifikasi pelaksa-naan proses kepe-rawatan pada tiga rumah sakit di Wilayah Amhara, Etiopia. 
	338 
	Deskriptif
	Pelaksanaan proses kepe-rawatan di Rumah Sakit Felege Hiwot Referal dilakukan    dengan    baik sebesar 49,12%, Rumah Sakit Umum Debretabor dilakukan dengan baik sebesar 68,18% dan Rumah Sakit Umum Finoteselam dilakukan dengan baik sebesar 69,42%. 

	Amalia (2018)
	Faktor-Faktor Ke-lengkapan Pendo-kumentasian Asuhan Kepera-watan Di Instalasi Rawat Inap RSUD Lubuk Sikaping
	Untuk mengana-lisis faktor-faktor yang berhubung-an dengan ke-lengkapan pendo-kumentasian asuhan keperawa-tan pada Instalasi rawat inap di RSUD Lubuk Sikaping.
	48 
	Deskiptif analitik
	Hasil penelitian di-peroleh motivasi p = 0,002, masa kerja p = 0,033, perawat p = 0,037, pendidikan p = 0,000, beban kerja perawat p = 0,001, dengan batas nilai P-value dibawah 0,050 dinyatakan memiliki hubungan, sehingga dapat disimpulkan hubungan motivasi, waktu kerja, usia, pendidikan dan beban kerja berpengaruh dengan dokumentasi asuhan keperawatan yang perawat lakukan.

	Abdelk-der & Othman (2017)
	Factors Affecting Implementation Of Nursing Pro-cess : Nurses Perspective
	Bertujuan untuk mengidentifikasi hambatan dalam pelaksanaan proses      kepera-
	100 
	Deskriptif
	Faktor-faktor yang mem-pengaruhi implementasi proses keperawatan adalah kurangnya antu-siasme,   kekurangan   staf 

	1
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	3
	4
	5
	6

	
	(studi dilakukan di RS Universitas Mansoura, Mesir)
	watan dari sudut pandang perawat
	
	
	perawat, kurangnya tin-dak lanjut dan peman-tauan,  kurangnya perhati-an, kurang dalam instruksi yang jelas, pendidikan yang tidak memadai, dan tidak percaya dalam menerapkan perawatan pasien sesuai dengan proses keperawatan

	Akhu-zaheya (2018)
	Quality Of Nursing Docume-ntation : Paper–Based Health Records Versus Electronic–Based Health Records. (studi dilakukan di Rumah Sakit Yordania Utara)
	Untuk menilai dan memban-dingkan kualitas catatan kesehatan berbasis kertas dan elektronik.
	434 
	Deskriptif kompara-tif
	Catatan asuhan elek-tronik lebih baik dari pada catatan asuhan berbasis kertas pada bagian proses dan struktur. Dalam hal kuantitas dan kualitas isi, catatan  kertas  lebih  baik daripada catatan asuhan elektronik. 

	Simam-ora, Bukit, Purba, & Siahaan (2017)
	Penguatan Kiner-ja Perawat Dalam Pemberian Asuh-an Keperawatan Melalui Pelatihan Ronde Kepera-watan Di Rumah Sakit Royal Prima Medan
	Bertujuan untuk meningkatkan kinerja perawat dalam memberik-an asuhan kepe-rawatan melalui pelatihan ronde keperawatan di Rumah Sakit Royal Prima Medan.
	32


	Quasi Eksperi-men
	Hasil dari kegiatan me-nemukan bahwa deskrip-si kategori kinerja pe-rawat sebelum pelatihan mayoritas kinerja rendah (33,75%) dan kinerja perawat sesudah pelatih-an mayoritas kinerja tinggi (42,62%). Menun-jukan ada pengaruh pelatihan ronde kepe-rawatan terhadap kinerja perawat dalam pemberi-an asuhan keperawatan di rumah sakit Royal Prima Medan

	Rezkiki, Febriana,  Anggra-ini (2019)
	Pengaruh Pelak-sanaan Pre Dan Post Conference Terhadap Pendo-kumentasian Asuhan Kepera-watan
	Penelitian ini ber-tujuan mengeta-hui pengaruh pelasanaan pre dan post confe-rence terhadap pendokumentasi-an asuhan kepe-rawatan
	10 
	Pre–eksperi-mental

dengan rancangan one–group pretest–posttes
	Hasil penelitian berda-sarkan uji Kolmogrov–smirnov observasi dilaku-kan sebelum dan sesudah diberi perlakuan pre dan post conference dari 10 status didapat hasil p-value 0,000. Kesimpulan dari  penelitian  ini adalah 
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	ada pengaruh pelaksanaan pre dan post conference terhadap pendokumen-tasian asuhan keperawat-an


Pembahasan

Tenaga keperawatan dimana saja bertugas, menghadapi klien dengan segala macam kasus, dan melayani klien pada semua tingkat usia harus menggunakan proses keperawatan serta harus terdokumentasi sesuai standar yang telah ditetapkan oleh rumah sakit. Dokumentasi asuhan keperawatan mencakup pernyataan dan pelaporan tentang seluruh tindakan keperawatan yang dilakukan mulai dari pasien datang ke rumah sakit sampai pasien keluar dari rumah sakit.
Dokumentasi yang efektif dan tepat menjamin kesinambungan pelayanan, meminimalisasi resiko kesalahan, dan memberi perlindungan terhadap pasien maupun perawat, dimana semua catatan informasi tentang klien merupakan dokumentasi resmi dan bernilai hukum. Bila terjadi masalah yang berhubungan dengan proses keperawatan, dokumentasi tersebut dapat dijadikan barang bukti.

Berdasarkan penelitian yang dilakukan oleh Erna (2018) dengan menggunakan metode deskriptif kuantitatif menunjukan dari 111 dokumen yang di tinjau kelengkapan dokumentasi asuhan keperawatan pada aspek penilaian pengkajian, diagnosis, perencanaan, tindakan, evaluasi, catatan asuhan keperawatan masih kurang lengkap. Hasil serupa yang menunjukan ketidaklengkapan dokumentasi asuhan keperawatan didapatkan pada penelitian Elon Kusnadi (2017) dengan menggunakan metode penelitian deskriptif kuantitatif menunjukan dari 477 dokumen yang ditinjau dimana hasil dokumentasi proses asuhan keperawatan masih ditemukan dokumen yang kurang lengkap . Penelitian yang dilakukan oleh Wisuda & Putri (2019) juga menunjukan bahwa masih ada dokumentasi asuhan keperawatan yang kurang lengkap berdasarkan 40 perawat sebagai responden.
Ketidaklengkapan dokumentasi asuhan keperawatan tidak hanya terjadi di rumah sakit Indonesia, tetapi terjadi juga di rumah sakit luar negeri, seperti hasil dari penelitian Agostino, et al. (2018). dengan menggunakan metode cross-mapping didapatkan masih terdapat perawat yang menggunakan istilah tidak sesuai dengan syarat diagnosis keperawatan, intervensi, dan hasil sesuai NNN (Nanda-I, NIC-NOC). Serta penelitian yang dilakukan oleh Semachew (2018) di Rumah Sakit Felege Hiwot Referal, Rumah Sakit Umum Debretabor dan Rumah Sakit Umum Finoteselam sebagian dokumentasi yang dijadikan sampel tidak terisi dengan lengkap.
Faktor – faktor yang mempengaruhi kelengkapan dokumentasi asuhan keperawatan menurut penelitian Amalia (2018) menunjukan bahw hubungan motivasi, waktu kerja, usia, dokumentasi pendidikan dan beban kerja berpengaruh dengan dokumentasi asuhan keperawatan. Sementara penelitian yang dilakukan oleh Abdelkader & Othman (2017) di Rumah Sakit Universitas Mansoura, Mesir mengungkapkan faktor-faktor yang mempengaruhi implementasi proses keperawatan adalah kurangnya antusiasme, kekurangan staf perawat, kurangnya tindak lanjut dan pemantauan, kurangnya perhatian, kurang dalam instruksi yang jelas, pendidikan yang tidak memadai, dan tidak percaya dalam menerapkan perawatan pasien sesuai dengan proses keperawatan.

Berdasarkan hasil analisis mengenai faktor – faktor yang mempengaruhi dokumentasi, penulis berasumsi bahwa motivasi merupakan faktor yang sangat berpengaruh, menurut Nursalam (2016) mengatakan bahwa motivasi merupakan perasaan atau pikiran yang mendorong seseorang melakukan pekerjaan atau menjalankan kekuasaan, terutama dalam berperilaku. Motivasi tersebut dapat sewaktu-waktu merubah perilaku seseorang, apabila seseorang memiliki motivasi tinggi, maka pekerjaan akan dilakukan dengan maksimal, begitu juga sebaliknya, apabila motivasi yang dimiliki rendah, maka perkerjaan akan dilakukan dengan kurang maksimal.
Beberapa intervensi yang dapat dilakukan untuk meningkatkan kualitas dokumentasi asuhan keperawatan, seperti penelitian yang dilakukan oleh Simamora, et al. (2017) mengungkapkan bahwa dari 32 perawat yang mengikuti pelatihan menunjukan ada pengaruh pelatihan ronde keperawatan terhadap kinerja perawat dalam pemberian asuhan keperawatan di rumah sakit Royal Prima Medan. Sementara menurut penelitian Reskiki, et al. (2019) terhadap 10 perawat menunjukan setelah dilakukan intervensi ada pengaruh pelaksanaan pre dan post conference terhadap pendokumentasian asuhan keperawatan. Penelitian yang dilakukan Akhu-zaheya (2018) di Rumah Sakit Yordania Utara, dilakukan perbandingan kualitas antara dokumentasi menggunakan papper base ​​​​​​dan electronic base dengan hasil catatan kesehatan elektronik lebih baik daripada catatan kesehatan berbasis kertas pada bagian proses pemasukan data dan struktur. Dalam hal kuantitas dan kualitas isi, catatan kertas lebih baik daripada catatan kesehatan elektronik.
Berdasarkan hasil analisis artikel, penelitian yang dilakukan oleh Elon (2017) ditemukan keterbatasan dimana format evaluasi yang diterapkan oleh rumah sakit masih menggunakan format D.A.R (Datum, Action, Respone) tidak menggunakan S.O.A.P (Subjective, Objective, Assesment, Planing) atau S.O.A.P.I.E.R. (Subjective, Objective, Assesment, Planing, Implementation, Evaluation, Reassesment). Penelitian oleh Wisuda (2019) ditemukan keterbatasan dimana kinerja perawat mendukuemtasikan asuhan keperawatan masih rendah hal ini karena terlalu tingginya beban kerja perawat. Peneitian yang dilakukan oleh Reszkiki (2019) ditemukan keterbatasan dimana jumlah sampel yang digunakan hanya 10 sampel, sementara jumlah populasi terdapat 33 perawat, sebaiknya peneliti mampu mengunakan sampe lebih banyak atay menggunakan total sampling agar hasil penelitian lebih optimal.  Penelitian yang dilakukan oleh Amalia (2018) ditemukan keterbatasan dimana responden sulit untuk melakukan pendokumentasian yang lengkap karena rumah sakit belum memiliki standar asuhan keperawatan yang baku.
Penelitian yang dilakukan oleh Simamora, et al. (2017) ditemukan keterbatasan dimana kinerja perawat masih rendah disebabkan kurangnya motivasi perawat dalam bekerja dimana kinerja perawat dalam memberikan asuhan keperawatan, menentukan diagnosa keperawatan dan memodifikasi rencana asuhan keperawatan masih kurang tergambar dari respon perawat dalam menanggapi dan memberikan pelayanan kepada pasien masih kurang. Penelitian oleh Semachew (2018) mengungkapkan keterbatasan dimana penelitian tersebut adalah survei data sekunder dari sebuah implementasi proses keperawatan dan metode ini tidak menyediakan hubungan sebab akibat. Penelitian oleh Akhu (2018) menyatakan keterbatasan dimana catatan yang dianalisa dari dua rumah sakit mungkin tidak mewakili semua catatan rumah sakit, karena sampel yang digunakan dalam penelitian ini adalah sampel sesuai keinginan peneliti.
Penelitian yang dilakukan oleh Agostino (2018) ditemukan keterbatasan dimana penggunaan metode cross-mapping pada penelitian tersebut dapat menimbulkan interpretasi subjektif yang berbeda oleh masing-masing peneliti. Penelitian yang dilakukan oleh Erna (2018) ditemukan keterbatasan dimana terapat perbedaan antara instrument penelitian yang mengacu pada standar Kementerian dengan format asuhan keperawatan yang dimiliki oleh rumah sakit. penelitian yang dilakukan oleh Abdelkader (2017) ditemuka keterbatasan dimana dari sudut pandang perawat sebagai responden mengungkapkan kurangnya informasi mengenai proses keperawatan dan 100% responden yaitu perawat tidak memiliki cukup waktu dalam penerapannya. 

Hasil review ini dapat digunakan sebagai pedoman evaluasi kepada pihak rumah sakit mengenai masih adanya dokumentasi asuhan keperawatan yang kurang lengkap sehingga pihak rumah sakit dapat menyusun strategi agar pendokumentasian asuhan keperawatan dapat dilakukan dengan lengkap. Hasil review ini juga dapat digunakan sebagai bahan evaluasi diri kepada perawat dalam menjalankan tugasnya di bidang keperawatan agar lebih termotivasi untuk meningkatkan kualitas dokumentasi karena dokumentasi yang lengkap tidak hanya bermanfaat kepada rumah sakit, namun juga kepada pasien dan perawat itu sendiri.
SIMPULAN DAN SARAN

Simpulan

Berdasarkan dari 10 artikel yang telah ditelaah dapat disimpulkan bahwa, masih terdapat perawat yang melakukan dokumentasi asuhan keperawatan dengan kurang maksimal dengan rata-rata 45% dokumentasi tidak lengkap. Ketidaklengkapan dokumentasi asuhan keperawatan tersebut tidak hanya terjadi di rumah sakit Indonesia, namun terjadi juga dibeberapa rumah sakit di negara lainya. Terdapat beberapa faktor pemicu yang menyebabkan ketidaklengkapan dokumentasi asuhan keperawatan meliputi motivasi, waktu kerja, usia, pendidikan, beban kerja, kurangnya antusiasme, kekurangan staf perawat, kurangnya tindak lanjut dan pemantauan, kurangnya perhatian, kurang dalam instruksi yang jelas. Upaya yang dapat dilakukan dalam meningkatkan kualitas dokumentasi asuhan keperawatan seperti kegiatan pelatihan ronde keperawatan dan pre-post conference yang berpengaruh efektif dalam pelaksanaan dokumentasi asuhan keperawatan.
Saran

1. Kepada Bidang Keperawatan Rumah Sakit selaku penyusun kebijakan agar menyusun rencana untuk meningkatkan kualitas dokumentasi asuhan keperawatan seperti kegiatan pelatihan melalui ronde keperawatan dan pre-post conference kepada seluruh tenaga keperawatan yang bertugas.
2. Kepada Kepala Ruangan atau Tim Supervisi selaku pihak yang melaksanakan pengawasan dan pembinaan agar lebih menekankan terutama dalam kelengkapan dokumentasi asuhan keperawatan karena dokumentasi merupakan salah satu standar penting dalam rumah sakit.
3. Kepada tenaga keperawatan selaku pihak yang menjalankan SOP (Standar Operasional Prosedur) agar meningkatkan motivasi tidak hanya dalam memberikan asuhan keperawatan namun juga ketika melakukan dokumentasi asuhan keperawatan sehingga dokumentasi asuhan keperawatan dapat terisi dengan lengkap sesuai standard yang ditetapkan.
4. Kepada Institusi Pendidikan sebagai tempat mengemban pendidikan bagi calon tenaga keperawatan agar tetap memberikan materi dan bimbingan mengenai pentingnya melakukan dokumentasi asuhan keperawatan dengan lengkap
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65.0 %, sebagian besar perawat berjenis

kelamin perempuan  sebanyak 80% dan

memiliki masa keja > 3 tahun yaitu

sebanyak 80.0 % serta lebih dari setengah
berpendidikan D3 sebanyak 57.5 %
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Kinerja Perawat dalam
Pendokumentasian Asuhan Keperawatan
Hasil penelitian menunjukkan distribusi

frekuensi perawat menurut kinerja perawat
setelah dikategorikan terlihat dalam  table

berikut ini.

Tabel 2.
Distribusi Frekuensi Berdasarkan Kinerja Perawat dalam
Pendokumentasian Asuhan Keperawatan

No Kinerja Perawat dalam Jumlah Persentase (%)
Pendokumentasian Askep
L Baik 10 X
2. Kurang Baik 30 750
Totl ) 100

Berdasarkan tabel 2 di atas tentang
distribusi frekuensi kinerja perawat dalam
pendokumentasian  asuhan

diketahui

keperawatan,

bahwa lebih dari setengah

responden  memiliki  kinerja  asuhan

keperawatan dalam  pendokumentasian
asuhan keperawatan yang kurang baik yaitu
sebanyak 75.0%. Sedangkan

memiliki kinerja asuhan keperawatan dalam

responden

pendokumentasi

n asuhan keperawatan yang

berkatagori baik yaitu sebanyak 25%.

PEMBAHASAN

Berdasarkan  hasil  penelitian
didapatkan distribusi frekuensi karakieristik
perawat diketahui bahwa lebih dari setengah

|

perawat memiliki dewasa aw

ma:

sebanyak 650 %, scbagian besar perawat

berjenis kelamin perempuan sebanyak 80%

Jurnal ‘Aisyiyah Medika

dan memiliki masa kerja > 3 tahun yaitu
sebanyak 80.0 % serta lebih dari setengah
berpendidikan D3 sebanyak 57.5 %.
Sedangkan distribusi frekuensi kinerja
perawat dalam pendokumentasian asuhan
keperawatan, diketahui bahwa lebih  dari
setengah responden memiliki kinerja asuhan
keperawatan dalam  pendokumentasian
asuhan keperawatan yang kurang baik yaitu
sebanyak 75,0%. Sedangkan

memiliki kinerja asuhan keperawatan dalam

responden

pendokumentasian asuhan keperawatan yang
berkatagori baik yaitu sebanyak 25%.
Kinerja

perawat  merupakan

pencapaian/prestasi sescorang berkenanaan

dengan  seluruh tugas yang  diberikan

kepadanya ndar  yang

berlaku. (Okaisu, 2014).
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Abstrak 
Dokumentasi asuhan keperawatan adalah bagian penting tugas perawat, dokumentasi terbaik dari proses asuhan keperawatan yang melihat terbaik dan memiliki kualitas tertentu harus akurat, lengkap, dan standar. Dokumentasi perawatan keperawatan saat ini di Rumah Sakit Wates secara praktis belum dilakukan sesuai dengan Prosedur Operasional Standar. Penelitian ini bertujuan untuk mengetahui gambaran dokumentasi asuhan keperawatan di Ruang Rawat Inap Rumah Sakit Wates. Penelitian ini adalah deskriptif kuantitatif yang mengambil sampel dari dokumentasi rawat inap asuhan keperawatan pada bulan Maret 2017. Populasi adalah sekitar 1106 dokumen rekam medis yang diambil sampel sebanyak 111 dokumen. Teknik pengambilan sampel menggunakan cluster random. Penelitian ini diadakan pada Juni 2017. Pengumpulan data menggunakan rekam medis pasien. Analisis data univariat menggunakan distribusi frekuensi. Penelitian ini menunjukkan bahwa kelengkapan pendokumentasian asuhan keperawatan pada aspek penilaian (77,5%), diagnosis (93,7%), perencanaan (73,9%), tindakan (45,9%), evaluasi (76,6%) %), catatan asuhan keperawatan (45%). Kelengkapan dokumentasi asuhan keperawatan di Ruang Rawat Inap Rumah Sakit Wates Kulon Progo diklaim lengkap (27,9%).
Kata kunci : Dokumentasi keperawatan, proses keperawatan
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Abstract
The documentation of nursing care is the important part nurse duty, the best documentation of nursing care process that sees best and have a certain quality should be acurate, complete, and standard. Curently documenting of nursing care in Wates Hospital is practically not yet done according to Standard Operational Procedure. This study aims to know the description of the nursing care of documentation in Inpatient Room of Wates Hospital. This research is descriptive quantitatif which take the sample from inpatient documentation of nursing care in March 2017. The population was about 1106 documents of medical records which the sample obout 111 documents. The technique to take the sample was using cluster random. The research was held on June 2017. The data collection used medical record of patient. The univariat of data analysis used frequency distribution. This research showd that the completeness os documenting of nursing care in assessment aspect (77,5%), diagnosis (93,7%), planning (73,9%), action (45,9%), evaluation (76,6%), nursing care note (45%). The completeness of documentation of nursing care in Inpatient Room of Wates Hospital Kulon Progo is claimed complete (27,9%).
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INTRODUCTION

Nurse profession is currently a profession that has a very high legal risk. in carrying out nursing care the need for documentation so that it can become documentation of evidence in court, quality (quality of service) as communication between health workers, cost reference, educational references, object of research, can assess the extent of the role of nurses in providing nursing care, errors in his job can drag the nurse to court. Therefore all activities carried out on patients must be well documented and clear. Documentation is written communication so nurses are required to document correctly. Effective documentation allows nurses to communicate to other personnel (1).
Documentation is a means of communication between health workers in the framework of recovering the health of patients, without proper and clear documentation the nursing service activities in the form of nursing care that have been carried out by professional nurses cannot be accounted for. Documentation can be used as evidence must be identified in full, clear, objective, and signed by the nurse, the date and need for avoidance of writing that lead to incorrect interpretation (1–3).
PERMENKES No. 148 of 2010 and the Nursing Act 38 of 2014 states that nurses are authorized to perform nursing care and are obliged to systematically record nursing care and standards. Nursing care standards are enforced through the Decree of the Director General of YanMed No. YM.00.03.26.7637 1993 The standard of nursing care is a measuring tool to maintain and improve the quality of nursing care. The standard serves as a measuring tool for knowing, monitoring, and concluding whether nursing care services held in hospitals have followed and fulfi lled the requirements set by these standards (4).
The reality in Indonesia in the implementation of documenting nursing care has not been carried out optimally, studies on the description of the implementation of documenting nursing care show that the average completeness of nursing care documentation is 50.77% -71.6%. The factors that infl uence the implementation of documenting nursing care include high workloads, nurses' motivation in carrying out documentation, human resources (HR), training and explanation of the implementation of documenting nursing care, implementation time, complicated documentation format (5–8).
The standards of nursing care aim to determine nursing responsibilities and accountability, protect patients from incompetent nursing actions and protect nurses from neglect. This can be measured from the quality of service and nursing care with the indicator value is the value of nursing documentation. Every action taken to the patient must avoid mistakes by using the nursing process approach and accurate documentation (9).
The results of a preliminary study at Wates Kulon Progo District Hospital against 15 inpatient medical records observed the completeness of nursing care documentation, obtained results in the assessment phase of 7 documents (42%) complete assessment, and 8 documents (58%) incomplete, this was due to recording not in accordance with assessment guidelines. The stage of nursing diagnosis, as many as 11 documents (70%) complete diagnosis and 4 documents (30%) are incomplete, there is a nursing diagnosis that does not consist of components of the problem, etiology, and symptoms. The planning stage was obtained as many as 8 documents (53%) complete and 7 documents (47%) planning was incomplete, nurse planning was not arranged according to priorities, plans did not refer to goals. The implementation phase found 11 documents (70%) complete and 4 documents (30%) incomplete, nurses did not write all the actions taken. The evaluation phase obtained 11 documents (70%) complete and 4 documents (30%) incomplete, there were evaluations that did not refer to the objectives.
Based on the background described above, the general objective in this study was to fi nd out the descriptio of implementation of documentation nursing care at Wates Hospital.
MATERIALS AND METHODS

This research is a quantitative descriptive study, which is a study to describe the characteristics of subjective populations by using descriptive statistics in the presentation of the data, carried out in a retrospective manner on nursing care documentation (10).
Sampling with cluster random sampling technique, which is by grouping sample techniques by region or population location, how to calculate for sampling with a population of more than 1,000, the formula for determining the minimum sample size in this population uses the formula 10% - 20% of the population (11). Retrieval of research data through patient documentation in March 2017 was 1.106x10% =110.6 rounded to 111 samples divided into 12 existing spaces in Wates Hospital Kulon Progo, inclusion criteria in this study were medical records of patients hospitalized in the month inpatient room March 2017. Exclusion criteria are medical records of deceased inpatients and medical records of midwifery inpatients
The variables in this study are one variable, namely the implementation of documenting nursing care. This study uses an instrument for documenting nursing care checklists, which are compiled based on a literature review. Containing the quality of the process of nursing care documentation with alternative answers is complete and incomplete, the number of questions is 24 items. Each answer option is given code 1 = (if the documentation is complete) and 0 = (if the documentation is incomplete).
RESULTS AND DISCUSSION

Documentation description of nursing care is reviewed from each aspect of the research in the table and presented
Table 1. Completeness of nursing assessment documentation at Wates Hospital 
	Assessment
	amount
	%

	Complete
	86
	77,5  

	Incomplete
	25
	22,5  

	Total
	111
	100 


Source: Primary Data 2017
Based on Table 1 shows a total of 86 documents (77.5%) complete and 25 documents (22.5%) incomplete.
Table 2. Frequency distribution of completeness of nursing assessment documentation at Wates Hospital
	Assessment Items
	Complete
	Incomplete
	Total

	
	f
	%
	f
	%
	f
	%

	Record the data reviewed according to guidelines
	88
	79,3 
	23
	20,7 
	111
	100

	Grouped data  Biopsycho-sociospiritual)
	110
	99,1 
	1
	0,9 
	111
	100

	Data is reviewed since the patient enters until exiting
	111
	100 
	0
	0
	111
	100

	Formulate a problem
	108
	97,3 
	3
	2,7 
	111
	100


Source: Primary Data 2017
Based on Table 2, the distribution of assessments on aspects of assessment shows that recording the data reviewed according to guidelines is the most incomplete action done, namely as many as 23 documents (20.7%)
Table 3. Completeness of Nursing Diagnosis Documentation at Wates Hospital 
	Assessment
	amount
	%

	Complete
	104
	93,7 

	Incomplete
	7
	6,3 

	Total
	111
	100 


Source: Primary Data 2017
Based on Table 3, the complete documentation on aspects of nursing diagnoses is in full category there are 104 documents (93.7%) and incomplete there are 7 documents (6.3%).
Table 4. Frequency distribution of completeness of nursing diagnoses documentation at Wates Hospital
	Assessment Items
	Complete
	Incomplete
	Total

	
	f
%
	f
	%
	f
	%

	Nursing diagnosis 
is based on patient problems
	107 96,4
	4
	3,6  
	111
	100

	Nursing diagnoses include PE / PES
	109 98,2 
	2
	1,8  
	111
	100

	Formulate actual / potential nursing diagnoses
	106 95,5
	5
	4,5 
	111
	100


Source: Primary Data 2017
Table 4 shows that the act of formulating an actual or potential nursing diagnosis is the most incomplete action performed by the nurse, which is 5 documents (4.5%).
Table 5. Completeness of nursing plan documentation at Wates Hospital
	Assessment
	amount
	%

	Complete
	82
	73,9 

	Incomplete
	29
	26,1 

	Total
	111
	100 


Source: Primary Data 2017
Table 5 shows that the complete category of nursing plan documentation is 82 documents (73.9%) and incomplete as many as 29 documents (26.1%).
Based on Table 6 the distribution of assessment on planning aspects shows that nurses do not prioritize well as many as 26 documents (23.4%) are the most frequently not carried out activities.
Table 7. Completeness of Documentation of Nursing Actions at Wates Hospital
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	amount
	%

	Complete
	51
	45,9 

	Incomplete
	60
	54,1 

	Total
	111
	100 
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Source: Primary Data 2017
Based on Table 7 it is known that the documentation Complete category nursing action is 51 documents (45.9%), and incomplete about 60 documents (54.1%).
Table 8. Frequency Distribution of Completeness of 
Documentation of Nursing Actions at Wates Hospital
	Assessment Items
	Complete
	Incomplete
	Total

	
	f
%
	f
%
	   f
  %

	Actions carried out refer to the treatment plan
	73
	65,8 
	38
	34,2
111
	100

	The nurse observes the patient's response to nursing actions
	104
	93,7 
	7
	6,3 
111
	100

	Revision of actions based on evaluation results
	97
	87,4 
	14
	12,6 111
	100

	All actions that have been carried out are recorded concisely and clearly
	77
	69,4 
	34
	30,6 111
	100
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	Table 6. Frequency Distribution of Completeness of Documentation Nursing Plans in Wates Hospital
Assessment Items
Complete
Incomplete
Total
f
Based on nursing diagnosis
88
79,3
23
20,7 
111
100
Arranged according to priority
85
76,6 
26
23,4 
111
100
The formulation of the objectives contains the components of the patient, behavior changes, the condition of the patient / family
92
82,4 
19
17,1 
111
100
The action plan refers to the goal with the command sentence, detailed and clear, and or involves the patient/ family
93
83,8 
18
16,2
111
100
Action plans describe the involvement of patients/ families
94
84,7 
17
15,3  
111
100
Source: Primary Data 2017


Source: Primary Data 2017
Based on Table 8 shows that the actions taken by nurses referring to the treatment plan are the most incomplete actions, namely as many as 38 documents (34.2%).
Table 9. Completeness of Documentation of Nursing Evaluation at Wates Hospital
	Assessment
	amount
	%

	Complete
	85
	76,6 

	Incomplete
	26
	23,4 

	Total
	111
	100 


Source: Primary Data 2017
Based on Table 9, there are 85 documents (76.6%) were complete and 26 documents (23.4%) were incomplete.
Table 10. Frequency Distribution of Completeness of Documentation of Nursing Evaluation at Wates Hospital 
	Assessment Items
	Complete
	Incomplete
Total

	
	f
%
	f
	    %  f
%

	Evaluation refers to the goal
	86
77,5
	25
	22,5
111
100

	evaluation recorded
	107
96,4
	4
	3,6
111
100


Source: Primary Data 2017
Table 10 shows that evaluation refers to the objective is the activity most often not carried out, namely there are 25 documents (22.5%) incomplete.
Table 11. Complete Documentation of Nursing 
Records at Wates Hospital in March 2017 (n=111)
	Nursing Record
	amount
	%

	Complete 
	50
	45 

	Incomplete
	61
	55 

	total 
	111
	100 


Source: Primary Data 2017
Based on Table 11 shows that 50 documents (45%) complete nursing records and 61 documents (55%) are incomplete.
Based on Table 12 shows that 32 documents (28.8%) records have not been carried out according to the actions taken, and 49 documents 
Table 12. Frequency Distribution of Complete 
Documentation of Nursing Records in Wates Hospital in March 2017 (n=111)
	Assessment 

Items
Complete
	Incomplete
	Total

	   f
	  %
	   f
	  %
	   f
	  %

	Write in the default 103 format
	92,8
	8
	7,2
	111
	100

	Recording is carried out in accordance with the actions taken
	79
	71,2 
	32
	28,8
	111
	100

	Recording is written clearly, concisely, standard terms and correct
	94
	84,7
	17
	15,3
	111
	100

	Each action / activity of the nurse includes a clear initial / name, and the date the action is taken
	62
	55,9 
	49
	44,1
	111
	100

	The nursing 
record fi le is stored in accordance with applicable regulations.
	109
	98,2
	2
	1,8
	111
	100


Source: Primary Data 2017
(44.1%) nurses have not specified the initial name, and the date or time of each action.
Table 13. Completeness of Documentation of Nursing Care in Wates Hospital in March 2017 (n=111)
	Nursing Documentation
	Amount
	%

	Complete
	31
	27,9 

	Incomplete
	80
	72,1 

	total 
	111
	100 


Source: Primary Data 2017
Based on Table 13 shows that as many as 31 nursing documents (27.9%) are complete and as many as 80 nursing care documents (72.1%) are incomplete.
The complete documentation on the assessment aspects was 86 documents (77.5%) complete and 25 documents (22.5%) incomplete, in contrast to the research conducted by Nurjanah (2013) in Pandanarang Hospital which showed incomplete results of 42%. The results of interviews with nurses in Bangsal Wijaya Kusuma review have been fully documented but sometimes there are still incomplete studies because in March the patients were full and the nurses who guarded the afternoon and evening shifts were only 2 people. The lowest result of the assessment was to record the data studied in accordance with the guidelines. We had to look at the points that exist because of the long and indistinguishable format. children, adults, and the elderly, so nurses must sort out the points that must be fi lled according to the characteristics of the patient (5).
Completeness Documentation on aspects of nursing diagnoses shows a number of 104 documents (94%) complete. This is different from Nurjanah's research in 2013 in Pandanarang Hospital which obtained results of complete diagnostic aspects of 67 documents (70.5%) sources (12). One of the important ways of documenting nursing diagnoses is the clinical decision about the response of individuals, families, and the public about actual or potential health problems as a basis for selection of nursing interventions or achieving the goal of nursing care (2,13). The lowest result is the point of formulating actual and potential nursing diagnoses. The nurse does not compose a diagnosis that matches the priority of the problem faced by the patient at that time, because he lacks understanding of the order of the patient's problems and only writes one diagnosis.
The complete documentation of the nursing plan shows that there are 29 incomplete documents (26.1%), nurses do not rank the priority well because of errors or shortcomings in the initial documentation, especially at the diagnosis stage. This is different from Azizah's research in 2012 in the RSCM PJT Nursing Room which obtained 100% incomplete planning aspects (14). When enforcement of the diagnosis has not been carried out properly, then planning nursing actions cannot be done properly. The things that hinder the documentation of planning are the lack of cooperation between nurses and patients and families. The planning stage needs to be arranged priorities for patients. These priorities are classified into 3, namely: hight priority, intermediate priority, and low priority (2).
Complete documentation of nursing actions showed 60 documents (54.1%) were incomplete. This is different from Azizah's research in 2012 in the RSCM PJT Nursing Room where 64.4% (14) incomplete nursing actions were obtained. From interviews with several nurses, the action format was less able to describe the revised actions based on the evaluation results because of several observations of documents that were not written hours and signed, there were also documents describing the nurse not writing every action taken, because the nurse wrote routine activities in general only. The results of interviews with nurses in one room, the reason for not writing this was because the number of patients there was not comparable to nurses who were on guard, so they thought the time would run out if they wrote a lot.
Completeness of nursing evaluation documentation shows as many as 26 documents incomplete documentation (24%), this is different from Azizah's research in the RSCM PJT Nursing Room which obtained results of an incomplete evaluation aspect of 100% (10). Incomplete documentation of implementation of nursing can affect the evaluation process, documentation of nursing evaluations is carried out periodically, systematically, and plans to assess patient progress after nursing actions (13).
Complete documentation of 61 incomplete nursing care records (55%). Every time an action or activity is carried out, the nurse does not include the initials or clear names and date, hours of action, from the results of interviews with nurses in one room, the reason for not writing names, signatures, dates is because they are too busy, forgetful and lazy if every time you have to carry a name stamp. Documentation of nursing care has very important meaning seen from the aspects of law, communication, fi nance, research, service quality, education, and accreditation (13). When there is a problem with the law and there is no written evidence, then this situation will make it diffi cult for the nurse in the resolution. Documentation of nursing care is also a means of communication between health teams, so that if it is not made properly it will cause problems in providing care and service to patients.
The complete description of nursing care documentation shows the results obtained from 111 documents, there are 80 documents (72.1%) incomplete, this is in line with Siswanto's research in 2013 regarding factors related to documentation, not yet complete (71,6 %) and the dominant factors affecting the completeness of documentation are training and workload 
(6).
The results of this study compared with Azizah's research got better results, namely the achievement of document completeness of 27.9%, while Azizah obtained a complete 0% result. Compared with the results of Nurjanah's lower research, the achievement of document completeness was 31%. Compared with the research conducted by Azizah viewed from the sample distribution, it would better illustrate the implementation of documentation in the hospital, because samples were taken from all rooms in the hospital while Azizah only took from one room (14). 
CONCLUSIONS AND SUGGESTIONS

Based on the results and discussion, it can be concluded that the documentation of nursing care in the aspects of assessment, diagnostic aspects, planning aspects, evaluation aspects, is stated complete with a percentage above 70% in Wates Hospital Kulon Progo.
The hospital should use the results of the study as an evaluation material about the implementation of nursing care documentation and as a consideration for determining policies in an effort to improve the quality of nursing documentation. Hospitals improve nurse’s knowledge with non-formal education efforts (seminars, symposiums, workshops, journal reading) related to nursing care documentation on a regular basis. Hospitals should use standard assessment sheets from the Ministry of Health of Republic of Indonesia to evaluate the implementation of nursing care documentation. Educational institutions should be able to share knowledge with the hospital about the development of documenting nursing care in the hospital so that students will get the latest knowledge. Nurses are expected to know and improve knowledge about nursing care documentation and improve the implementation of nursing care documentation at Wates Hospital in Kulon Progo. The next researcher should pay attention to the factors that infl uence the nurse in documenting nursing care so that it is benefi cial for the nursing profession.
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Abstrak 
Pelayanan keperawatan merupakan bagian integral dari pelayanan kesehatan memegang peranan penting dalam menentukan mutu  pelayanan Rumah Sakit,  merupakan bagian terdepan dalam mencapai tujuan pembangunan kesehatan karena pelayanan keperawatan diberikan secara berkesinambungan selama 24 jam dan berada dalam berbagai tatanan pelayanan kesehatan. Penelitian ini bertujuan menganalisis kelengkapan dokumentasi asuhan keperawatan di ruang rawat inap non intensif  Rumah Sakit X. Penelitian ini merupakan studi dokumentasi dengan jenis penelitian deskriptif kualitatif. Studi dokumentasi proses asuhan keperawatan yang dilakukan pada bagian administrasi Rumah Sakit X berdasarkan kunjungan pasien di ruang rawat inap non intensif pada bulan juli 2012.  Hasil penelitian menunjukan dokumentasi proses asuhan keperawatan terisi dengan lengkap  sebanyak 87.84%  dan 12.16% tidak terisi dengan lengkap. Kelengkapan dari  tahapan proses asuhan keperawatan yaitu dokumentasi pengkajian keperawatan sebesar 78.27% , dokumentasi diagnosis keperawatan  sebesar 78.27%, dokumentasi rencana keperawatan sebesar 78.65%, kelengkapan dokumentasi tindakan keperawatan sebesar 97.38% dan kelengkapan dokumentasi evaluas keperawatani sebesar 91.93%. Format evaluasi berupa D.A.R tidak menggunakan S.O.A.P atau S.O.A.P.I.E.R. Kesimpulannya sistem dokumentasi keperawatan di ruang rawat inap non intensif rumah sakit Islam Sukapura Jakarta Utara sebagian besar terisi dengan baik. Saran bagi pihak Rumah Sakit agar selalu meningkatkan mutu keperawatan dengan memperhatikan aspek pendukung. 
Kata kunci 
: Dokumentasi, Proses Keperawatan, Ruang  Rawat Inap Non Intensive 
Analysis of Nursing Documentation Completion at Non Intensive Inpatient Room in Sukapura Islamic Hospital Nort Jakarta 
Abstract 
Nursing service is an integral part of health services plays an important role in determining quality of Hospital services, as a front in achieving health development goals because nursing services are provided continuously for 24 hours and included in various health care settings. This study aims to analyze the completeness of nursing care documentation in non intensive inpatient rooms of Sukapura Islamic Hospital North Jakart. This research is a documentation study with qualitative descriptive research type. A study about documentation of the nursing care process conducted at the administrative section of Sukapura Islamic Hospital Jakarta based on the patient's visit in the non intensive inpatient room in July 2012. The result of research shows that the complete documentation of nursing care process is 87.84% complete and 12.16% is not filled completely. Completeness of nursing care process steps are assesment documentation 78,27% complete, nursing diagnosis documentation is 78,27% complete, nursing intervention documentation is 78,65% complete, nursing implementation documentation is 97,38% complete, evaluation documentation is 91,93% complete, The DAR format of evaluation does not use SOAP or SOAPIE. Conclusion, the nursing documentation system in the non intensive  inpatient room of Sukapura Islamic Hospital North Jakarta is mostly well filled. Suggestions for the Hospital to always improve the quality of nursing by considering the supporting aspects. 
Keywords  
: Documentation, Nursing Process, Non Intensive Inpatient Room 
PENDAHULUAN 
Rumah Sakit merupakan tempat rujukan medis dan kesehatan serta merupakan institusi yang padat ilmu, padat modal, padat karya dan padat teknologi, tempat berbagai profesi bekerja sama, seyogyanya menjadi pusat informasi bagi pasien dan masyarakat pada umumnya, sekaligus bagi pusat kesehatan sendiri (Departemen Kesehatan RI, 1997). 

Tenaga perawat yang merupakan “The caring profession” mempunyai kedudukan penting dalam menghasilkan kualitas pelayanan kesehatan di rumah sakit, karena pelayanan yang diberikannya berdasarkan pendekatan biopsiko-sosial-spiritual merupakan pelayanan yang unik dilaksanakan selama 24 jam dan berkesinambungan merupakan kelebihan tersendiri dibanding pelayanan lainnya (Departemen Kesehatan RI, 2001). 

Pelayanan keperawatan merupakan bagian integral dari pelayanan kesehatan memegang peranan penting dalam menentukan mutu  pelayanan Rumah Sakit, tulang punggung dalam mencapai tujuan pembangunan kesehatan karena pelayanan keperawatan diberikan secara berkesinambungan selama 24 jam dan berada dalam berbagai tatanan pelayanan kesehatan. Berdasarkan hal tersebut pelayanan keperawatan mempunyai kontribusi yang cukup besar untuk mewujudkan terlaksananya program-program yang telah ditetapkan oleh menteri kesehatan 

(Departemen Kesehatan RI, 2008).  Rumah Sakit X didirikan pada tahun 1992 yang merupakan Rumah Sakit tipe C, pada saat ini menginjak usia yang ke 20 tahun dengan kapasitas 160 tempat tidur, jumlah ketenagaan berdasarkan tingkat pendidikan sampai dengan bulan April 2012 terdiri dari : tenaga dokter tetap 16 orang (4,07%),  jumlah tenaga perawat sebanyak 154 orang (39,18%) dan tenaga bidan 21 orang (5,34%), dengan dukungan fasilitas penunjang yang profesional. Situasi sumber daya manusia berdasarkan tingkat pendidikan perawat baik yang terlibat langsung maupun tidak langsung dalam pelayanan pemberian asuhan keperawatan adalah sebagai berikut; jumlah perawat sebanyak 154 orang yang terdiri dari 139 orang lulusan AKPER, delapan orang lulusan S1 dengan program Ners, Lulusan SPK dengan tambahan keahlian sebanyak  satu orang, D3 perawat gigi sebanyak dua orang, sekolah perawat gigi sebanyak satu orang, sedang menempuh S2 Keperawatan  Medical Bedah satu orang. Dari sejumlah perawat yang ada di Rumah Sakit X ini terdistribusi baik di rawat jalan maupun rawat inap dan ruang rawat intensif maupun non intensif.  

Sistem manajemen mutu di Rumah Sakit X mencakup dokumentasi, penerapan, pemeliharaan dan perbaikan yang berkesinambungan atas seluruh proses yang terkait dengan semua aktivitas Rumah Sakit, termasuk proses dan pengendalian pelayanan yang dilakukan oleh rekanan/pemasok (Buku Pedoman mutu RS Islam Jakarta Sukapura. Tahun 2012). 

Berdasarkan data tersebut di atas mendorong 
keinginan 
penulis 
melakukan penelitian 
tentang 
Analisis 
kelengkapan dokumentasi asuhan keperawatan di ruang rawat inap non intensif Rumah Sakit X  

METODE PENELITIAN 
Jenis penelitian ini adalah penelitian non eksperimen yaitu dengan penelitian deskriptif. Penelitian deskriptif merupakan penelitian yang dimaksudkan untuk mengumpulkan informasi mengenai status suatu gejala yang ada, yaitu keadaan gejala menurut apa adanya pada saat penelitian dilakukan (Arikunto, Suharsimi, 2010). Adapun yang menjadi unit analisis dalam penelitian ini adalah dokumentasi catatan hasil asuhan keperawatan pada pasien yang telah mendapatkan perawatan di unit rawat inap non intensif Rumah Sakit X pada periode Juli 2012. Dokumentasi yang digunakan dalam penelitian ini adalah dokumentasi yang ada di unit RMK Rumah Sakit X.  

Untuk mendapatkan data yang diperlukan guna menunjang penelitian ini maka teknik pengumpulan data dilakukan dengan cara-cara Studi dokumentasi dan Studi pustaka. Data yang terkumpul berdasarkan kajian studi dokumentasi kemudian akan dianalisa melalui proses penganalisaan data secara deskriptif baik dengan dukungan data kuantitatif ataupun data kualitatif. 

HASIL PENELITIAN 
penatalaksanaan pengisian dokumentasi asuhan 


Dari hasil studi dokumentasi penilaian 
keperawatan sebagai berikut: 

catatan keperawatan maka didapatkan hasil         
Tabel 1. Distribusi kelengkapan data tentang dokumentasi pengkajian asuhan keperawatan 
	No 
	ASPEK YANG DINILAI 
	Tidak Lengkap 
	Lengkap 
	Jumlah 

	1 
2 
3 
4 
	Mencatat data yang dikaji sesuai dengan pedoman Pengkajian 
Data dikelompokkan (bio-psiko-sosialspiritual) 
Data dikaji sejak pasien masuk sampai pulang 
Masalah dirumuskan berdasarkan kesenjangan antara status kesehatan dengan norma dan pola fungsi kehidupan 
	23 

(4,82%) 25 

(5,24%) 3 

(0,63%) 

157 

(32,91%) 
	454 

(95,18%) 452 

(94,76%) 474 

(99,37%) 320 

(67,09%) 
	477 

(100%) 477 

(100%) 477 

(100%) 477 

(100%) 

	
	Tabel 2. Frekwensi rata-rata Kelengkapan pe
	ngkajian As
	uhan Keperaw
	atan 

	Katagori dokumentasi 
	Jumlah 
	Presentase (%) 

	Tidak Lengkap 
	52 
	10,90% 

	Lengkap 
	425 
	89,10% 

	Jumlah 
	477 
	100% 


Tabel 3. Distribusi kelengkapan data tentang dokumentasi Diagnosis keperawatan 
	No 
	ASPEK YANG DINILAI 
	Tidak Lengkap 
	Lengkap 
	Jumlah 

	1 
	Diagnosis keperawatan berdasarkan masalah yang telah dirumuskan. 
	83 

(17,40%) 
	394 

(82,60%) 
	477 

(100%) 

	2 
	Diagnosis keperawatan mencerminkan PE/PES 
	105 

(22,01%) 
	372 

(77,99%) 
	477 

(100%) 

	3 
	Merumuskan diagnosis keperawatan aktual / potensial 
	123 

(25,79%) 
	354 

(74,21%) 
	477 

(100%) 


Tabel 4. Distribusi frekwensi Kelengkapan Diagnosis Keperawatan 
	Katagori dokumentasi 
	Jumlah 
	Presentase (%) 

	Tidak Lengkap 
	104 
	21,73% 

	Lengkap 
	373 
	78,27% 

	Jumlah 
	477 
	100% 


Tabel 5. Distribusi kelengkapan data tentang dokumentasi perencanaan asuhan keperawatan 
	No 
	ASPEK YANG DINILAI 
	Tidak Lengkap 
	Lengkap 
	Jumlah 

	1 
	Berdasarkan diagnosis keperawatan 
	96 

(20,13%) 
	381 (79,87) 
	477 

(100%) 

	2 
	Disusun menurut urutan prioritas 
	165 

(34,59%) 
	312 

(65,41%) 
	477 

(100%) 

	3 
	Rumusan tujuan mengandung komponen pasien / subyek, perubahan, perilaku, kondisi pasien dan atau kriteria waktu 
	109 

(22,85%) 
	368 

(77,15%) 
	477 

(100%) 

	4 
	Rencana tindakan mengacu pada tujuan dengan kalimat perintah, terinci dan jelas 
	51 

(10,69%) 
	426 

(89,31%) 
	477 

(100%) 

	5 
	Rencana tindakan menggambarkan keterlibatan pasien/ keluarga 
	33 

(6,92%) 
	444 

(93,08%) 
	477 

(100%) 

	6 
	Rencana tindakan menggambarkan kerjasama dengan tim kesehatan lain 
	157 

(32,91%) 
	320 

(67,09%) 
	477 

(100%) 


 
Tabel 6. Distribusi frekwensi rata-rata Kelengkapan perencanaan Asuhan Keperawatan 
	Katagori dokumentasi 
	Jumlah 
	Presentase (%) 

	Tidak Lengkap 
	102 
	21,35% 

	Lengkap 
	375 
	78,65% 

	Jumlah 
	477 
	100% 


 
Tabel 7. Distribusi kelengkapan data tentang dokumentasi tindakan keperawatan 
	No 
	ASPEK YANG DINILAI 
	Tidak Lengkap 
	Lengkap 
	Jumlah 

	1 
	Tindakan dilaksanakan mengacu pada rencana perawatan 
	17 

(3,56%) 
	460 

(96,44%) 
	477 

(100%) 

	2 
	Perawat mengobservasi respon pasien terhadap tindakan keperawatan 
	10 

(2,10%) 
	467 

(97,90%) 
	477 

(100%) 

	3 
	Revisi tindakan berdasarkan hasil evaluasi 
	19 

(3,98%) 
	458 

(96,02%) 
	477 

(100%) 

	4 
	Semua tindakan yang telah dilaksanakan dicatat ringkas dan jelas 
	4 (0,84%) 
	473 

(99,16%) 
	477 

(100%) 


 
 Tabel 8.  Distribusi frekwensi Kelengkapan tindakan Asuhan Keperawatan 
	Katagori dokumentasi 
	Jumlah 
	Presentase (%) 

	Tidak Lengkap 
	13 
	2,62% 

	Lengkap 
	465 
	97,38% 

	Jumlah 
	477 
	100% 


 
Tabel 9. Distribusi kelengkapan data tentang dokumentasi evaluasi asuhan keperawatan 
	No 
	ASPEK YANG DINILAI 
	Tidak Lengkap 
	Lengkap 
	Jumlah 

	1 
	Evaluasi keperawatan mengacu pada tujuan 
	59 

(12,37%) 
	418 

(87,63%) 
	477 

(100%) 

	2 
	Hasil evaluasi dicatat 
	18 

(3,77%) 
	459 

(96,23%) 
	477 

(100%) 


 
 Tabel 10. Distribusi frekwensi Kelengkapan evaluasi Asuhan Keperawatan 
	Katagori dokumentasi 
	Jumlah 
	Presentase (%) 

	Tidak Lengkap 
	38 
	8,07% 

	Lengkap 
	439 
	91,93% 

	Jumlah 
	477 
	100% 


 Tabel 11. Distribusi kelengkapan data tentang dokumentasi catatan asuhan keperawatan 
	No 
	ASPEK YANG DINILAI 
	Tidak Lengkap 
	Lengkap 
	Jumlah 

	1 
	Menulis pada format yang baku 
	3 (0,63%) 
	474 (99,37) 
	477 

(100%) 

	2 
	Pencatatan dilakukan sesuai dengan tindakan yang dilaksanakan 
	7 (1,47%) 
	470 

(98,53%) 
	477 

(100%) 

	3 
	Pencatatan ditulis dengan jelas, ringkas, istilah yang baku dan benar 
	48 

(10,06%) 
	429 

(89,94%) 
	477 

(100%) 

	4 
	Setiap melakukan tindakan/kegiatan perawat mencantumkan paraf/ nama jelas, dan tanggal jam dilakukannya tindakan 
	75 

(15,72%) 
	402 

(84,28%) 
	477 

(100%) 

	5 
	Berkas catatan keperawatan disimpan sesuai dengan ketentuan yang berlaku 
	2 (0,42%) 
	475 

(99,58%) 
	477 

(100%) 


 

Tabel 12. Distribusi frekwensi Kelengkapan catatan keperawatan 
	Katagori dokumentasi 
	Jumlah 
	Presentase (%) 

	Tidak Lengkap 
	27 
	5,66% 

	Lengkap 
	450 
	94,34% 

	Jumlah 
	477 
	100% 


PEMBAHASAN 
a) Dokumentasi Pengkajian Keperawatan 
Hasil penelitian studi dokumentasi tentang kelengkapan pengkajian keperawatan secara kumulatif didapatkan hasil sebagian besar format pengkajian terisi dengan lengkap sebanyak 89.10% dan format pengkajian yang tidak terisi dengan lengkap sebanyak 10.90%.    Hal ini sesuai dengan penelitian yang dilakukan Siti Nurjanah (2012)di  RSUD Pandan Arang didapat hasil format pengkajian yang  terisi lengkap sebanyak 57,9 %.  

Dalam melakukan pengkajian keperawatan, kegiatan pengumpulan data pasien di  Rumah Sakit X dilakukan sejak pasien masuk dan secara terus menerus sampai  pasien keluar dari ruang perawatan. Pengkajian yang dilakukan menggunakan format yang dibakukan di Rumah Sakit X dengan tehnik wawancara, pengamatan, dan pemeriksaan fisik. Pengkajian dilakukan oleh perawat pelaksana maupun ketua tim sehingga didapatkan data sesuai dengan kebutuhan pasien yang dituangkan dalam format pengkajian. 

Komunitas perawat Rumah Sakit X mempunyai Standar Asuhan Keperawatan yang disebut SAK  yang merupakan bahan atau sumber serta pedoman untuk melaksanakan proses asuhan keperawatan secara profesional dan bermutu. SAK tersebut semestinya disosialisasikan secara terprogram dalam seri waktu tertentu, akan tetapi pada kenyataannya SAK tersebut disosialisasikan pada awal akan diberlakukan. SAK yang di susun di Rumah Sakit X berdasarkan 15 kasus penyakit yang sering muncul di setiap bagiannya, sehingga setelah disusun didapatkan ada sekitar 75 kasus penyakit, hal ini merupakan representatif asuhan keperawatan di Rumah Sakit X Jakarta Utara.  

Pengkajian merupakan langkah pertama dari proses keperawatan dengan kegiatan pengumpulan data, memvalidasi data pengorganisasian data dan mencatat data yang diperoleh. Langkah ini merupakan dasar untuk perumusan diagnosis keperawatan dan mengembanggkan rencana keperawatan sesuai kebutuhan pasien serta melakukan implementasi keperawatan (Abd Wahid & Imam Suprapto, 2012) dan (Potter dan Perry, 2005).  

Menurut analisis peneliti ada beberapa faktor yang dapat menunjang terjadinya ketidaklengkapan dokumentasi pengkajian keperawatan adalah : 1) karakteristik perawat pelaksana didominasi oleh perawat yang berumur muda yang belum lama memiliki pengalaman bekerja, 2) pengkajian, diagnosis, dan perencanaan keperawatan semestinya dilakukan oleh ketua Tim yang mempunyai kompetensi baik dalam hal proses asuhan keperawatan akan tetapi di ruang rawat inap non intensif Rumah Sakit X penkajian sampai evaluasi dilakukan oleh semua perawat walupun perawat itu masih miskin pengalaman, 3) Supervisi terhadap dokumentasi pengkajian oleh atasan langsung tidak maksimal dilakukan yang ditunjukan dengan tidak adanya bukti dokumen dimaksud telah disupervisi (seperti paraf, komentar, ataupun jenis koreksi lainnya), 4) Pelatihan tentang sistem dokumentasi ini tidak pernah dilakukan dalam lima tahun terakhir ini, 5) Baik Uraian tugas perawat pelaksana maupun Ketua Tim tidak menyebutkan secara rinci perintah atau petunjuk tentang bagaimana membuat dokumentasi asuhan keperawatan yang baik dan benar, 6).Audit keperawatan yang berkaitan dengan dokumentasi proses asuhan keperawatan tidak pernah dilakukan dalam dua tahun terakhir ini. 

Format pengkajian keperawatan yang digunakan di Rumah Sakit X tidak mencantumkan kolom pengelompokan data dan analisis data akan tetapi langsung menuliskan masalah sehingga menimbulkan variasi dalam penulisan masalah sesuai dengan pengetahuan dan kemampuan perawat. 

b) Diagnosis Keperawatan 
Hasil penelitian studi dokumentasi tentang kelengkapan diagnosis keperawatan secara kumulatif didapatkan hasil 78.27% format diagnosis terisi dengan lengkap, 21.73% format diagnosis tidak terisi dengan lengkap. Hal ini tidak sesuai dengan penelitian yang dilakukan Siti Nurjanah (2012)di  RSUD Pandan Arang didapatkan hasil sebagian besar format diagnosis tidak  terisi lengkap 70,5 %. 

Diagnosis keperawatan merupakan hasil akhir dari pengkajian yang dirumuskan atas dasar interpretasi data yang tersedia. Diagnosis keperawatan menggambarkan respon manusia pada diri pasien terhadap perubahanperubahan dalam dimensi bio-psiko-sosiospiritual. Diagnosis keperawatan dapat mengkomunikasikan kepada rekan sejawat atau tenaga kesehatan lainnya, dimana perawatan yang diberikan perawat kepada pasien berfokus pada kebutuhan individual pasien. Sebuah diagnosis keperawatan dapat berupa masalah kesehatan yang bersifat aktual yang secara klinis jelas atau masalah kesehatan potensial dimana faktor-faktor resiko dapat mengancam kesehatan pasien secara umum. Kedua jenis diagnosis keperawatan tersebut harus di intervensi untuk memecahkan masalah atau mengurangi atau mencegah timbulnya masalah (Sumijatun, 2009). 

Diagnosis keperawatan dibuat berdasarkan hasil pengkajian yang dilakukan oleh perawat sesuai dengan apa yang tertuang pada format pengkajian. Diagnosis keperawatan aktual adalah diagnosis keperawatan yang menjelaskan masalah nyata yang ada pada saat pengkajian dilakukan. Diagnosis keperawatan potensial adalah diagnosis keperawatan yang menjelaskan masalah nyata yang akan terjadi jika tindakan keperawatan tidak dilakukan. Jadi masalahnya belum ada tapi penyebabnya sudah ada. Kekurangan dalam melakukan diagnosis keperawatan harus secepatnya dikoreksi karena akan menentukan dalam rencana tindakan sehingga pecapaian tujuan utama keperawatan akan mengalami hambatan (Patricia W Ilyer. Nancy H camp, 2001). 

Menurut analisis peneliti bahwa tidak lengkapnya merumuskan diagnosis aktual dan potensial dimungkinkan oleh ketidaklengkapan dari bagian pengkajian terutama yang ditunjukan pada aspek “masalah dirumuskan berdasarkan kesenjangan antara status kesehatan dengan pola fungsi kehidupan” sebagaimana yang telah diuraikan di atas. Selain itu kemungkinan lain terjadinya ketidaklengkapan dokumentasi keperawatan terutama pada perumusan diagnosis yang bersifat aktual dan potensial adalah: Format diagnosis keperawatan yang digunakan  di ruang rawat inap non intensif Rumah Sakit X tidak mencantumkan atau menggunakan kolom khusus diagnosis keperawatan yang mengandung unsur P.E.S. akan tetapi langsung disatukan/bersama dalam perencanaan keperawatan. Sedangkan pada instrumen studi dokumentasi penelitian ini ada aspek pertanyaan yang merupakan bagian tentang diagnosis keperawatan yaitu diagnosis mencerminkan PE/PES, hal ini akan menjadikan kendala perawat dalam memilah diagnosis mana yang harus dimunculkan karena formatnya tidak disediakan, pelatihan khusus tentang cara dan tekhnis pembuatan diagnosis perawatan dalam lima tahun terakhir ini tidak pernah dilakukan di Rumah Sakit X yang ditandai dengan tidak adanya program pelatihan (program Diklat RSIJS) yang berhubungan dengan dokumentasi keperawatan.  

c) Dokumentasi Rencana Keperawatan 
Hasil penelitian studi dokumentasi tentang kelengkapan rencana asuhan keperawatan secara kumulatif didapatkan hasil 78.65% format rencana keperawatan terisi dengan lengkap, 21.35% format rencana tindakan keperawatan tidak terisi dengan lengkap. Hal  ini tidak sesuai dengan penelitian yang dilakukan Siti Nurjanah (2012)di  RSUD Pandan Arang didapatkan hasil format rencana keperawatan yang  terisi lengkap sebanyak 42,1 %. 
Format rencana keperawatan diruang rawat inap Rumah Sakit X yang digunakan  terdiri dari diagnosis keperawatan, tujuan dengan kriteria hasil, rencana tindakan dan nama jelas perawat. Format rencana keperawatan diruang rawat inap Rumah Sakit X tidak menggunakan kolom rasionalisasi. 
Proses perencanaan meliputi perumusan tujuan dan menentukan intervensiintervensi yang tepat. Proses ini dimulai dengan membuat daftar semua masalah-masalah pasien dan mencari masukan dari pasien atau keluarganya tentang penentuan tujuan akhir yang dapat diterima dan dapat dicapai secara rasional. Pernyataan tujuan akhir harus dinyatakan dalam bentuk pernyataan yang dapat diukur, yang secara obyektif menunjukann perkembangan terhadap pemecahan masalah yang ditemukan. Bagian lain dari perecanaan keperawatan adalah menentukan intervensi yang digunakan perawat dengan melibatkan pasien dan keluarga untuk mencapai tujuan yang telah ditetapkan 

(Nursalam, 2007).  
Rencana asuhan keperawatan dibuat secara spesifik, jelas, jangka waktu ditentukan, dapat diukur baik kognitif, afektif, dan psikomotor. Jenis intervensi keperawatan harus mencantumkan therapi keperawatan, pendidikan kesehatan, kolaborasi dengan Tim kesehatan lain, observasi dan monitoring. 
Pada penelitian studi dokumentasi perencanaan asuhan keperawatan aspek yang dinilai adalah: a) rencana tindakan Berdasarkan diagnosis keperawatan, b) rencana tindakan disusun menurut urutan prioritas, c) Rumusan tujuan mengandung komponen pasien / subyek, perubahan, perilaku, kondisi pasien dan atau kriteria waktu, d) Rencana tindakan mengacu pada tujuan dengan kalimat perintah, terinci dan jelas, e).Rencana tindakan menggambarkan keterlibatan pasien/ keluarga, f).Rencana tindakan menggambarkan kerjasama dengan tim kesehatan lain (H Zaidin Ali, 2010) .  
Menurut analisa peneliti bahwa Ketidaklengkapan dalam dokumentasi rencana asuhan keperawatan ini dimungkinkan oleh hahal sebagai berikut: a) rencana tindakan merupakan kelanjutan dari diagnosis keperawatan sebelumnya yang semestinya harus terprioritas secara rinci baik diagnosis aktual maupun otensial, b) tidak adanya program pelatihan perawat dalam meakukan dokumentasi keperawatan secara periodik khususnya dibidang perencanaan keperawatan, c) tidak dilakukannya supervisi baik oleh atasan langsung maupun oleh komite keperawatan, d) Baik uraian tugas perawat maupun SOP atau petunjuk teknis pengisian dokumentasi keperawatan tidak menekankan kepada bagaimana membuat dokumentasi rencana tindakan yang baik dan benar, e) tidak adanya program rutin  Audit keperawatan oleh para manajer keperawatan. 
d) Dokumentasi Tindakan Keperawatan  Hasil penelitian studi dokumentasi tentang kelengkapan tindakan keperawatan secara kumulatif didapatkan hasil 97.38% format tindakan keperawatan terisi dengan lengkap, 2.62% format tindakan keperawatan tidak terisi dengan lengkap. Hal  ini sesuai dengan penelitian yang dilakukan Siti Nurjanah (2012)di  RSUD Pandan Arang didapatkan hasil format diagnosis yang  terisi lengkap sebanyak 53, 7 %. 
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Tindakan keperawatan adalah suatu tindakan perawat untuk membantu klien untuk mencapai 
tujuan 
perawatan 
yang 
telah direncanakan. 
Tindakan 
tersebut 
dapat berbentuk perintah keperawatan atau perintah profesi 
lain 
dalam 
rangka 
tugas 
limpah (kolaborasi) yang telah direncanakan dalam perencanaan keperawatan. 
Dokumentasi tindakan keperawatan adalah pencatatan proses intervensi/tindakan keperawtaan yang meliputi tindakan apa, siapa yang mengerjakan, mengapa dilakukan, dimana dilakukan, bilamana/kapan waku tindakan dilakukan, dan bagaimana tindakan tersebut dilakukan (Sumijatun, 2010 ). 
 Menurut analisa peneliti kelengkapan dokumentasi tindakan keperawatan hampir sempurna, hal ini dimungkinkan karena perawat selalu melakukan tindakan keperawatan berdasarkan respon pasien saat itu dan dilakukan secara terus menerus mulai pasien masuk ruang rawat inap sampai pasien keluar dari rawat inap. Tindakan keperawatan yang dilakukan di Rumah Sakit X yaitu langsung diisi/dicatat pada catatan perkembangan sesuai berdasarkan evaluasi DAR. Teknis penulisan tindakan keperawatan berdasarkan catatan perkembangan dalam hal ini menggunakan metode  DAR terdapat kelemahan yaitu perawat dalam melaksanakan tindakan hanya berorientasi keadaan pasien saat itu tanpa melihat atau memperhatikan master plan yang sudah dibuat sebelumya pada awal pasien masuk, sehingga ada beberapa rencana tindakan yang sudah direncanakan sebelumnya/berdasar master plan  akan terlupakan.  
e) Dokumentasi Evaluasi Keperawatan 
Hasil penelitian study dokumentasi tentang kelengkapan evaluasi keperawatan yang dilakukan di Ruang rawat inap non intensif Rumah Sakit X menunjukan bahwa 91,93%  terisi dengan lengkap, 8.07% dokumentasi evaluasi tidak terisi dengan lengkap.Hal ini sesuai dengan penelitian yang dilakukan Siti Nurjanah (2012)di  RSUD Pandan Arang didapatkan hasil format diagnosis yang  terisi lengkap 65, 3 %. 
Evaluasi keperawatan dicatat disesuaikan dengan setiap diagnosis keperawatan. Evaluasi untuk setiap diagnosis keperawatan meliputi data subyektif (S), data obyektif (O), analisa permasalahan (A) berdasarkan  S dan O, serta perencanaan ulang (P) berdasarkan hasil analisa data diatas. Evaluasi ini disebut evaluasi proses. Semua itu dicatat pada formulir catatan perkembangan (Nursalam, 2007) 
Menurut Marilyn E Doengoes, bahwa evaluasi keperawatan merupakan proses kontinu yang penting untuk menjamin kualitas dan ketepatan tindakan keperawatan yang dilakukan dan keefektifan rencana keperawatan dalam memenuhi kebutuhan klien. Ada tiga komponen penting dalam evaluasi keperawatan, yakni pengkajian ulang, modifikasi rencana keperawatan, da penghentian pelayanan. 
Menurut analisis peneliti bahwa Rendahnya dokumentasi evaluasi proses asuhan keperawatan tentang “evaluasi mengacu pada tujuan” dimungkinkan karena evaluasi selama ini hanya dilakukan pada evaluasi proses tidak sampai mengvaluasi hasil akhir.  Evaluasi akhir adalah evaluasi yang dilakukan mengacu kepada tujuan awal yang ada pada perencanaan, sedangkan evaluasi proses tanpa melihan tujuan awal tetapi berdasarkan kebutuhan pasien saat itu.Dokumentasi evaluasi proses asuhan keperawatan di ruang rawat inap non intensif Rumah Sakit Isam Jakarta Sukapura menggunakan format D.A.R tidak menggunakan S.O.A.P atau S.O.A.P.I.E.R. Sistem evaluasi yang dilakukan hanya berdasarkan kebutuhan pasien saat itu atau respon sesaat dengan kata lain hanya melakukan evaluasi yang sifatnya formatif saja.  
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Cross-Mapping of Nursing Care Terms Recorded in Italian Hospitals into the Standardized NNN Terminology
Fabio D’Agostino, RN, PhD
[image: image8]

 HYPERLINK "http://orcid.org/0000-0002-4641-604X" \h , Valentina Zeffiro, RN, MSN, Ercole Vellone, RN, PhD, FESC, Davide Ausili, RN, PhD, Romina Belsito, RN, MSN, Antonella Leto, RN, MSN, and Rosaria Alvaro, RN, MSN, FESC
Fabio D’Agostino, RN, PhD, is a Research Fellow, at the Department of Biomedicine and Prevention, University of Rome Tor
Vergata, Rome, Italy, Valentina Zeffiro, RN, MSN, is a PhD candidate, at the Department of Biomedicine and Prevention,
University of Rome Tor Vergata, Rome, Italy, Ercole Vellone, RN, PhD, FESC, is an Assistant Professor at the Department of
Biomedicine and Prevention, University of Rome Tor Vergata, Rome, Italy, Davide Ausili, RN, PhD, is a Research Fellow at the Department of Medicine and Surgery, University of Milan Bicocca, Milan, Italy, Romina Belsito, RN, MSN, is a Registered Nurse, at the Department of Neonatology, S. Giovanni Addolorata Hospital Complex, Rome, Italy, Antonella Leto, RN, MSN, is the Director of Nursing Department at the S. Giovanni Addolorata Hospital Complex, Rome, Italy, and Rosaria Alvaro, RN, MSN,
FESC, is an Associate Professor at the Department of Biomedicine and Prevention, University of Rome Tor Vergata, Rome, Italy
Search terms: Cross-mapping, nursing documentation, standardized nursing terminology
Author contact:
fabio.d.agostino@uniroma2.it, with a copy to the Editor: journal@nanda.org
Conflict of Interest: The authors have no conflicts of interest to
PURPOSE: To evaluate if nursing diagnoses, interventions, and outcomes, as recorded by nurses in Italian hospitals, were semantically equivalent to the NANDA-I, NIC, and NOC (NNN) terminology.
METHODS: A cross-mapping study using a multicenter design. Terms indicating nursing diagnoses, interventions, and outcomes were collected using the D-Catch instrument. Cross-mapping of these terms with NNN terminology was performed. FINDINGS: A sample of 137 nursing documentations was included. Over 80% of nursing diagnostic terms, interventions, and outcomes were cross-mapped into NNN terminology.
CONCLUSIONS: The study showed that most of the natural terms used by nurses were semantically equivalent to the standardized terms of NNN terminology.
IMPLICATIONS FOR NURSING PRACTICE: In Italy, the use of NNN terminology is recommended; however, further development of this terminology is needed.
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report.
Introduction
Nursing phenomena and activities can be defined and described by the use of a standardized nursing terminology (SNT) that also provides information about how nursing impacts patient outcomes (Estrada & Dunn, 2012; Rutherford, 2008). The use of an SNT is crucial for the development of nursing science to allow retrieval of discrete nursing data in electronic health records that, in turn, support decision making (Juve Udina, Gonzalez Samartino, & Matud Calvo,
2012).
Over time, continuous efforts have been made toward developing SNTs such as NANDA International (NANDA-I) for nursing diagnoses, nursing interventions classification (NIC) for nursing interventions, and nursing outcomes classification (NOC) for nursing-sensitive outcomes, together known as NNN (Butcher, Bulechek, Dochterman, & Wagner, 2013; Herdman & Kamitsuru, 2014; Moorhead, Johnson, Maas, & Swanson, 2013). Worldwide, it has been shown that the use of such SNTs improves nursing documentation and the quality
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of nursing care (Muller-Staub, 2009; Sanson, Vellone, Kangasniemi, Alvaro, & D’Agostino, 2017).
In Italy, nursing documentation is generally still paperbased and recorded in free-text style, without the use of an SNT (D’Agostino, Vellone, Tontini, Zega, & Alvaro, 2012). This prevents accurate communication of patient data and common criteria for evaluating nursing care in different settings, limiting nursing visibility, and causing poor quality of nursing documentation, with difficulties in recording measurable patient outcomes (Ausili, 2013; D’Agostino et al., 2012). Considering the ongoing transition from paper-based to electronic health records in the country, it is timely and useful to study if the actual terms used by nurses in nursing documentation are congruent with an SNT.
The preferred method for examining the congruence between nonstandardized nursing terms and SNTs is crossmapping (Goossen, 2006). Cross-mapping is useful for identifying gaps between nonstandardized nursing terms and standard terms such as nursing diagnoses, interventions, and outcomes (Frauenfelder, van Achterberg, Needham, & Muller Staub, 2016; Moorhead & Delaney, 1997). Specifically, cross-mapping allows comparison of terms from different terminologies in order to determine their semantic equivalence.
Aim
It is very important that nurses in Italy are able to communicate with all nurses using the same SNT as nurses elsewhere. An SNT can be useful for showing the contribution of nursing care by unifying and comparing standard data across different healthcare populations and settings, as already exists for medical data. Evaluation of the NNN helps to determine if this terminology is an appropriate replacement for the non-standard terms used by nurses in Italy.
The aim of this study was to evaluate, through crossmapping, if nursing diagnoses/problems, interventions, and outcomes, as recorded by Italian nurses in hospital nursing documentation, are semantically equivalent to the NNN terminology.
Methods
Design
A cross-mapping study was performed through a secondary analysis from a parent study of a nursing documentation audit using a multicenter retrospective design. The aim of the parent study was to evaluate the psychometric properties of the D-Catch instrument (D’Agostino et al., 2015). The D-Catch instrument was used for the cross-mapping because it allows to collect nursing diagnoses/problems, interventions, and outcomes as recorded by nurses in nursing documentations.
Sample and Setting
As fully described in the parent study (D’Agostino et al., 2015), before data collection, five hospitals (two general and three teaching hospitals, in which an SNT was not used) were conveniently asked to participate in the study and all five agreed to participate. These hospitals are located in the center and south of Italy. Two hundred fifty handwritten nursing documentations of the above hospitals were selected for the study in the following way. First, five wards were randomly selected per each hospital. Second, 10 nursing documentations were randomly selected per each ward using systematic sampling. The systematic sampling was performed by considering the total number of nursing documentations in each ward and dividing the total number by 10 to obtain the sampling interval. Third, one nursing documentation was selected at each sampling interval. Nursing documentations with a patient length of stay less than three days were excluded. In this investigation, with an aim different from the parent study, we selected only nursing documentations with the presence of at least one nursing diagnostic term. Therefore, 137 nursing documentations were included in this study.
Instrument
For data collection, we used the D-Catch—an instrument to measure the accuracy of nursing documentation in hospital settings (Paans, Sermeus, Nieweg, & Van Der Schans, 2009). D-Catch is composed of six items to evaluate the accuracy of the following: (a) nursing documentation structure, (b) patient nursing assessment on admission, (c) nursing diagnoses, (d) autonomous nursing activities, (e) nursingsensitive outcomes, and (f) nursing documentation legibility. The D-Catch has adequate psychometric properties that have also been tested in the Italian version, with results for confirmatory factor analysis (comparative fit index = 0.98, root mean square error of approximation = 0.043), internal consistency reliability (Cronbach’s alpha = 0.77), and interrater reliability (intraclass correlation coefficients between 0.849 and 0.995; D’Agostino et al., 2015). For the aim of this study, we analyzed only the three items of the D-Catch that were related to nursing diagnoses, activities, and outcomes. For each of these items, a specific form was used to write in nursing diagnoses, activities, and outcomes as recorded verbatim by nurses in the analyzed nursing documentations.
Data Collection and Cross-Mapping Process
Data collection in the parent study was performed by 10 registered nurses who had been trained to use the D-Catch (D’Agostino et al., 2015). In this secondary analysis, data of the three D-Catch items reporting the nursing diagnoses, activities, and outcomes were independently cross-mapped into NNN terminology by two PhD-educated nurse investigators (FD, EV) who had a mean age of 44 years and a mean of 19 years of nursing experience. These two investigators were also experts in SNT and nursing information systems, with each having at least 8 years of research experience in these fields. The interrater agreement between the two investigators was evaluated. Any disagreement between the two investigators was solved by discussion until a consensus was reached. In case a consensus was not reached, a third investigator was consulted (RA).
Cross-mapping of nursing diagnoses. Cross-mapping of nursing diagnoses was conducted according to the method used by Frauenfelder et al. (2016). This process classifies diagnostic terms (i.e., terms used by nurses to identify nursing diagnoses/problems) found in nursing documentation into one of three levels. The first level, a “full match,” means that the diagnostic term found in the nursing documentation cross-mapped verbatim into the NANDA-I diagnoses or in its definition (e.g., nursing documentation “constipation” crossmapped directly into the NANDA-I diagnosis constipation, or nursing documentation “tissue lesion” cross-mapped into the definition of impaired skin integrity). The second level, a “conceptual match,” was found if the diagnostic term was expressed as a defining characteristic (e.g., nursing documentation “bladder distention” cross-mapped into the NANDA-I diagnosis urinary retention). Finally, the third level, “does not match,” means that the diagnostic term did not cross-map into the NANDA-I diagnoses (e.g., nursing documentation “general indisposition” could not cross-map to any NANDA-I diagnosis). If the diagnostic term was in the first or second level, it was cross-mapped into the corresponding NANDA-I diagnosis; otherwise, it could not be cross-mapped.
Cross-mapping of nursing activities. The crossmapping of nursing activities into NIC was performed using the methodology developed by Moorhead and Delaney (1997). This methodology cross-maps nonstandardized nursing interventions into the SNT of NIC. Ten rules, developed by Moorhead and Delaney (1997) to be decision making for cross-mapping, were followed by the investigators to cross-map nursing activities in NIC. The most important rules were as follows: (a) for each nursing activity, an NIC intervention is chosen based on its related nursing diagnosis and on the fit between the nursing activity and the NIC intervention’s definition; and (b) to determine a key word (generally a verb) from the nursing activity to help in the identification of appropriate NIC intervention.
Cross-mapping of nursing outcomes. Nursing outcomes recorded in nursing documentation were cross-mapped into corresponding indicators of the NOC. The process used to cross-map was developed by the investigators adapting the previous methodologies used for cross-mapping nursing diagnoses/problems and nursing activities. This cross-mapping classified the nursing outcomes found in nursing documentation into three levels. The first level, a “full match,” meant that the nursing outcomes found in the nursing documentation cross-mapped verbatim into the NOC indicator (e.g., nursing documentation “body temperature in normal range” cross-mapped directly into the indicator body temperature of the NOC vital signs). The second level, a “conceptual match,” was found if the nursing outcome was conceptually expressed as the corresponding NOC definition with a specific indicator (e.g., nursing documentation “patient does not evacuate since 5 days” cross-mapped into the NOC definition bowel elimination and in the corresponding indicator stool amount for diet). Finally, the third level, “does not match,” meant that the nursing outcome did not cross-map into the NOC indicator because it was expressed as a very generic term (e.g., nursing documentation “patient is very confused” could not cross-map into any NOC indicator). If the nursing outcome was in the first or the second level, it was cross-mapped into the corresponding NOC indicator; otherwise, it could not be cross-mapped. To appropriately cross-map nursing outcomes into NOC indicators, the investigators chose the NOC based on its related nursing diagnosis.
Nursing diagnoses, interventions, and outcomes linkages. After the above steps, the linkages among the three phases of the nursing process were evaluated. These included (a) nursing diagnoses and interventions, (b) nursing diagnoses and outcomes, and (c) all three of the phases together (i.e., nursing diagnoses, interventions, and outcomes). Linkages were considered only between terms that were cross-mapped into NNN terminology.
Statistical Analysis
Interrater reliability was calculated using Cohen’s kappa to assess the agreement between the two investigators who performed the cross-mapping. A kappa score of >0.60 is considered satisfactory (McHugh, 2012). Descriptive statistics were used to analyze the prevalence of nursing diagnoses, interventions, and outcomes according to NANDA-I, NIC, and NOC, respectively, and the linkages among them. All analyses were performed using IBMR SPSSR Statistics, version 23.0.
Ethical Considerations
All the ethics committees of the participating hospitals approved the study. For each nursing documentation, patients expressed their consent for research use of their clinical information. To guarantee patients’ anonymity, all data were assigned to a progressive numerical code.
Findings
The 137 nursing documentations were collected in 15 different wards, which were: general surgery, n = 15; neurosurgery, n = 19; oncology, n = 11; orthopedic surgery, n = 13; gynecology, n = 15; otolaryngology, n = 12; cardiology, n = 1; digestive surgery, n = 8; hematology, n = 6; medicine, n = 4; pneumology, n = 10; interventional radiology, n = 8; rheumatology, n = 3; urology, n = 2; and postoperative critical care unit, n = 10. The median hospital length of stay was 10 days (range 3–60 days).
Interrater Agreement Between Investigators
The interrater agreement (Cohen’s kappa) showed values of 0.711, 0.834, and 0.715 (p < .001) for nursing diagnostic terms, nursing activities, and nursing outcomes, respectively. Overall, these results indicate an adequate level of agreement between investigators.
Cross-Mapping of Nursing Diagnoses
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A mean of 2.2 ± 1.7 (range 1–9) nursing diagnostic terms per patient were present in nursing documentations, for a total of 300 diagnostic terms. Two hundred sixty-eight diagnostic terms (89%) were cross-mapped into corresponding NANDA-I diagnoses because there was a “full match” (n = 179) or a “conceptual match” (n = 89) between diagnostic terms found in nursing documentation and NANDAI diagnoses. Thirty-two diagnostic terms (11%) were not cross-mapped into NANDA-I diagnoses because a “does Table 1. Frequencies of Diagnostic Terms Cross-Mapped into NANDA-I Terminology (N= 268)
	NANDA-I diagnosis (code)
	% (n)

	Acute pain (00132)
	22.8 (61)

	Nausea (00134)
	10.8 (29)

	Anxiety (00146)
	6.7 (18)

	Hyperthermia (00007)
	6.3 (17)

	Acute confusion (00128)
	6 (16)

	Impaired mood regulation (00241)
	4.8 (13)

	Urinary retention (00023)
	4.1 (11)

	Impaired skin integrity (00046)
	3.7 (10)

	Diarrhea (00013)
	3.7 (10)

	Constipation (00011)
	3.3 (9)

	Impaired urinary elimination (00016)
	3 (8)

	Decreased cardiac output (00029)
	2.6 (7)

	Ineffective breathing pattern (00032)
	2.6 (7)

	Risk for impaired cardiovascular function (00239)
	2.2 (6)

	Excess fluid volume (00026)
	1.9 (5)

	Impaired walking (00088)
	1.9 (5)

	Impaired gas exchange (00030)
	1.9 (5)

	Functional urinary incontinence (00020)
	1.1 (3)

	Insomnia (00095)
	1.1 (3)

	Hypothermia (00006)
	1.1 (3)

	Risk for unstable blood glucose level (00179)
	1.1 (3)

	Deficient fluid volume (00027)
	1.1 (3)

	Feeding self-care deficit (00102)
	0.7 (2)

	Imbalanced nutrition: less than body requirements (00002)
	0.7 (2)

	Fatigue (00093)
	0.7 (2)

	Impaired verbal communication (00051)
	0.4 (1)

	Impaired swallowing (00103)
	0.4 (1)

	Activity intolerance (00092)
	0.4 (1)

	Disturbed sleep pattern (00198)
	0.4 (1)

	Bathing self-care deficit (00108)
	0.4 (1)

	Risk for ineffective cerebral tissue perfusion (00201)
	0.4 (1)

	Risk for allergy response (00217)
	0.4 (1)

	Risk for falls (00155)
	0.4 (1)

	Bowel incontinence (00014)
	0.4 (1)

	Fear (00148)
	0.4 (1)
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not match” result was present (e.g., “general indisposition,” “hematuria”).
Thirty-five different diagnostic terms were identified. The most prevalent among these was acute pain (22.8%; Table 1). According to NANDA-I, these diagnoses belonged to the domains of “comfort” (33.6%), “elimination and exchange” (17.5%), “activity/rest” (13.4%), “safety/protection” (11.9%), “coping/stress tolerance” (11.9%), “perception/cognition” (6.3%), and “nutrition” (5.2%).
Cross-Mapping of Nursing Activities
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A total of 76 autonomous nursing activities related to diagnostic terms were recorded in 51 (37.2%) nursing documentations. A minimum of zero to a maximum of two nursing activities were recorded for each nursing diagnostic term. Sixty-five (85.5%) nursing activities were cross-mapped into NIC. For 11 activities (14.5%), no cross-mapping into NIC was Table 2. Frequencies of Interventions Cross-Mapped into NIC Terminology (N= 65)
	NIC (code)
	% (n)

	Vital signs monitoring (6680)
	35.4 (23)

	Fever treatment (3740)
	12.3 (8)

	Hypothermia treatment (3800)
	4.6 (3)

	Urinary elimination management (0590)
	4.6 (3)

	Wound care (3660)
	4.6 (3)

	Transport (0960)
	4.6 (3)

	Cardiac care: acute (4044)
	3.1 (2)

	Medication administration: skin (2316)
	3.1 (2)

	Self-care assistance: toileting (1804)
	3.1 (2)

	Medication administration: rectal (2315)
	3.1 (2)

	Medication administration (2300)
	3.1 (2)

	Pain management (1400)
	1.5 (1)

	Hypoglycemia management (2130)
	1.5 (1)

	Hyperglycemia management (2120)
	1.5 (1)

	Positioning (0840)
	1.5 (1)

	Urinary retention care (0620)
	1.5 (1)

	Allergy management (6410)
	1.5 (1)

	Vomiting management (1570)
	1.5 (1)

	Self-care assistance: bathing/hygiene (1801)
	1.5 (1)

	Physical restraint (6580)
	1.5 (1)

	Respiratory monitoring (3350)
	1.5 (1)

	Fall prevention (6490)
	1.5 (1)

	Heat/cold application (1380)
	1.5 (1)
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possible because the terms for these activities were too generic (e.g., “check the patient,” “patient care repeatedly”). The most prevalent NICs were vital signs monitoring (35.4%) and fever treatment (12.3%; Table 2).
Cross-Mapping of Nursing Outcomes
Only 35 nursing outcomes related to diagnostic terms were recorded by nurses (range 0–2 nursing outcomes for each nursing diagnostic term). Nursing outcomes were present in 23.3% (n = 32) of the nursing documentations. All but one nursing outcome were cross-mapped into the corresponding NOC indicators (Table 3). For the one exception, cross-mapping was not possible because the term used was generic (i.e., “patient is very confused”), and did not match with any NOC indicator. Most nursing outcomes (n = 32) had a “conceptual match,” while only two (5.7%) had a “full match.”
Nursing Diagnoses, Interventions, and Outcomes Linkages
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According to the linkages between nursing diagnoses and interventions, only 51 diagnoses (19%) were linked to NIC interventions. Two diagnoses (hypothermia and bathing self-care deficit) were always linked to interventions, five diagnoses (hyperthermia, impaired skin integrity, ineffective breathing pattern, fatigue, and imbalanced nutrition: less than body requirements) were linked to interventions in half of the cases. The diagnoses related to the highest number Table 3. Frequencies of Outcomes Cross-Mapped into NOC Indicators with Their Corresponding NOC (N= 34)
	NOC (code)
	NOC indicator (code)
	% (n)

	Vital signs (0802)
	Body temperature (080201)
	23.5 (8)

	Medication Response (2301)
	Expected therapeutic effects (230101)
	17.6 (6)

	Pain level (2102)
	Reported pain (210201)
	11.8 (4)

	Urinary elimination (0503)
	Urine amount (050303)
	8.8 (3)

	Sleep (0004)
	Hours of sleep (000401)
	5.9 (2)

	Bowel elimination (0501)
	Stool amount for diet (050104)
	5.9 (2)

	Allergic response: localized (0705)
	Localized itching (070512)
	5.9 (2)

	Allergic response: localized (0705)
	Localized rush (070513)
	2.9 (1)

	Anxiety level (1211)
	Irritability (121108)
	2.9 (1)

	Neurological status:
consciousness (0912)
	Opens eyes to external stimuli (091201)
	2.9 (1)

	Symptom severity (2103)
	Symptom intensity (210301)
	2.9 (1)

	Cardiac pump effectiveness (0400)
	Dysrhythmia (040010)
	2.9 (1)

	Vital signs (0802)
	Systolic blood pressure (080205)
	2.9 (1)

	Blood glucose level (2300)
	Blood glucose (230001)
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	2.9 (1)


of different NICs were acute pain (n = 4) and impaired skin integrity (n = 3; Table 4).
Concerning the relationship between diagnoses and outcomes, only 32 diagnoses (11.9%) were linked to NOC outcomes. Hyperthermia, constipation, and hypothermia were the diagnoses most often linked to outcomes, which occurred in one-third or more of the cases. NOC indicators corresponded to diagnoses in the following NANDA-I domains: 34.4% (n = 11) to the “safety/protection” domain, 28.1% (n = 9) belonged to the “comfort” domain, and 18.7% (n = 6) fell under the “elimination and exchange” domain.
The three main phases of the nursing process, according to cross-mapping in their respective terminologies, were all present in only 16 cases (Table 4).
Discussion
To our knowledge, this is the first study aiming to crossmap nursing terms, as recorded by Italian nurses, into an SNT. The main result of this study was that most of the natural terms used by Italian nurses were cross-mapped into NNN terminology. This finding highlights the effectiveness of the NNN framework to document and describe nursing practice (Johnson et al., 2012) in Italy. Currently, hospitals involved in this study, are still recording nursing care in free-text style without the use of an SNT. In Italy, the use of an SNT such as NNN is important because it can describe nursing complexity and workload and the impact of nursing care on patient outcomes (Castellan, Sluga, Spina, & Sanson, 2016; D’Agostino et al., 2017). Moreover, an SNT can be used to incorporate nursing complexity in the Italian hospital reimbursement coding system that it is based only on medical data (diagnosis-related groups), attributing a value to the nursing care delivered on the basis of evidence-based nursing data (Sasso et al., 2017).
The reliability of the cross-mapping process was adequate, with Cohen’s kappa values above the threshold of 0.60. Substantial agreement was shown for both diagnostic and outcome terms, while almost perfect agreement was shown for activity terms (Viera & Garrett, 2005).
In the 137 nursing documentations analyzed, only a mean of 2.2 nursing diagnostic terms per patient were present. This result shows that nurses were not usually likely to identify a patient’s need from a nursing perspective. On average, more nursing diagnoses per patient are identified by nurses in hospital settings (Almeida Mde et al., 2008; Ferreira et al., 2016; Paans & Muller-Staub, 2015).
However, most of the nursing diagnostic terms found in nursing documentations were cross-mapped into the NANDA-I diagnoses. Moreover, for most diagnostic terms cross-mapped, a full match was present. This meant that the diagnostic terms, when used by nurses, were the same as the ones found in the NANDA-I or corresponded to the definition of the NANDA-I. This is an interesting result because although the nursing documentation was paper-based and an SNT was not used, their terms fit quite well with the NANDA-I, suggesting that NANDA-I describes the phenomena observed by Italian nurses. This finding is supported by other cross-mapping studies conducted in European and South American countries (Ferreira et al., 2016; Frauenfelder et al., 2016; Paans & Muller-Staub, 2015).
Acute pain was the most frequently used diagnostic term, a finding that is consistent with studies conducted in different countries (Muller-Staub, Lavin, Needham, & van Achterberg, 2006). Overall, 35 diagnostic terms were identified, but their prevalence was very low except for acute pain. Moreover, according to the NANDA-I domains, diagnoses in the domains of “health promotion,” “selfperception,” “role relationships,” “sexuality,” “life principles,” and “growth/development” were not identified by nurses. An explanation of this result could be associated with a lack of nursing education in the diagnostic reasoning process (Beckstead, 2009). In fact, it seems that nurses were more focused on the conditions that were mainly expressed by patients, including acute pain and nausea, or physiological functions such as hyperthermia detected during routine assessments. In the above cases, critical thinking was minimal, especially if use of the term was confined to recording of the diagnosis without defining its related factor. Several studies have shown that the use of critical thinking methods can improve the identification of diagnoses and, consequently, the quality of nursing diagnosis documentation (Muller-Staub, Needham, Odenbreit, Lavin, & van Achterberg, 2008; Palese, Saiani, Brugnolli, & Regattin, 2008).
Table 4. NANDA-I, NIC, and NOC Linkages
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	NANDA-I (code)
	n
	NIC (code)
	n
	NOC indicator (code)
	n

	Acute pain (00132)
	1
	Positioning (0840)
	1
	Reported pain (210201)
	1

	Acute pain (00132)
	1
	Vital signs monitoring (6680)
	1
	Reported pain (210201)
	1

	Acute pain (00132)
	1
	Pain management (1400)
	1
	–
	0

	Acute pain (00132)
	2
	Cardiac care: acute (4044)
	2
	–
	0

	Acute pain (00132)
	2
	–
	0
	Expected therapeutic effects (230101)
	2

	Acute pain (00132)
	2
	–
	0
	Reported pain (210201)
	2

	Acute pain (00132)
	52
	–
	0
	–
	0

	Nausea (00134)
	1
	Vomiting management (1570)
	1
	Expected therapeutic effects (230101)
	1

	Nausea (00134)
	2
	–
	0
	Expected therapeutic effects (230101)
	2

	Nausea (00134)
	26
	–
	0
	–
	0

	Anxiety (00146)
	1
	–
	0
	Irritability (121108)
	1

	Anxiety (00146)
	17
	–
	0
	–
	0

	Hyperthermia (00007)
	6
	Fever treatment (3740)
	6
	Body temperature (080201)
	6

	Hyperthermia (00007)
	2
	Fever treatment (3740)
	2
	–
	0

	Hyperthermia (00007)
	1
	–
	0
	Body temperature (080201)
	1

	Hyperthermia (00007)
	8
	–
	0
	–
	0

	Acute confusion (00128)
	2
	a
	0
	–
	0

	Acute confusion (00128)
	1
	–
	0
	Hours of sleep (000401)
	1

	Acute confusion (00128)
	1
	–
	0
	a
	0

	Acute confusion (00128)
	12
	–
	0
	–
	0

	Impaired mood regulation (00241)
	2
	Vital signs monitoring (6680)
	2
	–
	0

	Impaired mood regulation (00241)
	1
	Physical restraint (6580)
	1
	–
	0

	Impaired mood regulation (00241)
	2
	a
	0
	–
	0

	Impaired mood regulation (00241)
	1
	–
	0
	Hours of sleep (000401)
	1

	Impaired mood regulation (00241)
	7
	–
	0
	–
	0

	Urinary retention (00023)
	1
	Urinary retention care (0620)
	1
	Urine amount (050303)
	1

	Urinary retention (00023)
	1
	Urinary retention care (0620)
	1
	–
	0

	Urinary retention (00023)
	2
	Vital signs monitoring (6680)
	2
	–
	0

	Urinary retention (00023)
	1
	a
	0
	Urine amount (050303)
	1

	Urinary retention (00023)
	1
	a
	0
	–
	0

	Urinary retention (00023)
	5
	–
	0
	–
	0

	Impaired skin integrity (00046)
	1
	Medication administration: skin (2316)
	1
	Localized itching (070512)
	1

	Impaired skin integrity (00046)
	1
	Medication administration: skin (2316)
	1
	–
	0

	Impaired skin integrity (00046)
	1
	Allergy management (6410)
	1
	–
	0

	Impaired skin integrity (00046)
	2
	Wound care (3660)
	2
	–
	0

	Impaired skin integrity (00046)
	1
	a
	0
	–
	0

	Impaired skin integrity (00046)
	1
	–
	0
	Localized itching (070512)
	1

	Impaired skin integrity (00046)
	1
	–
	0
	Localized rush (070513)
	1

	Impaired skin integrity (00046)
	2
	–
	0
	–
	0

	Diarrhea (00013)
	1
	Self-care assistance: toileting (1804)
	1
	–
	0

	Diarrhea (00013)
	9
	–
	0
	–
	0

	Constipation (00011)
	1
	Medication administration: rectal (2315)
	1
	Expected therapeutic effects (230101)
	1

	Constipation (00011)
	1
	Medication administration: rectal (2315)
	1
	–
	0

	Constipation (00011)
	1
	Transport (0960)
	1
	–
	0

	Constipation (00011)
	2
	–
	0
	Stool amount for diet (050104)
	2

	Constipation (00011)
	4
	–
	0
	–
	0

	Impaired urinary elimination (00016)
	1
	Urinary elimination management (0590)
	1
	Urine amount (050303)
	1

	Impaired urinary elimination (00016)
	2
	Urinary elimination management (0590)
	2
	–
	0

	Impaired urinary elimination (00016)
	5
	–
	0
	–
	0

	Decreased cardiac output (00029)
	2
	Vital signs monitoring (6680)
	2
	–
	0

	Decreased cardiac output (00029)
	1
	–
	0
	Dysrhythmia (040010)
	1

	Decreased cardiac output (00029)
	4
	–
	0
	–
	0

	Ineffective breathing pattern (00032)
	4
	Vital signs monitoring (6680)
	4
	–
	0

	Ineffective breathing pattern (00032)
	3
	–
	0
	–
	0

	Risk for impaired cardiovascular function (00239)
	1
	Vital signs monitoring (6680)
	1
	Systolic blood pressure (080205)
	1

	Risk for impaired cardiovascular function (00239)
	2
	Vital signs monitoring (6680)
	2
	–
	0
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(Continued)
Table 4. Continued
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	NANDA-I (code)
	n
	NIC (code)
	n
	NOC indicator (code)
	n

	Risk for impaired cardiovascular function (00239)
	3
	–
	0
	–
	0

	Excess fluid volume (00026)
	5
	–
	0
	–
	0

	Impaired walking (00088)
	1
	Transport (0960)
	1
	–
	0

	Impaired walking (00088)
	4
	–
	0
	–
	0

	Impaired gas exchange (00030)
	5
	–
	0
	–
	0

	Functional urinary incontinence (00020)
	1
	Self-care assistance: toileting (1804)
	1
	–
	0

	Functional urinary incontinence (00020)
	2
	–
	0
	–
	0

	Insomnia (00095)
	3
	–
	0
	–
	0

	Hypothermia (00006)
	1
	Vital signs monitoring (6680)
	1
	Body temperature (080201)
	1

	Hypothermia (00006)
	2
	Hypothermia treatment (3800)
	2
	–
	0

	Risk for unstable blood glucose level (00179)
	1
	Hyperglycemia management (2120)
	1
	Blood glucose (230001)
	1

	Risk for unstable blood glucose level (00179)
	2
	–
	0
	–
	0

	Deficient fluid volume (00027)
	3
	–
	0
	–
	0

	Risk for falls (00155)
	1
	–
	0
	–
	0

	Feeding self-care deficit (00102)
	2
	–
	0
	–
	0

	Imbalanced nutrition: less than body… (00002)
	1
	Medication administration (2300)
	1
	–
	0

	Imbalanced nutrition: less than body… (00002)
	1
	–
	0
	–
	0

	Fatigue (00093)
	1
	Vital signs monitoring (6680)
	1
	–
	0

	Fatigue (00093)
	1
	–
	0
	–
	0

	Impaired verbal communication (00051)
	1
	–
	0
	–
	0

	Impaired swallowing (00103)
	1
	–
	0
	–
	0

	Activity intolerance (00092)
	1
	–
	0
	–
	0

	Disturbed sleep pattern (00198)
	1
	–
	0
	–
	0

	Bathing self-care deficit (00108)
	1
	Self-care assistance: bathing/hygiene
	1
	–
	0

	
	
	(1801)
	
	
	
	

	Risk for ineffective cerebral tissue… (00201)
	1
	–
	
	0
	–
	0

	Risk for allergy response (00217)
	1
	–
	
	0
	–
	0

	Bowel incontinence (00014)
	1
	–
	
	0
	–
	0

	Fear (00148)
aCross-mapping was not possible.
	1
	–
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	0
	–
	0

	The nursing diagnosis of risk for infection was not recorded. This diagnosis, in hospital settings, is quite common because patients are often exposed to pathogens due to clinical situations or invasive procedures. An interesting observation is that this diagnosis is more prevalent when an SNT is used than when it is not used (Dias de Araujo, Rodrigues de Carvalho, & Machado Chianca, 2014; Paans & Muller-Staub, 2015). This could mean that nurses cannot easily identify this diagnosis if they use their own language. In such circumstances, SNT promotes familiarity and can therefore facilitate effective nursing practices.
Only 76 autonomous nursing activities related to diagnostic terms were recorded. This limited number of nursing activities can be partially explained by the fact that the D-Catch was only used to assess autonomous nursing activities related to nursing diagnoses. Therefore, interventions based on a medical prescription (e.g., administration of medication, blood draw) were not detected. It is possible that nurses either did not perform many autonomous activities in solving
	nursing needs or they did not record their autonomous activities.
The majority of nursing activities were cross-mapped into the NIC. This shows that the NIC is adequate for recording the various activities of nursing care. Indeed, the terms that could not be cross-mapped were generic and not specific to the care situation, resulting in ambiguities (e.g., “patient care repeatedly” or “patient care when needed”). Other cross-mapping studies supported the adequacy of the NIC (de Souza, Jerico Mde, & Perroca, 2013; Nonnenmacher et al., 2016).
Overall, 23 different NICs were identified through the cross-mapping process, but only vital signs monitoring and fever treatment had an appreciable number of activities. This finding indicates that nursing activities were primarily related to basic care such as vital signs management. This could be explained by care being left undone by Italian nurses, such as self-care assistance, risk identification, patient education, or the recording of care delivered due to


a high patient–nurse staffing ratio (Sasso et al., 2016). Although the problem of incomplete nursing documentation is due to several factors (Paans, Nieweg, van der Schans, & Sermeus, 2011), the use of NIC could increase the number of nursing activities recorded (Rutherford, 2008).
Nursing outcomes related to nursing diagnoses were recorded in only a quarter of the documentations. Nursing outcome was the nursing process phase least frequently recorded by nurses. This result is consistent with the fact that nursing-sensitive outcome is the least studied or developed nursing process element in comparison to nursing diagnosis and interventions (Jones, 2016; Lamberg, Salantera, & Junttila, 2013).
The totality of nursing outcomes, with one exception, was cross-mapped into NOC indicators. Despite this, it is remarkable that only two nursing outcomes had a full match, meaning that they cross-mapped verbatim into NOC indicators. The majority of nursing outcomes had a conceptual match. This result can be explained by the fact that for each NOC indicator, a 5-point Likert scale is used to measure patient status in relation to the outcome (e.g., 1 = extremely compromised, 5 = not compromised). Although NOC is useful for standardizing the language used, its manner of expression is often a method that is unfamiliar to nurses. For example, in our study, for physiological parameters (e.g., blood pressure, temperature), nurses expressed the outcomes with numerical values. We speculate that it could be difficult to convert the rating of objective or numerical values into a 1–5 subjective Likert scale. Indeed, one study has suggested an improvement in the NOC, using original and objective values as suggested by clinical guidelines (Kol, Jacobson, Wieler, Weiss, & Sadeh, 2003).
Concerning the diagnoses with the greatest number of links to interventions, we found that these linkages were, in general, consistent with the literature (Johnson et al., 2012). Although the most frequent nursing diagnosis, acute pain, had the highest number of different interventions, in the majority of cases, this diagnosis lacked autonomous nursing interventions such as the NIC “pain management” (Noh & Lee, 2015; Scherb et al., 2011). This can be explained by the fact that Italian nurses probably performed interventions such as the administration of painkillers (Sasso et al., 2016). Studies have highlighted the limited level of knowledge and training in the management of pain among Italian nursing staff (Latina et al., 2015; Visentin, Zanolin, Trentin, Sartori, & de Marco, 2005). Another interesting finding is that two nursing interventions for acute pain (i.e., cardiac care: acute and vital signs monitoring), recorded by nurses in this study, are not suggested in the literature (Johnson et al., 2012). A possible explanation for this is that if acute pain was related to a cardiac ischemia, nurses were more focused on performing interventions to assure clinical stability in patients. In this case, acute chest pain, in order to guide priority nursing interventions, should be a defining characteristic of a nursing diagnosis of decreased cardiac tissue perfusion. Currently, this diagnosis is not present in the NANDA-I (Herdman & Kamitsuru, 2014), but a study has proposed that the above diagnosis should bridge the gap (Santos, Atallah, Lopes, Lopes Jde, & Bottura Leite de Barros, 2016).
This study presented some limitations. First, the convenience sample of hospitals limited the generalization of our results to the Italian population. However, a representation of different contexts of care was obtained thanks to the random selection of wards. Second, the cross-mapping process may be exposed to subjective interpretation by the investigators. However, to reduce this risk, the interrater reliability between investigators was calculated.
Conclusions
This study showed that the most natural terms used by nurses for recording nursing diagnoses, interventions, and outcomes were semantic equivalents to standardized terms used in NNN terminology. Thus, the NNN seems to be adequate terminology for use in the Italian context.
Another finding of this study revealed that nursing documentation, in general, was poor. Different educational and organizational strategies are required in order to obtain complete, standardized, and reliable nursing data. Academic and continuing education programs on specific core nursing concepts and SNTs can educate both students and nurses on the importance of an assessment of nursing care needs and on the use of an SNT. Moreover, nursing leaders have to use strategies to improve the working conditions of nurses in order to enhance nursing autonomy and decisionmaking accountability to care for patients from a nursing perspective.
Implications for Nursing Language Development
The findings of this study support the need for the development of a new diagnosis, namely decreased cardiac tissue perfusion. This diagnosis could provide an appropriate description of nursing care during this human response and guide appropriate nursing interventions and outcomes.
This study revealed that further developments of NOC terminology are needed. Indeed, modality of expression of several NOCs indicators (such as the Likert scale) should be rethought to draw nearer to objective measures such as physiological parameters or measures in which validated scales are commonly used by healthcare providers.
Knowledge Translation
 Most of the terms used by Italian nurses for recording nursing diagnoses, interventions, and outcomes were cross-mapped into NNN terminology. The NNN is adequate terminology for use in Italian hospitals.
 Further developments of the NANDA-I and NOC terminology are needed.
 Different educational and organizational strategies are required in order to improve the quality of nursing documentation to obtain reliable and standardized nursing data.
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Objective: The purpose of this survey was to evaluate the implementation of the nursing process at three randomly selected governmental hospitals found in Amhara Region North West Ethiopia.
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PENDAHULUAN

Pelayanan keperawatan merupakan
Pelayanan profesional, sebagai bagian
integral dari pelayanan keschatan yang
mempunyai daya ungkit besar terhadap
pembangunan bidang kesehatan. Kualitas
pelayanan  keschatan  ditentukan  salah
satunya  dari  kualitas  pelayanan
keperawatan yang diberikan oleh perawat
yang berkualitas (PPNI, 2016).

Peningkatan  mutu pelayanan
keperawatan  diberikan dalam  bentuk
kinerfa  perawat  dan harus  didasari
kemampuan yang tinggi sehingga kinerja
mendukung  pelaksanaan tugas  dalam
pelayanan  keperawatan.  Kinerja
merupakan suatu hasil kerja sesorang
yang dilakukan sesuai dengan tugas dalam
suatu organisasi (Nursalam, 2014).

Penelitian Gomes, & Proenca

(2015) Indikator kinerja perawat adalah

variabel untuk mengukur prestasi suatu

kegiatan  dalam  waku

tertentu. Indikator yang berfokus pada

hasil asuhan keperawatan kepada pasien

dan proses pelayanannya disebut indikator
kinerja. Kinerja perawat dapat dilihat

sesuai dengan peran fungsi perawat

sebagai pemberi asuhan keperawatan.
Perawat  professional  merupakan
perawat yang mampu melakukan proses

keperawatan  secara lengkap,  tugas

perawat scagai perawat professional

dapat mengintegrasikan kualitas kerja

Jurnal ‘Aisyiyah Medika

Aris Citra Wisuda’, Dwi Octhaviana Putri’

perawat sebagai kinerja kerja (Triwibowo,
2013). Kinerja yang baik dapat memberi
dampak terhadap  peningkatan  mutu
pelayanan  Klinis dalam  tim, kinerja
perawat juga dapat  digunakan untuk
mewujudkan komitmen pegawai  dalam

Kontribusinya secara profesional - guna

meningkatkan  kineria  perawat
(Zulkamain, 2017).
Kinerja perawat bukan ~sekedar

dinilai dari kesediaan tenaga keperawatan
untuk melakukan tindakan, tetapi lebih
dari it Kinerja  tersebut  harus
memperhatikan juga mengenai kesediaan
individu  melakukan  tindakan ~ (Bakri,
2017).  Menurut  penelitian  Ramadini
(2015) didapatkan bahwa lebih dari
separuh  (55%)  perawat  pelaksana
memiliki kinerja yang kurang baik dan
kurang dari separuh (45%) perawat
pelaksana memiliki kinerja yang baik
dalam  pendokumentasian  asuhan
keperawatan di Ruangan Rawat Inap
RSUD drRasidin Padang tahun 2014,
Sedangkan penelitian yang berbeda yang
dilakukan  oleh  Aryandini  (2015)
menemukan bahwa sebagian besar atau
sebesar 83,8% perawat diruang rawat
Instalasi Gawat Darurat Rumah  Sakit
PKU  Muhammadyah
memiliki tingkat kerja yang baik dan

Yogyakarta

sisanya sebesar 16,7% memiliki tingkat
kinerja perawat yang cukup baik dalam

pendokumentasian asuhan keperawatan.
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Result: From the total 338 reviewed documents, 264 (78.1%) have a nursing process format attached with the patient’s profile/file, 107 (31.7%) had no nursing diagnosis, 185 (54.7%) of nurses stated their plan of care based on priority, 173 (51.2%) of nurses did not document their interventions based on plan and 179 (53.0%) of nurses did not evaluate their interventions. The overall implementation of nursing process among Felege Hiwot Referal hospital, Debretabor general hospital and Finoteselam general hospitals were 49.12, 68.18, and 69.42% respectively. Nursing professionals shall improve documentation required in implementing the nursing process. Nursing managers (matron, ward heads) shall supervise the overall implementation of nursing process. Hospital nursing services managers (matrons) shall arrange and facilitate case presentations by the nursing staffs which focus on documentation and updates on nursing process. Hospitals need to establish and support nursing process coordinating staff in their institution.
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	Introduction
Nursing has always been directed to keep people healthy and provide comfort, care, and assurance to the patients. The nursing care, therefore, may involve any number of activities ranging from carrying out complicated technical procedures to something as simple as holding a hand of the patient. The central focus of nursing care is the person receiving care and included the physical, emotional, social and spiritual dimensions of that person. 
Nursing care, therefore, refers to care of others [1].
Nurses have many demands on their time as they provide care and document their work in a descriptive manner. In order to better meet the needs of their patients, the nurses developed a care plan with special forms [2].
	Nursing process (NP) is a systematic method which utilizes scientific reasoning, problem-solving and critical thinking to direct nurses in caring for patients effectively [3, 4].
The nursing process is a systematic problem-solving approach used to identify, prevent and treat actual or potential health problems and promote wellness. It has five steps; Assessment, Diagnosis, planning, implementation and evaluation [5].
The nursing process was initially an adapted form of problem-solving technique based on theory used by nurses every day to help patients improve their health and assist doctors in treating patients. Its primary aim is to know the health status and the problems of clients which may be actual or potential. It is made up of a series of stages that are used to achieve the objective—
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	the health improvement of the patient. The use of nursing process can stop at any stage as deemed necessary or can be repeated as needed. This process is inclusive of physical health as well as the emotional aspects of patient 
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health. Nursing knowledge is used throughout the process to formulate changes in approach to the patient’s changing condition [6].
Many nurse researchers and theorists are in agreement that nursing process is a scientific method for delivering holistic and quality nursing care. Therefore, its effective implementation is critical for improved quality of nursing care. When the quality of nursing care is improved, visibility of nurses’ contribution to patient’s health outcomes becomes distinct. In this way, nurses can justify the claim that nursing is a science and an independent profession 
[7, 8].
Nurses are the largest group of health professionals in all countries. Nursing care quality is closely related to a health care system’s effectiveness. In order to achieve the quality of health care service, quality of nursing care is the key element and to fill this demand application of the nursing process has a significant role, but, in practice, application of the nursing process is not well developed [9].
The gap between research evidence and clinical practice is one of the most persistent problems in the provision of quality healthcare. Approximately 30–40% of patients do not receive health care according to current scientific evidence and some patients receive unnecessary or harmful care [10].
Since nurses are the key caregivers in hospitals, they can significantly influence the quality of care provided and, ultimately, treatment and patient outcomes. Despite their knowledge of the nursing process, certain factors limited the ability of nurses to implement it in their daily practice, including lack of time, high patient volume, and high patient turnover. Despite these hurdles, the daily application of the nursing process is characterized by the scientific background of the professionals involved since it requires Knowledge and provides individualized human assistance [8].
Though application of nursing process is running as a standard of care for many developed countries practically it faces many challenges. Despite there is no strong commitment on the implementation of nursing process in many hospitals in our country the problem is rampant. As we know many studies has been conducted and they identified different factors for the implementation of nursing process. Irrespective of many identified factors that impend nursing process implementation, the purpose of the current survey was to evaluate the implementation of the nursing process at three randomly selected governmental hospitals found in Amhara Region North West Ethiopia.
Main text Method
The study was conducted in three randomly selected governmental hospitals found in Amhara Regional state, North Western Ethiopia, Namely Felege Hiwote Comprehensive Referral Hospital, Debre Tabor General Hospital and Finoteselam General Hospital. The study was conducted from February 30 to March 30/2017.
Study design
Hospital-based descriptive and retrospective study design was used and the nursing process registration in inpatient records was also checked to inquire all pertinent information regarding on the implementation of nursing process.
Population Source population
All patient documents’ found in the selected hospital’s record unit and in the nursing station room.
Study population
All sampled patient documents’ found in the selected hospital’s record unit and nursing station room having Medical Registration Number (MRN) in the last 6 months.
Inclusion and exclusion criteria
All cases from medical, surgical and orthopedics wards were included whereas cases from the outpatient department were not included.
Sample size determination
Sample size (n) is determined using a single proportion formula using proportion (p) of nursing process implemented 32.7% from a study conducted in Arbaminch General Hospital, South Ethiopia [11] level of precision (d) 0.05 at 95% confidence interval (Zα/2) that gives 338 cases to be included.
Sampling technique
In order to select a representative sample from each hospital, the total number of inpatients in the last 6 months were obtained and then samples were proportionally allocated for each hospital. Based on this, 160 patient’s documents were seen from Felege Hiwote Comprehensive Referral Hospital, 110 from Debre Tabor General Hospital and 68 were seen from Finote Selam General Hospital. Then systematic random sampling using patients MRN was used to select eligible documents.
Data collection procedures Instrument for data collection
Socio-demographic information that includes: age, sex, educational status, marital status, occupation, ethnicity, previous hospitalization, length of hospitalization were included. Nursing process implementation checklist was prepared in English language to assess the documentation which was done by nurse professionals in the three hospitals.
Personnel for data collection
A total of 3 personnel were involved for data collection process and one BSc nurse was assigned to supervise the overall data collection process. All data collectors were oriented for a half day about the instrument and the data collection process.
Data quality control
Before conducting the actual data collection, pretest was done on 5% of the total sample size in Debre Markos Hospital. The collected data were reviewed and checked for completeness and relevance by the supervisor. Incomplete questionnaires were returned to the data collectors on the following day for the correction by revisiting the patient’s document.
Dependent variable
Implementation of nursing process.
Independent variable •  Socio-demographic factors
•  Nursing care provided.
Operational definition and definition of terms
	Term
	Definition

	Nursing process
	A deliberate problem-solving approach for meeting people’s health care and nursing needs; common components are assessment, diagnosis, planning, implementation, and evaluation

	Assessment
	The systematic collection of data to determine the patient’s health status and any actual or potential health problems

	Nursing diagnoses
	Actual or potential health problems that can be managed by independent nursing interventions

	Planning
	Development of goals and outcomes, as well as a plan of care designed to assist the patient in resolving the diagnosed problems and achieving the identified goals and desired outcomes

	Implementation
	Actualization or carrying out of the plan of care through nursing interventions

	Evaluation
	Determination of the patient’s responses to the nursing interventions and the extent to which the outcomes have been achieved.

	Nursing process implemented
	Hospitals that document all the components of nursing process in the patient file


Data procedures and analysis
The data were edited, coded and entered into Epi-Data version 3.1 and exported to IBM SPSS Statistics Version 20 for analysis. Results of the data analysis were presented in the form of descriptive statistics which included mean, standard deviation and percentages. The results were summarized and presented by tables, charts, and graphs.
Result
Among the reviewed documents 190 (56.2%) were male and 148 (43.8%) were female. Two hundred twenty-four (66.3%) were married whereas 9 (2.7%) were widowed. Three hundred seven (90.8%) were orthodox Christian while 2 (0.6%) were protestant in their religion. Regarding educational status 138 (40.8%) were illiterate were as 45 (13.3%) were completed college and above. Concerning to occupation 75 (22.2%) were housewife whereas 2 (0.6%) were Non-governmental Organizations (NGOs) worker. One hundred eighty-nine (55.9%) were living in the rural part whereas 149 (44.1%) were living in urban areas (Table 1). The minimum age of the study participants was 18 and the maximum age was 88, the average hospital stay was almost 8 days. Overall implementation of nursing process
From the total 338 reviewed documents, 264 (78.1%) have a nursing process attached with the patient’s profile/ file, 107 (31.7%) had no nursing diagnosis, 185 (54.7%) of nurses stated their plan of care based on priority, 173 (51.2%) of nurses did not document their interventions based on plan and 179 (53.0%) of nurses did not evaluate their interventions.
From the total 160 reviewed documents at Felege Hiwote Referral Hospital 100 (62.5%) of patient’s documents had nursing process attached with their file, from 110 reviewed documents at Debretabor General Hospital 99 (90%) of patient’s documents had nursing process attached with their file. Sixty eight documents were reviewed at Finoteselam General Hospital; 65 (95.6%) of patient’s documents had nursing process attached with their file.
Regarding documenting the nursing diagnosis; among the total reviewed 160 documents at Felege Hiwote Referral Hospital 95 (59.4%) had nursing diagnosis whereas from the total 68 reviewed documents at Finoteselam General Hospital 54 (79.4%) had a nursing diagnosis.
Concerning to nursing intervention; 65 (40.6%) of reviewed documents at Felege Hiwote Referral Hospital had a written nursing intervention whereas 63 (57.3%) of reviewed documents at Debretabor General Hospital 
Table 1 Background characteristics of study participants, Amhara Region Public Hospitals, North West Ethiopia, 
2017
	Background variables
	n
	%

	Socio-demographic characteristics
 Sex
  Male
	190
	56.2

	  Female
	148
	43.8

	 Current marital status
  Married
	224
	66.3

	  Single
	88
	26.0

	  Divorced
	17
	5.0

	  Widowed
	9
	2.7

	 Religion   Orthodox
	307
	90.8

	  Muslim
	25
	7.4

	  Catholic
	4
	1.2

	  Protestant
	2
	0.6

	 Educational status
  Illiterate
	138
	40.8

	  Read and write only
	53
	15.7

	  1–4 grade
	24
	7.1

	  5–8 grade
	37
	10.9

	  9–12 grade
	41
	12.1

	  College and above
	45
	13.3

	 Occupation   Housewife
	75
	22.2

	  Merchant
	51
	15.1

	  Governmental employee
	40
	11.8

	  NGOs
	2
	0.6

	  Othersa
	170
	50.2

	 Residence
  Urban
	149
	44.1

	  Rural
	189
	55.9

	Total
	338
	100


a Daily laborer, student, driver
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had a written nursing intervention. Sixty-one (55.5%) documents reviewed at Debretabor General Hospital had evaluated their nursing interventions whereas 66 (41.3%) of reviewed documents at Felege Hiwote Referral Hospital had evaluated their nursing interventions. Overall discrepancies have been found in the implementation of nursing process among the three hospitals (Table 2).
The overall implementation of nursing process of the two hospitals namely Debretabor General Hospital and Finoteselam General Hospital had almost similar implementation where as Felege Hiwot Referal Hospital’s performance in implementing the nursing process was low in comparision with the aformentioned two hospitals 
(Fig. 1). Discussion
	Table 2 Implementation of nursing process by hospitals, North West Ethiopia, 2017

[image: image19]
n
%
n
%
n
%
n
%
n
%
n
%
Is there nursing process attached with the patients’ file?
100
62.5
60
37.5
99
90
11
10
65
95.6
3
4.4
Is there a clearly stated nursing diagnosis?
95
59.4
65
40.6
82
74.5
28
25.5
54
79.4
14
20.6
Does the plan of care stated based on priority?
67
41.8
93
58.2
70
63.6
40
36.4
48
70.6
20
29.4
Does the nursing intervention well documented based on their plan?
65
40.6
95
59.4
63
57.3
47
42.7
37
54.4
31
45.6
Do nurses evaluate their intervention?
66
41.3
94
58.7
61
55.5
49
44.5
32
47.1
36
52.9



The aim of this survey was to evaluate the implementation status of nursing process at three governmental hospitals of Amhara Region, North West Ethiopia. Ethiopia as one of the developing country faced limited resource to implement different health and health-related strategies.
Many studies on the implementation of Nursing Process and associated factors among nurses have been done here in Ethiopia and as well in abroad. But almost all of the study subjects were nurses themselves and as we know these will lead a social anticipated bias that may overestimate the finding. But the current survey may overcome this drawback since we are collecting the data after reviewing patient documents (document review). And the finding of the current survey was low which was 47.0%.
Utilization of the nursing process in many low and middle-income countries has been a challenge [7]. All of the respondents said that they did not use the nursing process during provision of care to their patients at the time of the study. The majority (75%) of the respondent said that the nurse to patient ratio was not optimal to apply the nursing process [9]. The main discrepancy here is that before 2015 the implementation of nursing process was not a big deal in many hospitals rather there was a format which was prepared by the federal ministry of health which was different from nursing process. A study was done in Nigeria also revealed that although the trained nurses at the hospital had good theoretical knowledge of the nursing process, they did not apply it in the care of their patients [12].
Hospital nursing services managers (matrons) shall arrange and facilitate case presentations by the nursing staffs which focus on documentation and updates on nursing process.
Limitation
The current study is a survey of secondary data from a nursing process implementation and this method does not provide the cause effect relationship.
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FAKTOR-FAKTOR KELENGKAPAN PENDOKUMENTASIAN ASUHAN KEPERAWATAN DI INSTALASI RAWAT INAP RSUD LUBUK SIKAPING  
Endra Amalia,1), Lili Herawati2), Nofriadi3) 
Program Studi Ilmu Keperawatan STIKes Perintis Padang, 
Email : amalia.endra@yahoo.co.id  
ABSTRACT 
Documentation nursing is a record contain all the information it takes for a process nursing compiled systematically, valid, and could be accounted for morally and legal.Based on preliminary observations hospital sikaping his october 2016 - march 2017, writing in the children documentation, surgery and interne, complete % 25, and 75 % incomplete.The purpose of this research is to find faktor-faktor relating to the care of nursing documentation.The methodology this is descriptive analytic by design approach retrospectif carried on 5 room, the data processed by using the chi square.Included in this study about 48 respondents. However statistical tests obtained motivation value = 0,002 p, tenure value = 0,033 p, the nurse value = 0,037 p, education value = 0,000 p, workload nurses value = 0,001 p, it can be summed up the connection motivation, working time, age, education and workload documentation with the care of nursing in installation patient his hospital sikaping in 2017.Advice for this research for the management could be more motivate nurses furnish pendokumentasianasuhan nursing that the quality of service nursing can be improved. However statistical tests obtained motivation value = 0,002 p, tenure value = 0,033 p, the nurse value = 0,037 p, education value = 0,000 p, workload nurses value = 0,001 p, it can be summed up the connection motivation, working time, age, education and workload documentation with the care of nursing in installation patient his hospital sikaping in 2017. 
Keyword: factors , documentation of , nurses 
PENDAHULUAN 
Asuhan keperawatan merupakan proses atau rangkaian kegiatan pada praktik keperawatan yang diberikan secara langsung kepada klien diberbagai tatanan pelayanan kesehatan yang dilaksanakan berdasarkan kaidah-kaidah keperawatan sebagai suatu profesi yang berdasarkan ilmu dan kiat keperawatan, bersifat humanistik dan berorientasi pada kebutuhan objektif klien untuk mengatasi masalah yang dihadapi klien. Salah satu bagian yang terpenting dari asuhan keperawatan adalah pendokumentasian. 

Pendokumentasian berguna bagi rumah sakit dalam meningkatkan standar akreditasi, sebagai alat komunikasi antar profesi, indikator pelayanan mutu, bukti tanggung jawab dan tanggung gugat perawat, sumber data dan sarana penelitian (Teytelman, 2002; Jefferies, Jonshon, Nicholls & Lad, 2012). Pendokumentasian asuhan keperawatan dilakukan sebagai bukti tindakan keperawatan sudah dilakukan secara profesional dan legal sehingga dapat memberikan perlindungan pada perawat dan pasien (Iyer & Camp, 2005). Akan tetapi pada kenyataannya dalam tatanan pelayanan keperawatan sehari-hari masih ditemukan banyaknya pendokumentasian asuhan keperawatan yang kurang maksimal (Jurnal Administrasi Kesehatan Indonesia, Vol.1, No.3).  

Karakteristik perawat menurut Kane, Shamliyan, Mueller, Duval, dan Wilt (2007) adalah meliputi usia, pengalaman atau masa kerja dan pendidikan. Menurut Hurst (2005) menyatakan bahwa semakin tinggi tingkat ketergantungan pasien maka akan semakin banyak tindakan yang akan diberikan dan akan semakin menambah beban kerja perawat. Lebih lanjut Myny, et al. (2012) mengidentifikasi dari sejumlah faktor yang mempengaruhi beban kerja, faktor yang paling berdampak adalah terkait jumlah pekerjaan yang dikerjakan perawat. 

Menurut Wong (2009), perawat terkadang inkonsisten dalam mendokumentasikan waktu pelaksanaan tindakan. Pendidikan kesehatan yang dilakukan perawat tidak terstruktur dan jarang didokumentasikan (Friberg, bergh & Leep, 2006).  

Berdasarkan observasi awal di RSUD Lubuk Sikaping sejak bulan Oktober 2016 sampai dengan bulan Maret 2017, dokumentasi di ruang Anak, Ruang Bedah dan Ruang Interne hanya 30 (25%) yang lengkap, dan 75% tidak lengkap, diantaranya adalah 40% pengkajian yang tidak lengkap, 5% diagnosa keperawatan yang tidak lengkap, 10% intervensi yang tidak lengkap dan 10 % implementasi yang tidak lengkap serta 10% evaluasi keperawatan yang tidak lengkap . Lalu  dilakukan wawancara terhadap perawat, dari 20 perawat lebih dari 50% mengatakan tidak sempat menulis, dengan alasan tidak sempat yang disebabkan oleh tingginya beban kerja bahkan tidak ada waktu istirahat saat bekerja. Bila hal ini terus berlanjut tanpa ada evaluasi dan solusi, maka kelengkapan pendokumentasian tidak akan 

HASIL PENELITIAN  
a. Motivasi Perawat 

pernah tercapai, sehingga komunikasi yang diharapkan pada pendokumentasian tidak tersampaikan dengan baik, bahkan bisa berdampak pada pelayanan terhadap pasien yang jelas diragukan keakuratannya. Dan ini akan menjadi nilai negatif terhadap rumah sakit secara keseluruhannya, dan berdampak pada kualitas mutu pelayanan rumah sakit. 

Tujuan penelitian ini adalah Untuk mengetahui faktor-faktor yang berhubungan dengan kelengkapan pendokumentasian asuhan keperawatan pada Instalasi rawat inap di RSUD Lubuk Sikaping.  

METODE PENELITIAN 
Penelitian ini menggunakan desain deskiptif analitik dan metode retrospektif Tempat penelitian ini dilakukan Instalasi rawat inap di RSUD Lubuk Sikaping. Penelitian ini telah dilakukan pada tanggal 24 sampai 27 Juni 2017 di Instalasi rawat inap di RSUD Lubuk Sikaping. Populasi dalam penelitian ini adalah 97 orang perawat. Sampel dalam penelitian ini adalah 48 orang responden. Teknik yang digunakan dalam penentuan sampel untuk penelitian ini stratified random sampling. Alat yang digunakan dalam penelitian ini menggunakan: kuesioner dan angket. 

Tabel 1 Distribusi Frekuensi Responden Berdasarkan Motivasi Perawat Dalam Melakukan Pendokumentasian Asuhan Keperawatan PadaInstalasiRawat Inap di RSUD Lubuk SikapingTahun 2017 

	Motivasi Perawat 
	Frekuensi 
	Persentase (%) 

	Rendah 
	16 
	33,3 

	Tinggi 
	32 
	66,7 

	Total 
	48 
	100,0 


Berdasarkan table 1 diatas dapat dilihat dalam melakukan pendokumentasian bahwa lebih dari separoh yaitu sebanyak  Asuhan keperawatan di Instalasi Ruang 66,7% perawat mempunyai motivasi tinggi Rawat Inap RSUD Lubuk Sikaping.  

b. Masa Kerja 
Tabel .2 Distribusi Frekuensi Responden BerdasarkanMasa Kerja Perawat Pada Instalasi Rawat Inap di RSUD Lubuk Sikaping tahun 2017 

	Masa Kerja Perawat 
	Frekuensi 
	Persentase (%) 

	                    Baru 
	25 
	52,1 

	                    Lama 
	23 
	47,9 

	Total 
	48 
	100,0 


Berdasarkan tabel 2 dapat dilihat bahwa mempunyai masa kerja kategori baru di lebih dari separoh yaitu 52,1% perawat  Instalasi Rawat Inap RSUD Lubuk Sikaping Tahun 2017.  

c. Pendidikan Perawat 
Tabel 3 Distribusi Frekuensi Responden BerdasarkanPendidikan  Perawat Pada Instalasi Rawat Inap di RSUD Lubuk Sikaping tahun 2017 

	Pendidikan Perawat 
	Frekuensi 
	Persentase (%) 

	Rendah 
	27 
	56,3 

	Tinggi 
	21 
	43,8 

	Total 
	48 
	100,0 


Berdasarkan tabel 3 diatas dapat dilihat Instalasi Ruang Rawat Inap RSUD Lubuk bahwa lebih dari separoh yaitu 56,3% Sikaping Tahun 2017. 

perawat yang memiliki pendidikan rendah di 

d. Usia Perawat 
Tabel 4 Distribusi Frekuensi Responden Berdasarkan Usia Perawat di Instalasi Rawat Inap RSUD Lubuk Sikaping tahun 2017 

	Usia Perawat 
	Frekuensi 
	Persentase (%) 

	Muda 
	27 
	56,3 

	Tua 
	21 
	43,8 

	Total 
	48 
	100,0 


Berdasarkan tabel 4 diatas dapat dilihat Instalasi Ruang Rawat Inap RSUD Lubuk bahwa lebih dari separoh yaitu 56,3% Sikaping Tahun 2017. 

perawat mempunyai kategori usia muda di 

e. Beban Kerja 
Tabel 5 Distribusi Frekuensi Responden Berdasarkan Beban Kerja Di Instalasi Rawat Inap RSUD Lubuk Sikaping tahun 2017 

	Beban Kerja 
	Frekuensi 
	Persentase (%) 

	Berat 
	35 
	72,9 

	Ringan 
	13 
	27,1 

	Total 
	48 
	100,0 


Berdasarkan tabel 5 diatas dapat dilihat Instalasi Ruang Rawat Inap RSUD Lubuk bahwa sebagian besar 72,9% perawat Sikaping Tahun 2017. 

memiliki beban kerja kategori berat di 

f. Kelengkapan Pendokumentasian Asuhan Keperawatan 

Tabel .6 Distribusi Frekuensi Responden Kelengkapan Pendokumentasian Asuhan Keperawatan Berdasarkan Proses Keperawatan di Instalasi RawatInap RSUD Lubuk Sikaping Tahun 2017 

	Kelengkapan dokumentasi  
	Frekuensi 
	Persentase (%) 

	Tidak Lengkap 
	35 
	72,9 

	Lengkap 
	13 
	27,1 

	Total 
	48 
	100,0 


Berdasarkan tabel 6 diatas dapat dilihat asuhan keperawatan di Instalasi Ruang bahwa sebagian besar 72,9% perawat Rawat Inap RSUD Lubuk Sikaping Tahun memiliki kelengkapan pendokumentasian 2017. 

g. Hubungan Motivasi Dengan Kelengkapan Pendokumentasian  
Tabel 7 Hubungan Motivasi Dengan Kelengkapan Pendokumentasian Asuhan Keperawatan di Instalasi Rawat Inap RSUD Lubuk Sikaping Tahun 2017 

	Motivasi  
	Kelengkapan dokumentasi  
	Total 
 
	p value 

	
	Tidak 
Lengkap 
Lengkap 
	
	

	Rendah 
	16 
	100% 
	0 
	0% 
	16 
	100% 

	Tinggi 
	19 
	59,4% 
	13 
	40,6% 
	32 
	100% 


0,002 


Total 
35 
72,9% 
13 
27,1% 
48 
100% 
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	Tabel 7 diatas menunjukan bahwa dari 16 perawat yang memiliki motivasi rendah melakukan pendokumentasian tidak lengkap sebanyak 100% sedangkan dari 32 perawat yang memiliki motivasi tinggi melakukan pendokumentasian dengan lengkap sebanyak 
59,4% perawat. Hasil uji statistik diperoleh 
	nilai p = 0,002 (p<α) maka dapat disimpulkan adanyahubungan motivasi dengan kelengkapan pendokumentasian asuhan keperawatan di Instalasi Rawat Inap RSUD Lubuk Sikaping Tahun 2017. 
 


h. HubunganMasa Kerja Perawat Dengan Kelengkapan Pendokumentasian  
Tabel 8 HubunganMasa Kerja Perawat Dengan Kelengkapan Pendokumentasian Asuhan Keperawatan Di Instalasi Rawat Inap RSUD Lubuk Sikaping Tahun 2017 

	Masa Kerja  
	Kelengkapan Dokumentasi  
	Total 
 
	p value 
	OR 

	
	Tidak 
Lengkap 
Lengkap 
	
	
	

	Baru 
	22 
	88% 
	3 
	12% 
	25 
	100% 

	Lama 
	13 
	56,5% 
	10 
	43,5% 
	23 
	100% 


0,033 
5,641 Total 
35 
72,9% 
13 
27,1% 
48 
100% 
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	Tabel 8 diatas menunjukan bahwa dari 25 perawat yang memiliki masa kerja baru melakukan pendokumentasian tidak lengkap sebanyak 88% sedangkan dari 23 perawat yang memiliki masa kerja lama melakukan pendokumentasian dengan lengkap sebanyak 43,5% perawat. Hasil uji statistik diperoleh nilai p = 0,033 (p<α) maka dapat disimpulkan adanyahubungan masa kerja 
	perawat 
dengan 
kelengkapan pendokumentasian asuhan keperawatan di Instalasi Rawat Inap RSUD Lubuk Sikaping Tahun 2017. Hasil odds ratio menunjukkan 5,641 artinya masa kerja perawat lama memiliki peluang 5,641 kaliuntuk melakukan pendokumentasian 
asuhan 
keperawatan lengkap, dibandingkan dengan masa kerja perawat yang baru. 


i. Hubungan usia Perawat Dengan Kelengkapan  
Tabe 9 Hubungan Usia Perawat Dengan Kelengkapan Pendokumentasian Asuhan Keperawatan Di Instalasi Rawat Inap RSUD Lubuk Sikaping Tahun 2017 

	Usia  
	Kelengkapan Dokumentasian  
	Total 
 
	p value 
	OR 

	
	Tidak Lengkap 
Lengkap 
	
	
	

	Muda  
	16 
	59,3% 
	11 
	40,7% 
	27 
	100% 

	Tua  
	19 
	90,5% 
	2 
	9,5% 
	21 
	100% 



0,037 
0,037 

Total 


35 
72,9% 
13 
27,9% 
48 
100% 
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	j. Hubungan Tingkat Pendidikan Dengan Kelengkapan Pendokumentasian  
Tabel 10 
Hubungan Tingkat Pendidikan Dengan Kelengkapan Pendokumentasian Asuhan Keperawatan di Instalasi Rawat Inap RSUD Lubuk Sikaping tahun 2017 
Tingkat 
Pendidikan 
Kelengkapan Dokumentasi  
Total 
p value 
OR 
Tidak 
Lengkap 
Lengkap 
Rendah 
26 
96,3% 
1 
3,7% 
27 
100
% 
Tinggi 
9 
42,9% 
12 
57,1% 
21 
100
% 

0,000 
34,667 

Total 
100

35 
72,9% 
13 
27,1% 
48 
% 
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Tabel 9 diatas menunjukan bahwa dari 27 perawat yang memiliki usia muda melakukan pendokumentasian tidak lengkap sebanyak 59,3% sedangkan dari 21 perawat yang memiliki usia tua melakukan pendokumentasian dengan lengkap sebanyak 90,5% perawat. Hasil uji statistik diperoleh nilai p = 0,037 (p<α) maka dapat disimpulkan adanyahubungan usia perawat dengan kelengkapan pendokumentasian asuhan keperawatan di Instalasi Rawat Inap RSUD Lubuk Sikaping Tahun 2017. Hasil odds ratio didapatkan 0,153 usia perawat muda memiliki peluang 0,153 kali dengan kelengkapan pendokumentasian asuhan keperawatan, dibandingkan dengan perawat kategori usia tua. 
Tabel 10 diatas menunjukan bahwa dari 27 perawat yang memiliki pendidikan rendah melakukan pendokumentasian tidak lengkap sebanyak 96,3% sedangkan dari 21 perawat yang memiliki pengetahuan tinggi melakukan pendokumentasian dengan lengkap sebanyak 57,1% perawat. Hasil uji statistik diperoleh nilai p = 0,000 (p<α) maka dapat disimpulkan adanyahubungan pendidikan dengan kelengkapan pendokumentasian asuhan keperawatan di Instalasi Rawat Inap RSUD Lubuk Sikaping Tahun 2017. Hasil odds ratio didapatkan 34,667 pendidikan tinggi memiliki peluang 

	k. Hubungan Beban Kerja Dengan Kelengkapan Pendokumentasian  
Tabel 11 
Hubungan Beban Kerja Dengan Kelengkapan Pendokumentasian Asuhan 
Keperawatan Di Instalasi Rawat Inap RSUD Lubuk Sikaping Tahun 2017 
Beban Kerja 
Kelengkapan Dokumentasi  
Total 
p value 
OR 
Tidak Lengkap 
Lengkap 
Berat 
34 
97,1% 
1 
2,9% 
35 
100% 
Ringan 
1 
7,7% 
12 
92,3% 
13 
100% 

0,001 
408.0000 

Total 
35 
72,9% 
13 
27,1% 
48 
100% 
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34,667 kali dengan kelengkapan pendokumentasian asuhan keperawatan, dibandingkan dengan pendidikan rendah. 

Tabel 11 diatas menunjukan bahwa dari 35 perawat yang memiliki beban kerja berat melakukan pendokumentasian tidak lengkap sebanyak 97,1% sedangkan dari 13 perawat yang memiliki beban kerja ringan melakukan pendokumentasian dengan lengkap sebanyak 92,3% perawat. Hasil uji statistik diperoleh nilai p = 0,000 (p<α) maka dapat disimpulkan adanyahubungan beban kerja dengan kelengkapan pendokumentasian asuhan keperawatan di Instalasi Rawat Inap RSUD Lubuk Sikaping Tahun 2017. Hasil odds ratio didapatkan 408,000 beban kerja berat memiliki peluang 408.000 kali dengan ketidak lengkapan pendokumentasian asuhan keperawatan, dibandingkan dengan beban kerja ringan. 

PEMBAHASAN 
a. Motivasi Perawat Berdasarkan tabel 1diatas dapat dilihat bahwa lebih dari separoh yaitu sebanyak 66,7% perawat mempunyai motivasi tinggi dalam melakukan pendokumentasian Asuhan keperawatan di Instalasi Ruang Rawat Inap RSUD Lubuk Sikaping Tahun 2017.  

Menurut asumsi peneliti motivasi perawat sangat dibutuh kan dalam pekerjaan perawat karena dengan motivasi yang baik bisa menumbuhkan semangat untuk bekerja, sehingga pekerjaan yang dilakukan akan mendapatkan hasil yang lebih memuaskan. Semakin tinggi motivasi seseorang untuk bekerja maka hasil yang didapat juga akan lebih baik. Jika motivasi seseorang kurang maka semangat untuk melakukan pekerjaan tersebut juga akan berkurang karena tidak munculnya semangat kerja.  

b. Masa Kerja 
 

Berdasarkan tabel 2 dapat dilihat bahwa lebih dari separoh yaitu 52,1% perawat mempunyai masa kerja kategori lama di Instalasi Rawat Inap RSUD Lubuk Sikaping Tahun 2017.  

Menurut asumsi peneliti masa kerja perawat sangat menentukan kualitas perawat yang ada didalam ruangan. Perawat yang mempunyai masa kerja baru maka pengalaman perawat tersebut masih terbatas dibandingkan dengan perawat yang telah lama berada diruangan tersebut. Masa kerja perawat yang telah lama memiliki kemampuan yang lebih, yang di dapat diruangan selama beberapa tahun semenjak bekerja di rumah sakit, sehingga perawat tersebut sudah berpindah-pindah ruangan dan dari situ perawat tersebut mendapatkan pengalaman yang berbeda setiap ruangannya. Perawat yang sudah lama bekerja memiliki kualitas kerja yang baik dibandingkan dengan  orang yang baru bekerja. c. Usia Perawat 
Berdasarkan tabel 3 diatas dapat dilihat bahwa lebih dari separoh yaitu 56,3% perawat yang memiliki usia muda di Instalasi Ruang Rawat Inap RSUD Lubuk Sikaping Tahun 2017. 

Menurut asumsi peneliti usia sangat menentukan kedewasaan seseorang, karena semakin tinggi usia seseorang maka pengalaman seseorang juga akan tinggi pula. 

Orang yang dewasa maka akan memperlihatkan kematangan berfikir, dalam menelaah sesuatu dengan pikiran yang positive, sehingga responden yang berusia dewasa akhir akan memiliki pola pikir yang lebih dewasa dibandingkan dewasa awal. Umur yang semakin meningkat akan meningkatkan kebijakan kemampuan seseorang dalam mengambil keputusan, berfikir rasional, mengendalikan emosi dan bertoleransi terhadap pandangan orang lain. Pada penelitian ini didapatkan 26 orang yang berusia muda, dan 22 orang yang berusia tua. d. Beban Kerja 
Berdasarkan tabel 4 diatas dapat dilihat bahwa lebih dari separoh yaitu 56,3% perawat mempunyai kategori usia tua di Instalasi Ruang Rawat Inap RSUD Lubuk Sikaping Tahun 2017. 

Menurut asumsi peneliti beban kerja merupakan kajian yang sistematis guna mendapatkan informasi penentuan jumlah pegawai untuk menyelesaikan pekerjaan dalam jangka waktu tertentu untuk mencapai tujuan organisasi. Semakin banyak uraian pekerjaan seorang pegawai maka semakin banyak tugas yang harus dikerjakan baik tugas pokok maupun tugas tambahan.  e. Pendidikan Perawat Berdasarkan tabel 5 diatas dapat dilihat bahwa sebagian besar 56,3% perawat memiliki beban kerja kategori berat di Instalasi Ruang Rawat Inap RSUD Lubuk Sikaping Tahun 2017. 

Menurut asumsi peneliti pendidikan yang tinggi akan mencerminkan kemampuan seseorang untuk dapat menyelesaikan suatu pekerjaan dengan baik. Orang yang mempunyai pendidikan tinggi maka mempunyai pengalaman yang tinggi pula, dan memiliki pola pikir yang lebih matang sehingga bisa membedakan mana yang baik dan mana yang buruk. Tingkat pendidikan seseorang juga bisa menentukan kedudukan seseorang, semakin tinggi pendidikan seseorang maka semakin tinggi pula jabatan yang akan diduduki oleh seseorang tersebut. Tingkat pendidikan yang tinggi akan mempunyai kemampuan berfikir yang matang, berfikir rasional sehingga akan terlihat kualitas kerja yang baik dibandingkan dengan tingkat pendidikan yang rendah. 

f. Kelengkapan Pendokumentasian Asuhan Keperawatan   

Berdasarkan tabel 6 diatas dapat dilihat bahwa sebagian besar 72,9% perawat memiliki kelengkapan pendokumentasian asuhan keperawatan di Instalasi Ruang Rawat Inap RSUD Lubuk Sikaping Tahun 2017. 

Berdasarkan hasil penelitian yang tergambar dalam grafik adalah tahap perencanaan merupakan persentase yang paling tinggi adalah 59%, ini menggambarkan perencanaan sudah dilakukan secara baik, hal ini terjadi karena pada saat pendokumentasian tahap perencanaan sudah mengacu pada buku pedoman asuhan keperawatan yaitu nic noc. Sementara yang terendah adalah pada pendokumentasian tahap diagnosa yaitu 51%, ini semua disebabkan oleh setiap siff kebanyakan memakai diagnosa yang sama, tanpa mengacu pada pengkajian, diagnosa tidak dihubungkan dengan penyebab kesenjangan dan pemenuhan kebutuhan pasien bahkan terkesan dibuat berdasarkan diagnosa sebelumnya, komponennya hanya tunggal tidak terdiri dari masalah, penyebab, serta tanda dan gejala. Data ini bisa di pakai oleh rumah sakit untuk memperbaiki format pendokumentasian asuhan keperawatan sesuai dengan standar asuhan keperawatan saat ini. 

Menurut asumsi peneliti kelengkapan pendokumentasian sangat diperlukan dalam ruangan rumah sakit karena data-data pasien sangat dibutuhkan untuk tindakan selanjutnya, sehingga pendokumentasian yang baik bisa membentuk tindakan yang juga baik. Pendokumentasian yang baik membutuhkan bukti pencatatan dan pelaporan yang dimiliki perawat dalam melakukan catatan perawatan yang berguna untuk kepentingan klien, perawat, dan tim kesehatan dalam memberikan pelayanan kesehatan dengan dasar komunikasi yang akurat dan lengkap secara tertulis dengan tanggung jawab. Pada penelitian ini didapatkan rata-rata responden dalam pengisian pengkajian pada pasien yaitu 57%, rerata responden dalam penegakan diagnosa keperawatan yaitu 51%, rerata responden dalam pengisian perencanaan 59%, rerata responden dalam melakukan implementasi keperawatan yaitu 52%, rerata responden dalam melakukan evaluasi keperawatan yaitu 51%, rerata responden dalam catatan asuhan keperawatan 51%.  Pada penelitian ini didapatkan rerata kelengkapan asuhan keperawatan pada rumah sakit sekitar 53,5%, hal ini disebabkan karena asuhan keperawatan yang ada dirumah sakit belum memiliki standar yang baku. Sehingga responden sulit untuk melakukan pendokumentasian yang lengkap pada pasien. 

g. Hubungan 
Motivasi 
Dengan Kelengkapan Pendokumentasian  
Tabel 7 diatas menunjukan bahwa dari 16 perawat yang memiliki motivasi rendah melakukan pendokumentasian tidak lengkap sebanyak 100% sedangkan dari 32 perawat yang memiliki motivasi tinggi melakukan pendokumentasian dengan lengkap sebanyak 59,4% perawat. 

Menurut asumsi peneliti motivasi perawat sangat dibutuh kan dalam pekerjaan perawat karena dengan motivasi yang baik bisa menumbuhkan semangat untuk bekerja, sehingga pekerjaan yang dilakukan akan mendapatkan hasil yang lebih memuaskan. Semakin tinggi motivasi seseorang untuk bekerja maka hasil yang didapat juga akan lebih baik. Motivasi yang tinggi akan memberikan pendokumentasian asuhan keperawatan pada pasien juga akan lebih baik, sehingga bisa memberikan tindakan yang lebih tepat, dan akurat kepada pasien. Jika motivasi seseorang dalam bekerja rendah maka dalam menjalankan pekerjaan seperti pendokumentasian asuhan keperawatan akan bekurang, karena kurang nya semangat untuk mengerjakan tindakan tersebut sehingga tindakan yang diberikan kepada pasien jyga akan berkurang.  Pada penelitian ini motivasi responden yang tinggi terdapat 32 perawat hal ini bisa disebabkan oleh adanya harapan dan peluang bagi perawat-perawat yang sukarela untuk menjadi tenaga honor maupun kontrak, karna rata-rata perawat yang bekerja dirumah sakit adalah perawat yang baru dan masih berstatus sukarela, namun ada 19 perawat yang mempunyai motivasi tinggi tapi tidak bisa melakukan pendokumentasian dengan lengkap disebabkan oleh kesibukan kerja dan kurangnya waktu dalam satu sift untuk melengkapi dokumentasi asuhan keperawatan.  

h. Hubungan 
Masa 
Kerja 
Perawat 

Dengan 
Kelengkapan 
Pendokumentasian  

Tabel 8 diatas menunjukan bahwa dari 25 perawat yang memiliki masa kerja baru melakukan pendokumentasian tidak lengkap sebanyak 885% sedangkan dari 23 perawat yang memiliki masa kerja lama melakukan pendokumentasian dengan lengkap sebanyak 56,5% perawat.  
Menurut asumsi peneliti masa kerja perawat sangat menentukan kualitas perawat yang ada didalam ruangan. Perawat yang mempunyai masa kerja baru maka pengalaman perawat tersebut masih terbatas dibandingkan dengan perawat yang telah lama berada diruangan tersebut. Masa kerja perawat yang telah lama memiliki kemampuan yang lebih,untuk pendokumentasian asuhan keperawatan yang didapat diruangan selama beberapa tahun semenjak bekerja di rumah sakit. Biasanya seseorang yang sudah lama masa kerja pada ruangan maka makin mudah ia memahami tugas dan tanggungjawabnya terhadap pendokumentasian asuhan keperawatan, sehingga memberi peluang orang tersebut untuk meningkatkan pendokumentasian asuhan keperawata, dan tindakan pada pasien  serta beradaptasi dengan lingkungan dimana dia berada. Pada penelitian ini. Pada penelitian ini didapatkan 25 perawat masa kerja kategori baru didapatkan 22 perawat tidak lengkap dalam pendokumentasian asuhan keperawatan, karena belum adanya pengalaman dan juga terbiasa melihat keluhan pasien dalam melakukan pengkajian pasien (tidak akurat), sementara terdapat 3 perawat yang telah melakukan pendokumentasian dengan lengkap dikarenakan faktor personaliti perawat tersebut adanya keingin tahuan yang tinggi dan rajin bertanya tentang cara-cara pendokumentasian yang baik dan benar. Sedangkan masa kerja kategori lama dari 23 perawat terdapat 13 perawat yang tidak bisa melakukan pendokumentasian dengan baik ini disebabkan oleh adanya kejenuhan ketika menulis laporan dan asuhan keperawatan, menurut mereka ini adalah pekerjaan yang monoton. 

i. Hubungan usia Perawat Dengan Kelengkapan Pendokumentasian  
Tabel 9 diatas menunjukan bahwa dari 27 perawat yang memiliki usia muda melakukan pendokumentasian tidak lengkap sebanyak 59,3% sedangkan dari 21 perawat yang memiliki usia tua melakukan pendokumentasian dengan lengkap sebanyak 

90,5% perawat. 
 
Menurut asumsi peneliti usia sangat menentukan kedewasaan seseorang, karena semakin tinggi usia seseorang maka pengalaman seseorang juga akan tinggi pula. 

Orang yang dewasa maka akan memperlihatkan kematangan berfikir, dalam menelaah sesuatu dengan pikiran yang positive, sehingga responden yang berusia dewasa akhir akan memiliki pola pikir yang lebih dewasa dibandingkan dewasa awal. Pada penelitian ini seseorang yang berusia tua akan memiliki kematangan berfikir untuk pendokumentasian asuhan keperawatan yang dilakukannya pada setiap pasien yang ada diruangan sehingga tindakan yang diberikan tepat pada pasien. Seseorang yang memiliki usia muda akan senantiasa memberikan pendokumentasian yang lengkap, karena seorang yang berusia muda akan mudah untuk mengingat apa yang seharusnya akan ditulis dalam pendokumentasian yang dilakukan pada pasien yang berada diruangan. 

j. Hubungan 
Tingkat 
Pendidikan 

Dengan 
Kelengkapan 
Pendokumentasian  

Tabel 10 diatas menunjukan bahwa dari 27 perawat yang memiliki pendidikan rendah melakukan pendokumentasian tidak lengkap sebanyak 96,3% sedangkan dari 21 perawat yang memiliki pengetahuan tinggi melakukan pendokumentasian dengan lengkap sebanyak 57,1% perawat.  Menurut asumsi peneliti pendidikan yang tinggi akan mencerminkan kemampuan seseorang untuk dapat menyelesaikan suatu pekerjaan dengan baik. Orang yang mempunyai pendidikan tinggi maka mempunyai pengalaman yang tinggi pula, dan memiliki pola pikir yang lebih matang sehingga bisa membedakan mana yang baik dan mana yang buruk. Pada penelitian ini terdapat orang yang memiliki pendidikan tinggi akan memberikan pendokumentasian yang lengkap pada asuhan keperawatan pasien yang berada diruangan. Orang yang mempunyai pendidikan tinggi akan memilikin pengalaman yang baik untuk pendokumentasian asuhan keperawatan pada pasien yang berada diruangan. 

k. Hubungan Beban Kerja Dengan Kelengkapan Pendokumentasian  

Tabel 5.11 diatas menunjukan bahwa dari 21 perawat yang memiliki beban kerja berat melakukan pendokumentasian tidak lengkap sebanyak 100% sedangkan dari 27 perawat yang memiliki beban kerja ringan melakukan pendokumentasian dengan lengkap sebanyak 51,9% perawat. Hasil uji statistik diperoleh nilai p = 0,001 (p<α) maka dapat disimpulkan adanyahubungan beban kerja dengan kelengkapan pendokumentasian asuhan keperawatan di Instalasi Rawat Inap RSUD Lubuk Sikaping Tahun 2017. 

Menurut asumsi peneliti beban kerja merupakan kajian yang sistematis guna mendapatkan informasi penentuan jumlah pegawai untuk menyelesaikan pekerjaan dalam jangka waktu tertentu untuk mencapai tujuan organisasi. Seseorang yang memiliki beban kerja yang berat akan mempengaruhi pendokumentasian asuhan keperawatan yang lengkap pada pasien, karena disebabkan oleh faktor kelelahan, tidak konsentrasi pada pendokumentasian asuhan keperawatan pasien. Seseorang yang memiliki beban kerja yang ringan akan mempengaruhi kelengkapan pendokumentasian asuhan keperawatan pasien karena dengan tidak adanya beban kerja bisa membuat seseorang bisa berkonsentrasi dalam pendokumentasian asuhan keperawatan pasien. Pada penelitian ini dari 35 perawat yang memiliki beban kerja berat diantaranya 1 perawat yang melengkapi pendokumentasian dengan benar, karena perawat tersebut adalah seorang ketua tim, dan memiliki tanggung jawab yang tinggi untuk menyelesaikan pekerjaan dengan baik terutama pendokumentasian asuhan keperawatan. 

Kesimpulan 
Lebih dari separoh perawat mempunyai motivasi tinggi, masa kerja kategori lama, memiliki pendidikan rendah,  kategori usia tua,  dan sebagian besar perawat memiliki beban kerja kategori berat,  serta kategori lengkap mendokumentasikan asuhan keperawatan.  Hasil uji statistic: adanya hubungan motivasi, masa kerja, usia,  pendidikan, beban kerja dengan kelengkapan pendokumentasian asuhan keperawatan di Instalasi Rawat Inap RSUD Lubuk Sikaping Tahun 2017. 
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Abstract: 
Background: Application of nursing process helps the nurses to utilize critical thinking for decision making and care activities. There are many factors that interferes the implementation of the nursing process.  
The aim of study: to identify barriers in implementation of the nursing process from the standpoint of nurses in different settings of Main University hospital, Mansoura.  
Material & Methods: A descriptive design was used to conduct this study on 100 nurses worked at the pervious setting were included in the study. Two tools were utilized in  
The Present Study: nursing process questionnaire and factors affecting the application of nursing process. Results: The factors that affecting implementation of nursing process were lack of sufficient enthusiasm in using the nursing process, shortage of nursing staff, no format for writing, lack of follow up and monitoring, no adequate time for using, lack of attention to its importance, deficient in clear instruction, inadequate education, and have no believe in applying the patient care according to the nursing process.  
Conclusion: It is possible to recommend the hospitals to seek means to upgrade the knowledge of their nurses on the nursing process and utilizing nursing process which reflect the quality of patient care. Keywords: Nursing process, implementation, factors affecting.                       
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I. Introduction 
 The nursing care guided by the nursing process (NP) principles the planning of actions, the interventions, the evaluation and specific goals recognized for each patient. The nursing process consider a problem solving method which is useful to meet the community health and care needs. Application of NP helps the nurses to utilize critical thinking for decision making. [1] 
 The nursing process (NP) is generally viewed as a tool for planning and providing patient care. The nursing process is synonymous within the discipline of nursing. It is an organized, systematic approach used by nurses to meet the individualized health care needs of their patients. care as a process. [2] 
 Assessment, diagnosis, planning, implementation and  evaluation  are steps of the nursing process accordingly. Assessment is an organized dynamic process including: systematically collecting data, and ordering the collected data, and documenting the data in a retrievable way. Subjective and objective data are collected from different sources the nurse emphasizes on eliciting a profile of the patient that supplies a sense of the patient’s overall health status, providing a picture of the patient. [3] 
Diagnosis/need identification means the analysis of collected data to recognize the patient’s needs or problems, also called  the nursing diagnosis. The purpose of this step is to draw a whole picture regarding the patient’s specific needs of concern so which effective care can be planned and given. [4] Planning contains setting priorities, establishing goals, considering proper patient outcomes, and determining exact nursing interventions. These actions are accepted as the plan of care. [3] 
 Implementation occurs when the plan of care is put into action, and the nurse performs the planned interventions. Individual knowledge and expertise and agency routines allow the flexibility that is necessary to adapt to the changing needs of the patient. [5] Evaluation is accomplished by determining the patient’s progress toward attaining the known outcomes and by monitoring the patient’s reaction to efficiency of the preferred nursing interventions for the reason of altering the plan as indicated. [6]   
 Nursing process is a step by step series of actions that create something or that lead to a particular result related to health of a patient. It is a matter of fact that nursing process is the center of nursing practice where professional nurses must be expert. This process has its steps that guide nurses in description holistic nursing care to be demonstrated excellently for this is the foundation of quality nursing care to customers. in addition to, interaction is significant in between the patient and the nurse because it is the only way of gaining cooperation in time nursing care is being implemented. On Orlando's Deliberative Nursing Process Theory, the focus is on the interaction between the nurse and patient, perception validation, and the use of the nursing process to create optimistic outcomes or patient progress. [4]  
 Despite, the importance of studying and using the nursing process, the nurses use problem solving process in order to arrange and give nursing services. NP helps the nurse to use critical thinking for clinical judgments. [7] Principles for implementing the nursing process is the systematic registration. Consequently, recognizing barriers in accomplishment of the nursing process in Mansoura hospitals seems needed. So, this study aimed to identify barriers in implementation of the NP from the standpoint of nurses in chosen ICU, medical, surgical and orthopedic wards of Main University hospital, Mansora, EGYPT so that the outcome of this study can be helpful in identifying current barriers and implementation of the nursing process in our country will be easy. [8] 
 There are many barriers that interferes the implementation of the nursing process, some of these barriers related to individual factors and the others related to management or policy factors. Individual factors as insufficient information, no belief in doing the patient care according to it, lack of sufficient motivation in doing NP, lack of enough skill for doing NP, uninteresting in doing the NP,  uncooperation among the nurses. [8] 
 While the management factors as: repetitious replacement of the nurses, Shortage of nursing staff, no format for writing, lack of monitoring on nursing process, there no necessary facilities, lack of enough time, lack of attention to its importance, lack of specific instructions, lack of education, lack of enough trained nurses, hospital policies in non-implementation of the nursing process. [8, 9] 
II. Materials and Methods 
The study design is a descriptive study, designed to identify the factors affecting the application of nursing process in clinical setting .The study was conducted in ICU, orthopedic, medical, and surgical department at Mansoura University Hospital. A convenience sample of 100 nurses of both sexes worked at the pervious setting were included in the study, the nurses refuse to sharing in the study will be excluded from the study. Two tools were utilized in the present study after reviewing the related literatures. 
Tool I: Nursing Process Questionnaire: This tool was developed by the researcher after reviewing the related literatures  (and used to evaluate the nurse's knowledge of nursing process and include two parts as follow: Part one: "General Characteristics of Nurses": This part include the following data, age, gender, ward, educational level, position, years of experience, implementation of nursing process. 
Part two "Nursing Process Questionnaire": this part include (23 question) to assess the level of nurse's knowledge of nursing process in the form of MCQ.  
Tool II: Factors affecting the application of nursing process 
This tool was modified from (Akbari & Shamsi, 2011), [15] and used to identify the factors affecting the application of nursing process from nurse's point of view, these factors are (17) factors and each nurse are asked about each factors with Yes (equal 1) and No (equal 0) .   
Methods 
· Permission to conduct the study was obtained from responsible authorities of the study area (Mansoura University Hospital) after clear explanation to the aim of the study. 
· Verbal consent approval was obtained from each participating nurse. Anonymity, privacy, safety, confidentiality and the right to withdraw from the study at any time were assured. 
· Clarification of the study purpose was done. The researcher emphasized that participation is absolutely voluntary. 
· All tools were tested for content validity by 5 professors in the field from faculty of nursing Mansoura University and the necessary modifications were done accordingly. 
· Data collection extended over a period of two month from 1/9/2016 to 1/11/2016 
· Nurses agreed to participate in the study were interviewed and asked to fill the nursing process questionnaire using tool (I), then the nurses choose the factors affecting the application of nursing process using tool (II). 
III. Result 
The findings of the study will be presented in five tables: (1)Distribution according to their sociodemographic characteristics, (2) Distribution according to their knowledge assessment regarding nursing process, (3) Distribution of groups according to their knowledge assessment result, (4) Relationship between knowledge assessment result of the studied group as regards work place, age group, gender, educational level, position, and years of experience through the period of the study, (5) Factors affecting nursing process implementation from nurses' point of view.  
Table (1) shows the distribution of studied group according to their demographic characteristics. A total of 100 nurses were enrolled in the study. The majority of nurses included in the study 51.0% have been working at ICU. The majority of the studied group 43.0% aged from 35-39 years. Female were more included in the studied group, they constituted 91.0% of all study sample. Concerning level of education, the majority of the studied sample 94.0% was holding a bachelor degree of nursing. Regarding position of studied nurses, the table also shows that 66.0% of them were a head nurse. In relation to numbers of experience years in active service, the table reveals that nearly half of the studied sample 47.0% has years of experience ranged from 10-14 years with mean years 10.40±3.10. The table also showed that, all of the studied nurses 100.0% have no implementation of nursing process in their clinical setting. 
Table (1): Distribution of studied group according to demographic characteristics (N=100) 
	Socio-dem
	ographic data 
	Studied group No= 100  

	
	
	No 
	% 

	Ward 
 
 
 
 
	Icu 
Medical Surgical orthopedic 
	51 
25 
20 
4 
	51.0 
25.0 
20.0 
4.0 

	Age  
 
 
 
 
	20-24y 
25-29y 
35-39y 
≥ 40y 
	17 
30 
43 
10 
	17.0 
30.0 
43.0 
10.0 

	Gender  
· Male  
· Female 
	9 
91 
	9.0 
91.0 

	Education level 
· BSC 
· Master degree 
	94 
6 
	94.0 
6.0 

	Position  
· Nursing officer  
· Head nurse 
· Assistant director 
· Nursing technician 
	2 
66 
2 
30 
	2.0 
66.0 
2.0 
30.0 

	Years of experience 
· 0-4y 
· 5-9y 
· 10-14y 
· 15-19y 
· 20-24y 
	5 
38 
47 
9 
1 
	5.0 
38.0 
47.0 
9.0 
1.0 

	Mean± SD 
	10.40±3.10 

	Implementing nursing process in clinical setting 
· Yes 
· No  
	No 
	% 

	
	0 100 
	0.0 
100.0 


Table (2) shows the distribution of studied groups according to their knowledge assessment regarding nursing process. As regards (nursing process utilization) question, the majority of sample 99.0% have correct answer. in relation to (nursing process steps) question, the majority of sample 97.0% have correct answer. The table also shows that, 98.0% of the studied sample has correct answer regarding (assessment step) question. In relation to (NANDA) question, the majority of sample 85.0% has correct answer. Concerning (establishing nursing diagnosis) question, only 9.0% of sample have correct answer. The majority of the studied sample shows the highest percent 88.0% and 93.0% respectively regarding (nursing diagnosis completeness & developing plan) questions have correct answer. As regards (goals established in a plan & essential component of written goal) questions, it was observed that, the majority of sample 100.0% & 88.0% respectively have incorrect answer.   
Table (2): Distribution of studied groups according to their knowledge assessment answers regarding nursing process quiz 
	Nursing Process Items 
	Correct Answer 
	

	
	No 
	% 

	
1. 
Nursing process utilization 
	99 
	99.0 

	
2. 
Nursing process steps 
	97 
	97.0 

	
3. 
Assessment step 
	98 
	98.0 

	
4. 
Objective data 
	95 
	95.0 

	
5. 
Subjective data 
	94 
	94.0 

	
6. 
Analysis of objective and subjective data 
	100 
	100.0 

	
7. 
NANDA 
	85 
	85.0 

	
8. 
Establishing nursing diagnosis 
	9 
	9.0 

	
9. 
Behavior observed 
	84 
	84.0 

	10. 
	Nursing diagnosis completeness 
	88 
	88.0 

	11. 
	Developing plan 
	93 
	93.0 

	12. 
	Goals established in a plan 
	0 
	0.0 

	13. 
	Essential component of written goals 
	12 
	12.0 

	14. 
	The patient and the family 
	96 
	96.0 

	15. 
	Patient outcome 
	89 
	89.0 

	16. 
	Other important outcome 
	80 
	80.0 

	17. 
	The plan of care 
	72 
	72.0 

	18. 
	Not be considered an intervention 
	0 
	0.0 

	19. 
	Open communication 
	86 
	86.0 

	20. 
	The evaluation phase 
	93 
	93.0 

	21. 
	Questions during evaluation phase 
	76 
	76.0 

	22. 
	If the plan is not working 
	12 
	12.0 

	23. 
	Data support an additional diagnosis 
	11 
	11.0 


Table (3) shows the distribution of studied group according to their knowledge assessment result. It was found that, the majority of the studied sample 88.0% have average knowledge score, which ranged from 11.5- < 15. While only 4.0% of total studied sample have poor knowledge score < 11.5(Total: 23 score). 
Table (3): Distribution of studied group according to their knowledge assessment outcome (No= 100) 
	knowledge assessment outcome 
	Studied group No= 100 

	
	No 
	% 

	Poor  < 11.5 
Average 11.5- < 15 
Good  ≥ 15 
	4 
88 
8 
	4.0 
88.0 
8.0 

	Total score= 23 
	100 
	100 


Table (4) show relationship between knowledge assessment results of studied group as regards work place. The table reveals that the ICU staff had (50%) average knowledge score, while the knowledge score of medical staff was good (62.5%). on other hand, surgical ward had (22.7%) average knowledge score, while (4.5%) of nursing staff at orthopedic unit had average knowledge score. A significant association between knowledge score and working in different departments was observed (p= 0.084). 
The table shows that the half of nursing staff between ( 20-24 years) (50%) had good knowledge score, while the knowledge score of nursing staff  between (25-29 years old) was good (50%). on other hand, nearly of half of nursing staff  between (35-39 years old) (47.7) had average knowledge score, and 25% of nursing staff   ≥40  had average knowledge score. A significant association between knowledge score and age group was observed (p = 0.032). The table reveals that, the 89.9% of female nursing staff had average knowledge score. The table shows that, the 93.2% of BSC nursing staff had average knowledge score. The table shows that (75%) of the knowledge score of head nurse was good. The table reveals that the ICU staff work at the hospital between 5-9 years was (75%) good knowledge score, while the knowledge score of staff work at the hospital between 10-14 years was average (50%). A significant association between knowledge score and Years of experience was observed (chi-square=0.039). 
Table (4) Percentage distribution of nurses' knowledge score regarding working department 
	Departments 
	Knowledge 
	Test 

	
	Poor 
	Average 
	Good 
	

	
	No 
	% 
	No. 
	% 
	No. 
	% 
	

	ICU 
	4 
	100 
	44 
	50 
	3 
	37.5 
	Chi-Square 
0.084 

	Medical 
	0 
	0 
	20 
	22.7 
	5 
	62.5 
	

	Surgical 
	0 
	0 
	20 
	22.7 
	0 
	0 
	

	Orthopedic 
	0 
	0 
	4 
	4.5 
	0 
	0 
	

	Age Group 20-24 
	0 
	0 
	13 
	14.8 
	4 
	50 
	0.032 

	25-29 
	2 
	50 
	24 
	27.3 
	4 
	50 
	

	35-39 
	1 
	25 
	42 
	47.7 
	0 
	0 
	

	≥ 40 
	1 
	25 
	9 
	10.2 
	0 
	0 
	

	Gender 
Female 
	4 
	0 
	79 
	89.9 
	8 
	100 
	0.509 

	Male 
	0 
	0 
	9 
	10.2 
	0 
	0 
	

	Education BSC 
	4 
	100 
	82 
	93.2 
	8 
	100 
	0.647 

	Master 
	0 
	0 
	6 
	6.8 
	0 
	0 
	

	Position Nurse Officer 
	0 
	0 
	2 
	2.3 
	0 
	0 
	0.836 

	Head Nurse 
	4 
	100 
	56 
	63.6 
	6 
	75 
	

	Assistant Director 
	0 
	0 
	2 
	2.3 
	0 
	0 
	

	Nursing Technician 
	0 
	0 
	28 
	31.8 
	2 
	25 
	

	Years of experience 0-4 
	0 
	0 
	3 
	3.4 
	2 
	25 
	0.039 

	5-9 
	1 
	25 
	31 
	35.2 
	6 
	75 
	 

	10-14 
	3 
	75 
	44 
	50 
	0 
	0 
	

	15-19 
	0 
	0 
	9 
	10.2 
	0 
	0 
	

	20-24 
	0 
	0 
	1 
	1.1 
	0 
	0 
	


Table (5) demonstrates the factors affecting nursing process implementation from nurses' point of view. It was founded that, more than the half of nurses 63.0% have insufficient information regarding nursing process. The table also showed, the majority of nurses 76.0% have no idea in applying it. All studied nurses 100.0% have no sufficient enthusiasm in using the nursing process, shortage of nursing staff, no format for writing Nursing process, no follow up by the authorities, inadequate time for using it, no attention to its importance by the nursing authorities, and deficient in clear instruction for applying the nursing process by the authorities respectively. The majority of nurses 64.0% have no problem in implementing nursing process related to repetitious replacement of the nurses. The finding showed that, 63.0% have no interesting in using the nursing process. The table showed that, 93.0% of nurses have no adequate education in the nursing process. Regarding hospital policy in non-implementation of the nursing process, 53.0% of nurses agree about hospital policy in non-implementation of the nursing process. 
Table (5): factors affecting nursing process implementation from nurses' point of view 
	Factors affecting nursing process implementation  
	Yes  
	

	
	No 
	% 

	1. 
Lack of sufficient information 
	63 
	63.0 

	2. 
No belief in deliver patient care according to it 
	76 
	76.0 

	3. 
No enough motivation in using it 
	100 
	100.0 

	4. 
Inadequate skillfulness for applying it 
	80 
	80.0 

	5. 
No interesting in using it 
	63 
	63.0 

	6. 
Lack of cooperation between the nurses 
	39 
	39.0 

	7. 
Repetitious replacement of the nurses 
	36 
	36.0 

	8. 
Shortage of nursing staff 
	100 
	100.0 

	9. 
No format for writing Nursing process 
	100 
	100.0 

	10. No follow up by the authorities 
	100 
	100.0 

	11. Not providing necessary facilities for doing the nursing process by the authorities 
	0 
	0.0 

	12. No enough time for applying it 
	100 
	100.0 

	13. No attention to its importance by authorities 
	100 
	100.0 

	14. No specific training for applying it by the authorities 
	100 
	100.0 

	15. Lack of education of nursing process principle by the authorities 
	63 
	63.0 

	16. No enough qualified nurses in it 
	93 
	93.0 

	17. Hospital rules in non-implementation of it 
	53 
	53.0 


IV. Discussion 
The aim of this study was to identify factors affecting implementation of nursing process: nurses' perspective. The socio-demographic background of the present study showed that, the majority of nurses included in the study 51.0% have been working at ICU. The majority of the studied group 43.0% aged from 3539 years while only 10.0% were 40 years and more. Female were more included in the studied group, they constituted 91.0% of all study sample. Concerning level of education, the majority of the studied sample 94.0% was holding a bachelor degree of nursing while only 6.0% of them were having master degree. Regarding position of studied nurses, the table also shows that 66.0% of them were a head nurse comparing to the lowest percent 2.0% were a nursing officer and an assistant director. In relation to numbers of experience years in active service, the table reveals that nearly half of the studied sample 47.0% has years of experience ranged from 10-14 years with mean years 10.40±3.10. 
Regarding nurses' knowledge related to nursing process, the study noted that, the majority of the studied sample 88.0% have average knowledge score, which ranged from 11.5- < 15. While only 4.0% of total studied sample have poor knowledge score < 11.5 (Total: 23 score). This agreed with Fisseha et al, 2014 [10] who noted that, knowledge is one of the mainly important factors for implementation of nursing process. The result of this study also agreed with a study conducted in Brazil, which indicated knowledge is one of several factors that interfere in the efficient implementation of the nursing process [11]. 
The relation between knowledge and the nurses' work place, the present study reveals that the ICU staff  had (50%) average knowledge score, while the knowledge score of medical staff  was good (62.5%). on other hand, surgical ward had (22.7%) average knowledge score, A significant association between  knowledge score and working in different departments was observed  (p= 0.084). this findings come agree with Roberts, 2000 [12], results who suggested that, the clinical environment has a potentially significant role to play in both nurses' perceptions and use of the nursing process. 
The relation between knowledge and the nurses' age group and years of experience, the majority of the studied group 47.0% aged from 35-39 years had average knowledge score, A significant association between knowledge score and age group was observed  (p = 0.032). The study also reveals that, half of the studied sample 50.0% has years of experience ranged from 10-14 years. A significant association between knowledge score and Years of experience was observed (chi-square=0.039). These results in agreement with Dousouri, 2010 [13], who noted that nurses regardless their category with educational level ,age and experience had a generally very good knowledge regarding the nursing process. 
Factor affecting implementation of nursing process from nurses' point of view, the study showed that 63.0% have lack of sufficient information regarding nursing process. The study result also showed that, 100.0% have no enough time for applying it. These findings come agree with McKenna et al, 2004 [11], who noted that, the majority of the nurses have lack of knowledge and lack of enough time for applying it, as mainly significant barriers, which are in agreement with the results of the current study. 
Lukes, 2010 [14] also mentioned that, the nurses be trained nursing process when they have only one patient but when patients' numbers increase, they couldn't utilize it. On the other hand, Akbari & Shamsi, 2011[15] noted that, one of the other reasons in lack of application of the nursing process in intensive care units could be due to excess number of the patients and shortage of nurses. Therefore, nurses do not have enough time to use this systematic method.  
The present study presented that, the majority of nurses 76.0% have no reliance in caring the patient according to the nursing process. This agreed with Haghighi Moghaddam et al, 2004 [16], who mentioned that, no enough information about the conception of it and have no belief in applying it as the majority essential barrier. Additionally, lack of support of the authorities from use of the nursing process is the other administration factor, which can be related to deficient in knowledge about the significance and effect of this process on increasing health care power [15]. 
The finding of the study showed that, 63.0% of nurses agree about lack of education of nursing process principle by the authorities. This come agree with Hasson& Arnetz, 2009 [17], who found that, proper learning of appliance of it helps in additional rising of nursing discipline and increase in their involvement in enhancing the quality of the care. 
The current study also showed that, 93.0% of nurses have no sufficient qualified nurses in the nursing process. This agree with Hughes and Young, 2010 [18], who suggests that as nurses gain more experience in nursing process application, they develop better ways of managing the error and take appropriate measures to ensure that they do not make the same error in the future and promoting the quality of patient care.  
V. Conclusions 
The nursing process is a widely accepted method and has been suggested as a scientific method to guide procedures and qualify nursing care. More recently, the process has been defined as a systematic and dynamic way to deliver nursing care, operating through five interrelated steps: assessment, diagnosis, planning, implementation, and evaluation [19]. Lack of utilizing of the nursing process can decrease the quality of care. Nurses of the current study reported that factors such as lack of knowledge, high patient nurse ratio/work load, and lack of educating, training and motivating factors affected the application of the nursing process. It is possible to recommend the hospitals to look for resources to promote the awareness of their nurses on it and its utilization.  
VI. Recommendations 
· Introduction of educational programs will enhance nurses' ability to use nursing the process to improve the quality of patient’s care. 
· Motivation of nurses is very important in improving care planning systems that would further promote consistency in the process. 
· Programs to train, improve and update the nurses working in clinical health settings with current innovations in the nursing process should be implement. 
References 
[1]. 
Cruz, D. Guedes, E. Santos, A. Sousa, R. Turrini, T. Maia, M. Araújo, N., Nursing process documentation: rationale and methods of analytical study, Rev Bras Enferm, (1), 2016, 183-189. 
[2]. Yildirim, B., Özkahraman, S., Critical Thinking in Nursing Process and Education, International Journal of Humanities and Social Science, 1(13), 2011, 257-262. 
[3]. Newfield, SA. Hinz, M. D. Scott Tilley, D. Sridaromont, K. L. Joy Maramba, P., 2007 Cox's clinical applications of nursing diagnosis Adult, Child, Women’s, Mental Health, Gerontic, and Home Health Considerations. F. A. Davis Company. 
	[4]. 
	Doenges, ME., Moorhouse, MF., Murr, AC., 2008  Nurses pocket guide diagnosis, prioritized interventions and rationales. F. A. Davis Company.  

	[5]. 
	Carpenito, LJ., 2009 Nursing Care Plans & Documentation: Nursing Diagnoses and Collaborative Problems. Lippincott Williams & 
Wilkins 

	[6]. 
	De Medeiros Dantas, AL., de Almeida Medeiros, AB., de Araújo Olímpio, J., de Sá Tinôco, JD., da Conceição Dias Fernandes, MI. and de Carvalho Lira, ALB., Nursing Diagnoses of the Domain Safety/Protection and Socioeconomic and Clinical Aspects of Critical Patients. Open Journal of Nursing, 6, 2016, 314-322.  

	[7]. 
	Potter, PA., Perry, AG., 2007 Basic nursing: essentials for practice. Philadelphia: Mosby Elsevier. 

	[8]. 
	Akbari M., Shamsi A., A Survey on Nursing Process Barriers from the nurses’ view of Intensive Care Units. Iranian Journal of Critical Care Nursing. 4(3) 2011, 181-186. 

	[9]. 
	Mangare N. L., Omondi A. L., Ayieko O. A., Wakasiaka S., Wagoro M. C. A., Implementation of the Nursing Process in Naivasha District Hospital, Kenya, American Journal of Nursing Science, 5(4) 2016, 152-157. 

	[10]. 
	 Fisseha et al, (2014) Application of Nursing Process and Its Affecting Factors among Nurses Working in Mekelle Zone Hospitals, Northern Ethiopia . 

	[11]. 
	 McKenna H, Ashton S, Keeney S (2004) Barriers to evidence based practice in primary care: A review of the literature. Int J Nurs Stud. 41(4):369-78. 

	[12]. 
	Roberts J. (2000) problem- solving skills of senior student nurses: an exploratory study using simulation. International journal of nursing studies 37, 135-143. 

	[13]. 
	Dousouri, N.S. (2010): Perception of nurses on the implementation of the nursing process in the Brong-Ahafo Region. Institute for Educational Planning and Administration; http://hdl.handle.net.. 

	[14]. 
	Lukes E. (2010) The nursing process and program planning. AAOHN J. 58(1):5-7. 

	[15]. 
	Akbari M. MSc., Shamsi A1 MSc . (2011) A Survey on Nursing Process Barriers from the nurses’ view of Intensive Care Units Volume 4, Issue 3. Pages: 181-186. 

	[16]. 
	Haghighi Moghaddam Y. (2004) A survey on nursing process barriers from nurses’ view in selected hospitals of Urmia. (MSc Thesis), Urmia Medical University; p.5. 

	[17]. 
	Hasson H, Arnetz JE. (2009) The impact of an educational intervention on nursing staff ratings of quality of older people care: A prospective, controlled intervention study. Int J Nurs Stud. 46(4):470-8. 

	[18]. 
	Hughes K., Young W. (2010). The relationship between task complexity and decision making consistency. Research in nursing and health 13, 189-197. 

	[19]. 
	Carol Taylor C, Lillis C, LeMone P, Lynn P. (2008) Fundamentals of nursing: The art and science of nursing care. 6th ed. Philadelphia: Lippincott Williams & Wilkins; p.51-9. 


Accepted: 24 September 2017

[image: image29]

[image: image30]
Quality of nursing documentation: Paper-based health records versus electronic-based health records
Laila Akhu-Zaheya PhD, RN, Associate Professor1
[image: image31]
| Rowaida Al-Maaitah Professor1
|

Salam Bany Hani MSN, RN, Teaching Assistant1
	
[image: image32]
	Aims and objectives: To assess and compare the quality of paper-based and electronic-based health records. The comparison examined three criteria: content, documentation process and structure.
Background: Nursing documentation is a significant indicator of the quality of patient care delivery. It can be either paper-based or organised within the system known as the electronic health records. Nursing documentation must be completed at the highest standards, to ensure the safety and quality of healthcare services. However, the evidence is not clear on which one of the two forms of documentation (paper-based versus electronic health records is more qualified.
Methods: A retrospective, descriptive, comparative design was used to address the study’s purposes. A convenient number of patients’ records, from two public hospitals, were audited using the Cat-ch-Ing audit instrument. The sample size consisted of 434 records for both paper-based health records and electronic health records from medical and surgical wards.
Results: Electronic health records were better than paper-based health records in terms of process and structure. In terms of quantity and quality content, paperbased records were better than electronic health records. The study affirmed the poor quality of nursing documentation and lack of nurses’ knowledge and skills in the nursing process and its application in both paper-based and electronic-based systems.
Conclusion: Both forms of documentation revealed drawbacks in terms of content, process and structure. This study provided important information, which can guide policymakers and administrators in identifying effective strategies aimed at enhancing the quality of nursing documentation.
Relevance to clinical practice: Policies and actions to ensure quality nursing documentation at the national level should focus on improving nursing knowledge, competencies, practice in nursing process, enhancing the work environment and nursing workload, as well as strengthening the capacity building of nursing practice to improve the quality of nursing care and patients’ outcomes.
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1
|
INTRODUCTION
Nursing documentation is a significant indicator of effective patient care delivery (Wilson, Hauck, Bremner, & Finn, 2012). Documentation can be either paper-based or electronic-based, as per the electronic health records (EHRs), which include all information related to patient care. Regardless of the method of documentation, nursing documentation has to be conducted at the highest standard, to ensure the delivery of safe and high-quality healthcare services (Noureldin, Mosallam, & Hassan, 2014). A high quality of nursing documentation is expected in every area of care and in every setting (Wilson et al., 2012); it is considered an important responsibility of nursing, to ensure the continuity of effective patient care (Asamani, Amenorpe, Babanawo, & Ansah Ofei, 2014) and to improve patients’ outcomes (Stevenson & Nilsson, 2012).
Nurses, the largest group of healthcare providers in the healthcare system, play a crucial role in every area of performance improvement in healthcare organisations. The role demands documenting and managing patient information through coordinating patient care and communicating with other interdisciplinary team members. It is believed that paper-based documentation does not meet the requirements of high-quality documentation and communication among healthcare providers, because it is time-consuming, repetitive and inaccurate (Yu, Zhang, Gong, & Zhang, 2013).
Problems arise when attempting to obtain information from paper-based records, as it is considered labour intensive. Health care is built upon and revolves around information. The introduction of electronic health records (EHRs) as a method of documentation is more legible and more accessible (Nguyen, Bellucci, & Nguyen, 2014). The increasing amount of data makes managing information difficult to assemble and more importantly, more difficult to provide the best care to patients. The challenge of transforming data into information and knowledge and using both to improve health communication has led to the development of the health information system (HIS). HIS, EHRs, patient health records and a computerised patient record system are used interchangeably within the literature and are necessary to improve the quality of patient care (Ajami & Bagheri-Tadi, 2013; Middleton et al., 2013).
Electronic health record documentation has been used by many nurses for documenting nursing care including the nursing process, such as entering orders and accessing laboratory results, as well as supporting healthcare professionals in processing, managing and communicating data in a variety of settings. It has the potential to improve patients’ safety, enhance healthcare professionals’ access to a patient’s healthcare information, ensure appropriate use of resources and finally, improve the communication among healthcare professionals (Secginli, Erdogan, & Monsen, 2014).
Currently, there has been considerable interest throughout the world’s healthcare sectors to increase the quality of nursing documentation (Evatt, Ren, Tuite, Reynolds, & Hravnak, 2014). According to Wang, Yu, and Hailey (2013), the quality of nursing documentation includes three main components: content, documentation process and format or structure. Documentation content focuses on
What does this paper contribute to the wider global clinical community?
· Paper-based health records and electronic health records each have their drawbacks in the real practice of nursing documentation.
· Nursing students should be well prepared on the use and application of nursing knowledge and skills in technology, and the real world of practice for effective nursing care and best outcomes for patients.
· Bridging the gap between practice and education is important for enhancing the nursing competencies and personal qualifications.
· Policies and actions to ensure quality nursing documentation and full adoption of the EHRs at the national level should focus on improving nursing knowledge, competencies and practice.
completeness and accuracy of data that reflect reality (Wang et al., 2013). The documentation process focuses on the patient’s data completeness and the regularity of data in the patient’s records, while documentation structure focuses on physical presentation, which includes the legibility and completeness of the patient’s information.
It has been recommended that the implementation of EHRs, in comparison with paper-based records, would result in greater accuracy to the multiprofessional use of all healthcare providers (Collins et al., 2013). However, the evidence is not quite clear. This requires further assessment and investigation of the quality of nursing documentation in both paper-based and EHRs (Wang, Bjorvell, Hailey, &€ Yu, 2014).
Although the EHR has been introduced in Jordan during the last decade, its full application is still limited. Several institutions in Jordan are working on introducing the HIS in different healthcare settings to cope with the expanding technology of the information system. Currently, the EHRs in the public healthcare sector are an important part of a national initiative programme called the electronic health solution (EHS). The national EHS aims at increasing the effectiveness of medical management, reaching the best international standards and improving workflow procedures in hospitals and healthcare centres. It has several subsystems which include computerised patients’ record system (CPRS), patients’ booking and laboratory and pharmacy system among others. The EHS is based on a software application with a specific application for nurses.
In Jordan, there is no clear evaluation or clear evidence that indicates which of the two forms of documentation (paper-based versus EHRs) is more qualified. Ahn, Choi, and Kim (2016) reported that increased adoption of EHRs does not necessarily result in a reduction in healthcare costs or an increase in the quality of care. According to Nguyen et al. (2014), the introduction of EHRs has been accompanied by an increasing rate of medical errors, thus leading to an increase in mortality in some settings.
Assessing the quality of nursing documentation provides insight into the best practices and limitations to improve the quality of nursing documentation and patients’ outcomes. Therefore, there is persistent need for evaluating the quality of paper-based versus EHR documentation prior to further expansion of using the EHR system at the national level.
1.1
|
Aim
The aim of this study was to assess and compare the quality of nursing documentation of paper-based versus EHR in terms of content, process and structure.
1.2
|
Theoretical framework
The Sweden model, known as the VIPS model (Figure 1), was used as a framework for the current study. The VIPS model is a valid model, designed to be used in nursing documentation, following the nursing process. VIPS is an abbreviation of V€albefinnande, Integritet, Prevention and S€akerhet: an acronym for the Swedish terms for well-being, integrity, prevention and safety. The components of the VIPS model align very well with the goals of the nursing process (Darmer et al., 2006) that is used for nursing documentation. It is estimated that the model has a positive effect on understanding and assessing the nursing process documentation by the application of its keywords (Ehrenberg, Ehnfors, & Thorell-Ekstrand, 1996).
The model is composed of two levels of keywords and exemplifies the content underlying each keyword. The first level corresponds to the nursing process model, along with the keywords of nursing history, nursing status, nursing diagnoses, nursing goals, nursing interventions, nursing outcome and discharge notes. The second level of keywords consists of subdivisions for nursing history, nursing status and nursing interventions as shown in Figure 1 (Ehrenberg et al., 1996).
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METHODS
A retrospective, descriptive, comparative design was used for this study. The study was conducted in two public hospitals in the northern part of Jordan where one hospital is using paper-based records and the other is using EHRs for documentation. The two hospitals are considered to be large in the north of Jordan. Medical and surgical wards were chosen due to the similar nature of nursing documentation. The nature of documentation in terms of the nursing process in both medical and surgical wards helped in auditing the record easily, which in turn helped to compare the same wards between the two hospitals.
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Sample
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FIGURE 1
VIPS model for nursing documentation. Reprinted from nursing documentation in patients’ records: experience in the use of the
VIPS model, by Ehrenberg, A., Ehnfors, M. &Thorell-Ekstrand, I. (1996). J Adv Nurs, 24(4), 853–867


A convenient sample of patients’ records was used. The sampling process involved two steps. The first step included the selection of two Ministry of Health (MOH) hospitals (one used paper-based and the other EHRs). The second step involved the selection of the patient’s records. All electronic- and paper-based records from the medical and surgical wards of the approached hospitals, which had been saved for at least 2 months prior to data collection, were eligible to be included in the current study. A period of 2 months is a suitable period to have the patient’s records ready to audit, as they can be easily audited without any interruption of the work of healthcare providers. Any records that did not meet the inclusion criteria were excluded from the auditing process. The number of records needed for auditing was determined using the guidelines of a UHBristol Clinical Audit Team (2009). The guidelines maintain that the sample size calculation takes into consideration the population size. Therefore, for a confidence level of 95%, degree of accuracy of 0.05 and expected incidence of 50%, 217 records from each of the two hospitals are required for a total of 434 patients selected conveniently.
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Instrument
The Cat-ch-Ing audit instrument developed by Bjorvell, ThorellEkstrand, and Wredling (2000), based on the VIPS model, was used. The Cat-ch-Ing audit instrument was designed to judge the nursing documentation quantitatively and qualitatively. The Cat-ch-Ing audit instrument consists of 17 questions: 10 reflecting the steps of the nursing process; one about VIPS keywords (Figure 1); one about the discharge note that measured the content attribute; four about data entry, nurses’ signatures, the RN’s name and clarification of nurses’ signatures that measured the process attributes; and one is about record legibility that measured the structure attributes. The instrument items are based on a 4-point Likert-like scale from zero to three measuring quantity (3 = complete, 2 = partly, 1 = occasionally and 0 = none) and quality (3 = very good, 2 = good, 1 = less than good and 0 = poor). A manual was designed by Catrin Bjorvell to explain the scoring system of each item in the Cat-ch-Ing audit instrument (Bjorvell et al., 2000). The total score ranges from 0–80 points, which reflects both the quantity and the quality of the records.
The questions cover three sections related to three components of nursing documentation, which include content, process and structure. The first section is related to the process attribute that includes the presence of the following items of nursing documentation: registered nurse’s (RN) name, the date of nursing documentation, RN’s signature and the clarification of the RN signature. The total score is the sum of the items related to the process attribute, with a range between 0–13. Higher total score reflects better nursing documentation related to the process attribute.
The second section describes the component related to the nursing documentation content, which includes 11 items: nursing history, nursing status at arrival, nursing status updated, nursing status at discharge, nursing diagnosis, nursing intervention (planning), nursing intervention (implemented), underlying information for the nursing diagnosis described in nursing status, nursing outcome, use of VIPS keywords and nursing discharge note. Of the 11 items, the following eight items measure both the quantity and quality aspects of nursing documentation: nursing history, nursing status at arrival, nursing status update, nursing status at discharge, nursing diagnosis, nursing intervention (planning), nursing outcome and the use of VIPS keywords. The remaining three items (nursing intervention (implemented), underlying information for the nursing diagnosis described in nursing status and discharge note) measure only the quantity aspect of the documentation content. All the items related to the content aspect of nursing documentation scored on a scale from 0– 3, except the discharge note item. The discharge note item, which includes the presence or absence of the nursing discharge note, has yes/no answers and a score as follows: if yes, a score of 4 was given, and if no, a score of 0 was given. The total quantity score is the sum of items related to the quantity aspect of the content component, which ranged from 0–34 points. Higher total score reflects better nursing documentation related to the quantity aspect of the content component.
On the other hand, the content component that measures the quality aspects of nursing documentation was measured using a scale ranging from 0–3. The total score of the quality aspect is the sum of items related to the quality content component, with a range from 0–24 points. A higher total score reflects a better quality of nursing documentation related to the content component.
The third section describes the structure (format) attribute related to nursing documentation, which includes only one item that measures the quality aspect of nursing documentation, concerning record legibility. This item was measured using a scale range from 0– 3 (0 = poor, 1 = less good, 2 = good and 3 = very good). Higher score of record legibility reflects a better quality of the structure attribute of nursing documentation.
In the current study, the expected outcome, which is measured by both the quantity and quality aspects of the content components, was excluded from the instrument as it was not available in both forms of documentation. Also, the item related to identification of the primary nurse was modified as there is no primary nurse position in the healthcare system in Jordan; therefore, it was replaced with the registered nurse responsible for patient care. Therefore, 16 questions remained with a total score of content, process and structure, ranged from 0–74 of both quantity and quality items.
For the psychometric properties, the inter-rater reliability coefficients were found to be ranged between 0.98–0.92 (Bjorvell et al., 2000). The criterion-related validity was illustrated by a significant correlation (r = .68, p ≤ .0001) between the scores items of the Catch-Ing audit instrument and the Ehnfors audit instrument (Bjorvell et al., 2000). In the current study, the Cronbach’s alpha was 0.67.
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Ethical considerations
Approval to conduct the study was obtained from the Institution Review Board (IRB) at the Jordan University of Science and Technology (JUST) as well as from the Ministry of Health (MOH) followed by obtaining approval from the hospital administration. The researcher was the only person with the full authority to access and audit the patients’ records. Patients’ names and their identification numbers were kept confidential. In addition, the approval was obtained from the author to use the instrument.
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Procedure
Data collection was conducted between November 2015 and February 2016, and based on the hospitals’ agreement to audit the records, the researcher had entry to access the record-keeping department. The researcher explained the time required to audit the records and answered the questions regarding the process of auditing, in addition to the purpose and the significance of the study. The same researcher audited both electronic- and paper-based records to minimise the risk of subjectivity bias. Generally, auditing the EHRs was easier than auditing paper-based records. Many difficulties were faced during the auditing process of paper-based records such as redundant data, blank spaces, unclear writing and use of inappropriate abbreviations. Records were selected based on the order of the ranked files from the department’s archives, according to the patient’s discharged date. Any records of at least 2 months of patients discharged were included in the study. The auditing process started by reading and analysing every single element of the patient’s record, and then, the scoring system was calculated according to the manual of the audit instrument (Bjorvell et al., 2000). This includes admission date, nursing status (at arrival, updated and at discharge), nursing history, nursing diagnosis, nursing intervention (planning and implemented), underlying information for the nursing diagnosis described in nursing status, using VIPS keywords, nursing outcome and discharge note. Moreover, this also includes the RN’s name, date entry, the RN’s signature and clarification of the RN’s signature.
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Data analysis
Data were analysed using Statistical Package for Social Science (SPSS), version 22, for Windows. Descriptive statistics were used according to the level of measurement to describe the study’s variables. The data were checked for normality, t test was used if data were normally distributed, while Mann–Whitney U test was used to assess mean differences between paper-based and EHRs, if the data were not normally distributed.
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RESULTS
A total of 434 health records were audited with equal numbers of both paper-based and EHRs (n = 217). Of the total audited records (N = 434), there were 256 (59%) records from the medical wards and 178 (41%) from the surgical wards.
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Assessing and comparing the paper-based health records and EHR documentation process
There were four items in the Cat-ch-Ing audit instrument assessing the quantity aspect of the process’ components of nursing documentation. The results revealed that the mean score of the items related to the documentation process of the EHRs was higher than paper-based records (Table 1).
The results revealed a mean score of 8.2 (SD = 1.9, range, 0–13) for the paper-based records and 12.9 (SD = 1, range, 0–13) for EHRs, which was statistically significant; t (432) = 31.8, p = .000.
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Assessing and comparing paper-based and EHR documentation structure (format)
The documentation structure in the Cat-ch-Ing audit instrument is limited to one item about record legibility, which is related to the quality aspect of nursing documentation. The scores of the records’ legibility item were not normally distributed. Thus, Mann–Whitney U test was used to compare the mean differences in paper-based and EHRs. The results revealed a significant difference with better EHR legibility (U = 435, p = .000).
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Assessing and comparing paper-based and
EHR documentation content
Measuring the total score of the documentation content in relation to the quantity aspect, the results revealed a mean score of 15.08 (SD = 5.89, range, 0–34) and 10.21 (SD = 3.6, range, 0–34) for paper-based and EHRs, respectively, which was statistically significant; t (432) = 10.34, p = .000. In addition, measuring the total score of the documentation content in relation to the quality aspect, the results revealed a mean score of 14.00 (SD = 5.034, range, 0–24) and 7.98 (SD = 2.86, range, 0–24) for paper-based and EHRs, respectively, and the result was statistically significant; t (432) = 15.32, p = .000.
Looking at the items related to the quantity aspect of documentation-related content, the results revealed statistical differences between paper-based and EHRs. The results revealed a better quantity of the nursing history (M = 0.9; SD = 0.6) of paper-based records versus EHRs (M = 0.5; SD = 0.6). Nursing diagnosis was written with better quantity using paper-based documentation (M = 1.9; SD = 1.1) compared to EHRs (M = 0.13; SD = 0.59). The planning was written with better quantity using paper-based documentation (M = 1.1; SD = 0.80) compared to EHRs (M = 0.10;
TABLE 1 Comparison of paper-based and electronic health records (EHRs) in terms of process attribute
	Process items
	Paper-based records
n = 217
M (SD)
	EHRs n = 217
M (SD)
	t
	
	p

	Is a RN name indicated?
	2.97 (1.52)
	3.96 (0.38)
	9.3
	.000

	Are all entries dated?
	2.29 (0.57)
	2.99 (0.20)
	16.8
	.000

	Are all entries signed?
	2.90 (0.47)
	2.99 (0.20)
	2.3
	.004

	Is there a clear signature?
	0.03 (0.25)
	2.97 (0.28)
	113.3
	.000


p > .05.
SD = 0.41). For implementation, paper-based was superior (M = 2; SD = 1.2) to the EHRs (M = 0.11; SD = 0.60). Writing the nursing outcome, the results revealed a better quantity of writing the nursing outcome using paper-based (M = 1.9; SD = 1.4) compared to EHRs (M = 0.07; SD = 0.45).
Looking to the audited records, in terms of the number of completed records, with regard to different items, there were differences between both records. For writing the nursing history, there was only one completed record in paper-based and electronic healthaudited records. For the nursing status at discharge, 208 (95.9%) of the paper-based records were not completed compared to 169 (77.9%) EHRs. Of the EHRs, 207 (95.4%) did not include nursing diagnosis compared to 44 (20.35%) of paper-based records, and only three (1.4%) paper-based records included completed patient care planning compared to two (0.9%) of EHRs. For nursing processrelated implementation, 108 (49.8%) paper-based records were completed compared to only eight (3.7%) of EHRs. For VIPS keywords content item, both records have nearly the same number of uncompleted records (Table 2).
In terms of the quality aspect of the content component, the results revealed statistical differences between audited paper-based and EHRs with better quality related to paper-based in terms of nursing history (M = 2.4; SD = 1.1) compared to EHRs (M = 1.5; SD = 1.4). Nursing status at arrival was with better quality content of paper-based records (M = 1.8; SD = 0.59) compared to EHRs (M = 1.6; SD = 0.88). On the other hand, the updated nursing status was better in the EHRs (M = 1.9; SD = 0.64) than in paper-based records (M = 1.7; SD = 0.74). For nursing diagnosis, it was written with better quality using paper-based (M = 1.9; SD = 1.1) compared to EHRs (M = 0.12; SD = 0.58). Planning was also better in paperbased (M = 2.1; SD = 1.1) compared to EHRs (M = 0.12; SD = 0.6). The nursing outcome was better using paper-based documentation (M = 1.9; SD = 1.4) compared to EHRs (M = 0.07; SD = 0.45).
Looking to the completed audited records, with regard to the nursing history, 154 (71%) paper-based records were completed compared to 86 (39.6%) EHRs. However, writing the nursing status at arrival had a poor quality of 20 (9.2%) paper-based records compared to 49 (22.6%) EHRs. Updated nursing status had a poor quality of 35 (16.1%) paper-based records compared to 19 (8.8%) in EHRs. The nursing diagnosis was of poor quality in the paperbased 49 (22.6%) versus 208 (95.9%) in EHRs. The planning had a poor-quality documentation in paper-based documentation (49 [22.6%] compared to electronic health records 208 [95.9%]). The nursing outcome had a poor quality of 75 (34.6%) paper-based records compared to poor-quality documentation of EHRs (212 [97.7%]). Finally, using VIPS keywords has poor-quality usage in both paper-based and EHRs that was 52 (24%) and 50 (23%), respectively (Table 3).
For the last item, which assessed the presence of nursing discharge note, the chi-square test was used to assess proportional differences. The results revealed there were just three (2.2%) paperbased records with nursing discharge note compared to 136 (97.8%) in the EHRs. The chi-square result revealed v2 = 187.22, p = .000.
To compare the overall quality of nursing documentation of paper-based and electronic health records, the total score of process, structure and content attributes has been calculated. The results ranged between 0–54 for paper-based records; for EHRs, the score ranged between 4–59, which indicated a statistically significant difference t (434) = 3.61, p = .000.
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DISCUSSION
Nursing documentation is a major clinical source for the patient’s condition, and it plays an important role in evaluating effective care delivery; therefore, it should be based on solid scientific nursing knowledge which is fundamental for the nursing profession (Noureldin et al., 2014). Improving nursing documentation is an urgent need in nursing and medical practice (Asamani et al., 2014). High-quality nursing documentation supports effective communication and cooperation among healthcare team members (Coffey et al., 2015). A well-performed nursing documentation process is of critical importance for the quality of nursing care and the development of nursing knowledge, as well as being one of the prerequisites of quality assurance in nursing care (Nguyen et al., 2014).
The present study was conducted in Jordan whereby paperbased records are the traditional method of nursing documentation. The EHRs have been established to be the method of documentation in many healthcare settings to speed up and facilitate communication of information in healthcare organisations. Since its implementation, no previous studies were conducted to assess and compare the EHR method with the traditional method, in terms of quality of nursing documentation.
The quality of nursing documentation, as indicated, has three attributes related to the content, process and structure (Wang et al., 2013). In terms of the nursing documentation process, the results of the current study revealed that the quantity of EHR documentation is better than that of paper-based records. This is not surprising, as the process’ components are related to imported information in the system such as the RN’s name, date of each nurse’s entry and nurses’ signatures with its clarification, which appears once nurses log in, using a unique password and verification code. This result was consistent with the findings of Wang et al. (2013) who found a better nursing documentation process using an electronic-based system compared to paper-based documentation.
In terms of the documentation structure, it was found that the EHRs had a better structure than the paper-based records. The quality of the structure is related to the documentation’s clarity, ease of use and use of abbreviations. This result is expected as data are entered through typing, which makes it clearer. The results of the current study were consistent with those of previous studies, whereby it was found that the EHRs had a better structure than the paper-based records (Nguyen et al., 2014; Wang et al., 2013). Handwriting, using paper-based documentation, could result in pitfalls including inconsistent terminologies, incomplete records, using inappropriate abbreviation, unclear writing, illegal alteration of record
	TABLE 2 Independent sample t test comparing the quantity content attribute between paper-based and electronic health records (EHRs)
Items
Score
Paper-based records
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F (%)
M (SD)
Electronic health records
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F (%)
M (SD)
t
p
Nursing history
None
50 (23)
0.9 (0.6)
115 (53)
0.5 (0.6)
7.32
.00
Occasional
140 (64.5)
98 (45.2)
Partly
26 (12)
3 (1.4)
Complete
1 (0.5)
1 (0.5)
Nursing status at arrival
None
20 (9.2)
2.7 (0.9)
50 (23)
2.3 (1.3)
4.07
.00
Occasional
0 (0)
0 (0)
Partly
1 (0.5)
3 (1.4)
Complete
196 (90 3)
146 (75.6)
Nursing status at updated
None
34 (15.7)
2.5 (1.1)
18 (8.3)
2.7 (0.8)
2.46
.01
Occasional
2 (0.9)
0 (0)
Partly
2 (0.9)
4 (1.8)
Complete
179 (82.5)
195 (89.9)
Nursing status at discharge
None
208 (95.9)
0.11 (0.54)
169 (77.9)
0.7 (1.2)
5.94
.00
Occasional
0 (0)
0 (0)
Partly
3 (1.4)
2 (0.9)
Complete
6 (2.8)
46 (21.2)
Nursing diagnosis
None
44 (20.35)
1.9 (1.1)
207 (95.4)
0.13 (0.59)
20.8
.00
Occasional
16 (7.4)
2 (0.9)
Partly
58 (26.7)
8 (3.7)
Complete
99 (45.6)
0 (0)
Planning
None
50 (23)
1.1 (0.80)
208 (95.9)
0.10 (0.41)
17.5
.00
Occasional
95 (43.8)
3 (1.4)
Partly
69 (31.8)
4 (1.8)
Complete
3 (1.4)
2 (0.9)
Implementation
None
48 (22.1)
2 (1.2)
209 (96.3)
0.11 (0.60)
20.8
.00
Occasional
13 (6)
0 (0)
Partly
48 (22.1)
0 (0)
Complete
108 (49.8)
8 (3.7)
Underlying information of nursing diagnosis
None
Occasional
165 (76)
0 (0)
0.71 (1.3)
211 (97.2)
0 (0)
0.08 (0.49)
6.77
.00
Partly
2 (0.9)
0 (0)
Complete
50 (23)
6 (2.8)
Nursing outcome
None
75 (34.6)
1.9 (1.4)
212 (97.7)
0.07 (0.45)
12.3
.00
Occasional
0 (0)
0 (0)
Partly
13 (6)
0 (0)
Complete
129 (59.4)
5 (2.3)
VIPS keywords used
None
52 (24)
1.1 (0.76)
50 (23)
1.1 (0.73)
0.516
.60
Occasional
92 (42.4)
106 (48.8)
Partly
0 (0)
59 (27.2)
Complete
73 (33.6)
2 (0.9)



content, incomplete and repeated information, as well as leaving blank notes in the wrong section and missing nurses’ signatures in many nursing notes (Yu et al., 2013).
The level of completeness and legibility related to the structure’s attributes of handwritten medication prescriptions were poor compared to the electronic prescription (Albarrak, Al Rashidi, Fatani, Al Ageel, & Mohammed, 2014) and that using paper-based records did not comply with the requirements of the healthcare organisation; it is often incomplete, inaccurate and lacks the nurses’ signature (Yu et al., 2013). The poor structure of nursing documentation might
	TABLE 3 Independent sample t test comparing the quality content attribute between paper-based and electronic health records (EHRs)
Items
Score
Paper-based records
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F (%)
M (SD)
EHRs
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F (%)
M (SD)
t
p
Nursing history
Poor
37 (17.1)
2.4 (1.1)
96 (44.2)
1.5 (1.4)
7.21
.00
Less good
5 (2.3)
10 (4.6)
Good
21 (9.7)
25 (11.5)
Very good
154 (71)
86 (39.6)
Nursing status at arrival
Poor
20 (9.2)
1.8 (0.59)
49 (22.6)
1.6 (0.88)
3.59
.00
Less good
3 (1.4)
7 (3.2)
Good
193 (88.9)
154 (71)
Very good
1 (0.5)
7 (3.2)
Nursing status at updated
Poor
35 (16.1)
1.7 (0.74)
19 (8.8)
1.9 (0.64)
2.91
.00
Less good
4 (1.8)
6 (2.8)
Good
178 (82)
180 (82.9)
Very good
0 (0)
12 (5.5)
Nursing status at discharge
Poor
208 (95.9)
0.08 (0.4)
170 (78.3)
0.49 (0.96)
5.79
.00
Less good
0 (0)
0 (0)
Good
9 (4.1)
34 (34)
Very good
0 (0)
13 (6)
Nursing diagnosis
Poor
49 (22.6)
1.9 (1.1)
208 (95.9)
0.12 (0.58)
21.6
.00
Less good
1 (0.5)
1 (0.5)
Good
53 (24.4)
0 (0)
Very good
114 (52.5)
8 (3.7)
Planning
Poor
49 (22.6)
2.1 (1.1)
208 (95.9)
0.12 (0.6)
21.3
.00
Less good
1 (0.5)
9 (4.1)
Good
53 (24.4)
0 (0)
Very good
114 (52.5)
0 (0)
Nursing outcome
Poor
75 (34.6)
1.9 (1.4)
212 (97.7)
0.07 (0.45)
18.0
.00
Less good
0 (0)
0 (0)
Good
25 (11.5)
0 (0)
Very good
117 (53.9)
5 (2.3)
VIPS keywords used
Poor
52 (24)
2.3 (1.3)
50 (23)
2.3 (1.3)
0.301
.76
Less good
1 (0.5)
0 (0)
Good
0 (0)
0 (0)
Very good
164 (75.6)
167 (77)



lead to the misinterpretation of clinical care notation, medication and treatment orders; therefore, it is considered a potential source of medical error that might affect patient safety (Bruylands, Paans, Hediger, & Muller-Staub, 2013). The findings related to paper-based€ documentation in this study revealed that the manual’s documentation of information had increased the possibility of incomplete or missing information. Such a result might be due to a heavy workload as well as a nurse shortage.
Despite the findings of this study, which confirmed that the EHRs had a better structure than the paper-based records, many pitfalls were also revealed in using the EHRs, which is often incomplete and inaccurate. For example, while auditing the electronic patients’ records in relation to the documentation structure, it was noticed that nurses used incorrect abbreviations, such as using CS for caesarean section and USA for unstable angina. It is also surprising that the system accepts the Arabic language entry in the nursing notes. The results of the current study might be due to nurses’ lack of knowledge of the value of nursing documentation, coupled with the lack of follow-up on patients’ records. These findings, regarding the problems of EHRs, were supported by the study conducted by Wang et al. (2013), who reported that there are many adverse consequences of using EHR as lack of certain types of electronic forms, the inability to quickly find the relevant information in certain sections of forms or charts, difficulty in generating reports and predicting trends and a lack of a built-in spell-check function. Bruylands et al. (2013) reported that this could be due to the structure of the EHRs and how it is formatted, in terms of data entry, and whether it is highly structured or partially structured.
Accurate and complete nursing documentation that ensures high quality of records are important requirements for individuals and safe nursing practice. Insufficient nursing documentation is considered a threat for the individuality and safety of patient care, as every patient care is considered an important aspect of patients’ care that needs to be documented (Ostir, Purkart, Stih, Princic, & Orel, 2012; Yu et al., 2013). Nursing documentation, which focuses on the meaning of data related to the nursing process, is the content aspect composed of two qualities regarding comprehensiveness and appropriateness of nursing documentation (Wang et al., 2014). It also reflects completeness of nursing process, which is the standard for nursing care. The use of the nursing process helps in planning a good, clear and effective care that reflects the improvement of the quality of patients’ care (Zamanzadeh, Valizadeh, Tabrizi, Behshid, & Lotfi, 2015). The results of the current study revealed that paperbased records were better than EHR documentation, in relation to the content aspect of nursing documentation.
Examining the detailed items of the content-related attributes of nursing documentation had also shown other specific problems. The results of this study revealed that paper-based records were better than the electronic health records, in relation to nursing history. However, nursing history was poor in quality and quantity in both the EHRs and the paper-based documentation. This could be related to the considerable amount of time needed for data entry in nursing history, which leads to empty and incomplete records by many nurses using the EHRs, as well as the paper-based system. Again, a heavy workload and the presence of several subitems under the nursing history might also cause some confusion for many nurses especially in the EHRs. In most cases, using either paper-based or EHR documentation confirmed nurses’ lack of knowledge, skills and understanding of the value of documentation of nursing history, in addition to other areas of concerns in nursing documentation.
In reference to other items of documentation-related content, the findings of the current study revealed that nurses’ status at arrival and the update were reasonable to some extent in both paperbased and EHR documentations, which might be forced by the tradition of shift report for nurses. On the other hand, discharge notes were not acceptable in paper-based compared to the EHR documentation because nurses did not adhere to the policy of writing the discharge notes in patients’ record. This result is consistent with that of Asamani et al. (2014) who found that a discharge note was found in every nursing record in electronic health records, while only one was found in the paper-based records. Also, the study’s findings were consistent with the findings of Horwitz et al. (2013) who stated that the standard paper-based documentation is poor in writing discharge notes.
Nursing process documentation is a key component in the patients’ records that reflect a nursing philosophy held by nurses in their practice. The introduction of the nursing process into the clinical settings improved nursing documentation (Bruylands et al., 2013; Xiao, Widger, Tourangeau, & Berta, 2017). The nursing process should be documented to enhance credibility and professional prospective (Lubbe & Roets, 2014). The current study revealed unfavourable results, in relation to the nursing process, for both quantity and quality aspects. It showed that the nursing process was incomplete, inaccurate or absent and did not address patients’ needs with regard to the content components among nurses. Recently, Zamanzadeh et al. (2015) reported that the number of patients, number of nurses and having sufficient knowledge of the nursing process are the most important factors affecting the nursing process documentation.
Therefore, a lack of knowledge and emphasis on analytical skills of nurses could be the reasons behind poor use, application and documentation of the nursing process in this study. The findings of this study affirmed that nurses had failed to grasp the core concepts of the nursing process (nursing assessment, diagnosis, planning, implementation and evaluation). Previous studies also revealed inadequate documentation of the five steps of the nursing process (Hediger, Muller-Staub, & Petry, 2016; Wang, Yu, & Hailey, 2015; Wang et al., 2014). This is alarming to the quality and effectiveness of nursing education as well as staff development and training programmes for nurses. Poor content is a product of poor knowledge, skills and competencies of nurses, especially in translating theory into practice, which is rooted in the lack of understanding of the concept of the nursing process. Other reasons of poor content nursing process documentation might be due to the lack of follow-up by head nurses, other administrators and quality assurance departments who usually check the nursing notes by the title of the nursing sheets rather than the content of nursing documentation. In addition, the findings of the current study on the poor documentation of the nursing process might reflect the increasing nurses’ workload and lack of appreciation by supervisors.
Similar issues were found in the documentation of nursing diagnosis with poorer findings of nursing diagnosis documentation using EHRs compared to paper-based records. The EHRs is provided with a structured template, containing the North American Nursing Diagnosis Association (NANDA) items that are related to the nursing diagnosis. The NANDA helps using the data to measure quality of care (Paans & Muller-Staub, 2015). It was noticed that many screens were€ empty, which means that they were not used by many nurses, whereby the EHR allows the screen to be closed, even if it is not completed. This is because these unexpected findings also confirm the poor education, lack of training of nurses and insufficient knowledge of the nursing process including nursing diagnosis. Previous studies revealed that educational programmes directed at improving diagnostic reasoning skills significantly increase the prevalence and accuracy of documented nursing diagnoses (Bruylands et al., 2013; Nøst, Frigstad, & Andre, 2017). In addition, lack of follow-up and periodic auditing of nursing documentation records from the quality department might not only initiate bad practice and poor content by nurses’ documentation, but it also reflects the looseness and weakness of the quality assurance and monitoring system of the hospitals.
A standardised nursing language (SNL) is used as a tool to represent nursing knowledge, which should be periodically audited to correct nurses’ mistakes and problems regarding their documentation (Bruylands et al., 2013). Employing the SNL when implementing the EHRs can provide reliable and valid nursing data sets to be used for research purposes (Paans & Muller-Staub,€ 2015; Saranto et al., 2014). The results of the current study showed inadequate and inappropriate documentation and application of the five steps of the nursing process. With the application of EHR documentation, the documentation of the nursing process, in relation to the content component, was a total failure of nursing practice, in terms of quantity and quality aspects. These results were consistent with the findings of Wang et al. (2015), who reported different shortcomings of the content of the nursing care plan documentation with the introduction of the electronic health record (Wang et al., 2015). This does not mean that paper-based documentation is better than EHR documentation. Both forms of documentation presented drawbacks in practice, regarding the quantity and quality of nursing documentation.
The introduction of the EHR system caused nurses to experience a variety of feelings such as fear, anxiety, anger and technophobia (Nguyen et al., 2014; Singh & Muthuswamy, 2013). With such feelings, nurses might resist the change or apply the electronic documentation in an ineffective way. Kruse, Kristof, Jones, Mitchell, and Martinez (2016) reported that resistance to change is the main cause of using electronic documentation in an ineffective way. In addition, lack of user participation in the customisation process and readiness of nurses to use the EHRs might also contribute to the failure of nursing documentation. Bjorvell et al. (2000) reported that the perception of nurses towards documentation implies nursing documentation not only as a significant step in their daily practice but also as a crucial issue for patients’ safety. Understanding the nurses’ value regarding the nursing process documentation will promote the development of an appropriate educational programme for effective use and management of nursing documentation system (Okaisu, Kalikwani, Wanyana, & Coetzee, 2014). Therefore, nursing process documentation must be viewed as the guidelines for care and incorporated into clinical practice to assess and document evidence of dedication to patient care (Scruth, 2014).
The educational systems across the world and also in Jordan are to be blamed for the poor quality of nursing knowledge and skills regarding nursing documentation. Inadequate preparation of nursing students in using and managing technology in their practice might not only affect their future careers, but it also affects the nursing care outcomes and patient safety. Much more attention needs to be paid to the education of nursing documentation based on the nursing process. Education and organisational support for documentation of the nursing process helped nurses understand nursing process theory and improve clinical reasoning skills in the application of the nursing process (Muller-Staub,€ de Graaf-Waar, & Paans, 2016; Zamanzadeh et al., 2015). Informatics courses and capacity building programmes for effective use of technology in nursing practice are lacking in some undergraduate nursing programmes as in Jordan. Tubaishat, Aljezawi, Al-Rawajfah, Habiballah, and Akhu-Zaheya (2016) found that registered nurses thought their education in the school of nursing had failed to prepare them to employ technology in guiding their clinical practice. The gap between nursing practice and education is a global issue. Kyle and Atherton (2016) indicated the importance of bridging the gap between practice and education, to improve nursing documentation. This provides the framework for the recommendations and implications of the current study. Nursing educators and administrators should appropriately integrate the technology-related elements and applications into nursing curricula to prepare nursing students to fully use their knowledge, competencies and skills in the practice area to meet the current and future challenges of a very dynamic and interactive healthcare sector (Habibi-Koolaee, Safdari, & Bouraghi, 2015).
4.1
|
Limitations
The findings of the present study were subjected to two limitations. First, the records audited from the two hospitals may not represent all hospital records, as the sample used in the current study is a convenience sample. Second, the present study is conducted in only two hospitals, one of which used paper-based documentation and the other used the electronic documentation system.
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CONCLUSION
The current study assesses and compares the quality of documentation of paper-based and EHRs in terms of content, process and structure. Paper-based and EHR documentation both had their drawbacks. Many problems and weaknesses of nursing documentation had surfaced in terms of content, process and structure, while using the EHR, as well as the paper-based systems. The results of this study affirmed that nurses have failed to grasp and apply the core concepts of nursing diagnosis, planning, implementation and evaluation. This is alarming to the quality and effectiveness of nursing education as well as staff development and training programmes for nurses.
Further research regarding the quality of nursing documentation and application of the nursing process in practice should be conducted prior to any further expansion of the EHR’s national programmes, on a large scale. Further studies should be conducted prior to any further expansion of the EHR national programmes on a large scale, in order to identify specific factors that might influence the content and quality of nursing documentation such as nurses’ competencies, knowledge and skills in documentation and application of nursing process as well as patient-to-staff ratio, nursing background and characteristics.
6 |
RELEVANCE TO CLINICAL PRACTICE
Documenting the nursing process is crucial for ensuring the requirement of high-quality documentation and supporting healthcare decisions, to improve patient care and ensure patient safety. This study provides timely information to guide polices and solid decisions to improve and identify effective strategies and actions to enhance the quality of nursing documentation of EHR and paper-based systems. It also identifies effective policies and steps to successfully implement the EHRs in hospitals and other healthcare settings at the national level. Policies and actions to ensure quality nursing documentation and full adoption of the EHRs at the national level should focus on improving nursing knowledge, competencies and practice in the nursing process, enhancing the work environment and nursing workload, as well as strengthening the capacity building of nursing practice to improve the quality of nursing care and patients’ outcomes. Administrators and policy makers should assess, evaluate and monitor nursing practice in electronic- and paper-based documentation, including the nursing process and factors influencing the nursing documentation.
Bridging the gap between practice and education is important for enhancing the nursing competencies and personal qualifications to ensure that they will be ready to meet the demands of their future profession. Health informatics and nursing documentation should be considered as integral parts of the undergraduate and graduate nursing programmes. Nursing students should be well prepared on the application and use of nursing knowledge and skills, in technology and the real world of practice for effective nursing care and patients’ outcomes.
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Abstrak 

Ronde keperawatan merupakan suatu metode dalam pelayanan keperawatan yang berguna untuk meningkatkan pelayanan kepada pasien dan memberikan masukan kepada perawat tentang asuhan keperawatan yang dilakukan. Ronde keperawatan mampu meningkatkan kinerja perawat dalam hal kognitif, afektif dan psikomotor. Pengabdian Masyarakat ini bertujuan untuk  meningkatkan kinerja Perawat melalui  pelatihan ronde keperawatan di rumah sakit Royal Prima Medan. Kegiatan ini dilakukan selama satu bulan, dengan Metode Kegiatan yang dilakukan adalah: Kegiatan I. Melakukan  Forum Group Discussion denganPerawat RS Royal Prima Medan. Kegiatan  II Merumuskan masalah dan melkukan pemilihan Design kegiatan yang dilanjutkan dengan penyusunan Materi. Kegiatan III Melakukan Pretest, yang dilanjutkan dengan Pemberian Materi. Kegiatan IV.  Simulasi, Role Play,dan Kegiatan  V Melakukan observasi dan choaching, Post Test dan Penutupan Kegiatan. Peserta Pelatihan berjumlah 32 orang perawat. Hasil dari kegiatan menemukan bahwa deskripsi kategori kinerja perawat sebelum pelatihan mayoritas kinerja rendah (33,75%) dan kinerja perawat sesudah pelatihan mayoritas kinerja tinggi (42,62%). Berdasarkan uji statistik menunjukkan bahwa ada perbedaan kinerja perawat dalam pemberian asuhan keperawatan sebelum dan sesudah pelatihan ronde keperawatan perbedaan nilai mean -31,62 dan nilai signifikansi pvalue=0,00 (p < 0,05).  Kesimpulan ada pengaruh pelatihan ronde keperawatan terhadap kinerja perawat dalam pemberian asuhan keperawatan di rumah sakit Royal Prima Medan.  
Kata kunci:  ronde keperawatan, kinerja perawat, asuhan keperawatan 
Abstract 

Nursing round is a method of nursing services that aims to improve patients services and nurses understanding about nursing care as well. It’s also improving nurses’ performance in terms of cognitive, affective and psychomotor. The outreach aimed to improve nurses’ performance through nursing round training at Royal Prima hospital, Medan. This activity was carried out for one month. There were three activities in this outreach. The first activity was: 1) conducted group discussion forum with nurses staf at Royal Prima hospital. The second activity including identified the problems and selected activities design which continue to make material of the training. The third activity was conducted pre-test and continue to provide material of the training to each nurse. The last activities were observation, coaching, post-test and terminated the activity. The number of participants were 32. 
The resulf of the study showed that the nurses’ performance before training was low (33.75%). Meanwhile, the nurses’ performance after training was significantly improved (42.62%).Test statistic indicated that there was significant difference between nurses’ performance in providing nursing care before and after nursing round training (Mean -31,62; SD = ); pvalue=0.00; p< 0.05. It can be concluded that nursing round training was positive effect to improve nurses’ performance in providing nursing care at Royal Prima hospital, Medan.  
Keywords: nursing round, nurses’ performance, nursing care 
1. PENDAHULUAN 
yang dominan (55-65%) juga merupakan profesi yang 
Perawat merupakan sumber daya manusia memberikan pelayanan yang konstan dan terus terpenting di rumah sakit karena selain jumlahnya menerus selama 24 jam kepada pasien. Oleh karena itu 
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pelayanan keperawatan sebagai bagian integral dari pelayanan kesehatan jelas mempunyai kontribusi yang sangat menentukan kualitas pelayanan di rumah sakit sehingga setiap upaya untuk meningkatkan kualitas pelayanan rumah sakit harus juga disertai upaya untuk meningkatkan kualitas pelayanan keperawatan (Nursalam dan Effendi, 2008) Hasil kerja perawat di rumah sakit dapat dinilai melalui pengamatan langsung yaitu proses pemberian asuhan keperawatan atau laporan dan catatan pasien (dokumentasi) asuhan keperawatan. Dengan demikian pencapaian standar praktik keperawatan yang tinggi atau kinerja perawat yang tinggi dalam pelayanan keperawatan akan mempengaruhi tingkat kualitas dalam keperawatan. Asuhan keperawatan yang optimal merupakan salah satu indikator kinerja perawat, dimana untuk mewujudkan sangat diperlukan dukungan tenaga keperawatan berdasarkan kaidah-kaidah profesinya yang berlaku (Barker, 2011). Perawat sebagai salah satu faktor yang mempengaruhi kualitas asuhan keperawatan dan merupakan faktor yang paling menentukan untuk tercapainya pelayanan kesehatan yang optimal dengan asuhan keperawatan yang bermutu. Untuk dapat melaksanakan asuhan keperawatan dengan baik seorang perawat perlu memiliki kemampuan berhubungan dengan klien dan keluarga, serta berkomunikasi dengan anggota tim kesehatan lain, mengkaji kondisi kesehatan klien baik melalui wawancara, pemeriksaan fisik maupun menginterprestasikan hasil pemeriksaan penunjang, menetapkan diagnosis keperawatan dan memberikan tindakan yang dibutuhkan klien, mengevaluasi tindakan keperawatan yang telah diberikan serta menyesuaikan kembali perencanaan yang telah dibuat dan sebagainya (Gibson et al.,1997). Salah satu strategi yang untuk meningkatkan mutu pelayanan keperawatan adalah dengan pelaksanaan program ronde keperawatan yang merupakan salah satu implementasi dari Relationship Based Care. Ronde keperawatan memungkinkan perawat untuk melakukan hubungan timbal balik dengan pasien secara teratur dan sistematis untuk menunjukkan keberadaan perawat dalam membantu mengantisipasi kebutuhan dan memberikan kenyamanan serta perlindungan bagi pasien (Clement, 2011).  
Ronde keperawatan merupakan strategi yang efektif dalam memulai banyak perubahan dalam aspek perawatan terutama meningkatkan komunikasi di antara anggota tim terkait interaksi antar perawat (Huber, 2000). 
Laporan dari Studer Group (2007) dalam Saleh (2012),  menyatakan berdasarkan hasil temuan pada tahun 2006 bahwa institusi yang melaksanakan ronde keperawatan secara berkala dan sistematik meningkatkan kepuasan pasien hingga mencapai 89% dan menurunkan angka jatuh hingga mencapai 60%. Selain itu terdapat 2 dari 12 rumah sakit yang menerapkan ronde keperawatan secara berkala dan sistematis memperoleh peningkatan rating pelayanan yang prima mencapai 41.85%. Ronde keperawatan dapat meningkatkan kinerja perawat dalam hal kognitif, afektif dan psikomotor. Penelitian ini juga melaporkan bahwa dampak tidak dilaksanakan ronde keperawatan dapat menurunkan produktivitas kerja serta menurunkan komunikasi teraupetik perawat dengan tenaga kesehatan dan komunikasi perawat dengan pasien sehingga motivasi perawat dalam bekerja akan menurun secara perlahan. Selanjutnya ada perbedaan motivasi kerja perawat yang melaksanakan ronde keperawatan dan tidak melaksanakan ronde keperawatan. Penelitian Beniscova (2007) dalam Kasenda  (2013), menyatakan bahwa ronde keperawatan sangat penting dalam mengupayakan pasien mendapat pelayanan yang berkualitas. Ronde keperawatan memungkinkan pasien untuk mendapat informasi mengenai penyakit, kelanjutan pemeriksaan, proses keperawatan, rehabilitasi dan lain-lain. Ronde keperawatan sangat penting bagi pasien dan perawat karena di dalam kegiatannya terdapat kontak yang terus menerus antara perawat dengan pasiennya.  
Rumah Sakit Royal Prima Medan merupakan rumah sakit swasta dengan kualifikasi tipe B yang memiliki kapasitas tempat tidur sebanyak 225 tempat tidur. Indikator pencapaian kinerja pada tahun 2015 yaitu:  Bed Occupancy Rate (BOR) 67%, Average Lenght of Stay (ALOS) 5 hari, Turn Over Interval (TOI) 3 hari, Bed Turn Over (BTO) 51 kali/tahun. Jumlah perawat pelaksana yang bekerja di ruang rawat inap berjumlah 180 orang terdiri dari D3 Keperawatan sebanyak 95 orang dan S1 Keperawatan sebanyak 85 orang. Hasil Forum Group Discussion dengan perawat Rumah Sakit Royal Prima pada tanggal 26 Februari 2017 wawancara yang dilakukan terhadap Wakil Direktur Pelayanan dan Kepala Bidang Keperawatan  terkait pelaksanaan ronde keperawatan didapatkan bahwa pelaksanaan ronde keperawatan belum terlaksana dengan optimal, pedoman ronde keperawatan dan Standard Operational Procedure (SOP) belum dibuat sehingga belum adanya persepsi yang sama terhadap pelaksanaan ronde keperawatan.  Perawat belum pernah melakukan ronde keperawatan di ruangan, perawat pelaksana hanya melakukan rutinitas pekerjaan saja, perawat mengutamakan tugas profesi lain daripada tugas mandiri sebagai perawat, perawat belum pernah mendapatkan pelatihan mengenai ronde keperawatan mengakibatkan kurangnya rasa empati perawat terhadap pasien dan kurangnya komunikasi dari perawat ke pasien. Untuk memperbaiki kemampuan komunikasi antara perawat dengan pasien dalam memberikan pelayanan dan asuhan keperawatan dapat dilakukan melalui ronde keperawatan. Berdasarkan fenomena di atas, maka team merumuskan penting untuk melakukan kegiatan Pengabdian Masyarakat melalui pelatihan ronde keperawatan di Rumah Sakit Royal Prima Medan. 
2. METODE KEGIATAN 

Metode yang dilakukan pada Kegiatan Pengabdian ini adalah; 
1. Kegiatan I: Melakukan Focus Group Discussion; kegiatan ini bertujuan untuk memperoleh gambaran pelaksanaan asuhan Keperawatan yang dilakukan oleh perawat RS Royal Prima, Serta hambatan dan Permasalahan yang diahadapi. 
2. Kegiatan II: merumuskan permasalahan yang ada, serta mencari solusi pemecahan masalah dengan memilih Kegiatan Pelatihan sebagai design pemecahan masalah, yang dilanjutkan dengan menyusun kuesioner Pre dan Post, serta penyusunan materi pelatihan. 
3. Kegiatan III: pelaksanaan Pelatihan, yang d iawali dengan pelaksanaan Pretest, yang dilanjutkan dengan Pemberian Materi. Materi I diberikan Oleh ibu Evie Carota Bukit: Peran  Perawat dalam Sistem Layanan Kesehatan, Materi ke II, disampaikan Oleh Ibu Jenni M. Purba dengan Materi, Pentingnya Choaching dalam team Keperawatan (Gambar 1 dan 3), dan Materi III, Ronde Keperawatan dalam Layanan Asuhan Keperawatan disampaikan oleh: Roymond H . Simamora (gambar 2 dan 4). 
4. Setelah Materi disampaikan, selanjutnya dilaksanakan kegiatan Kegiatan IV, yaitu simulasi Pelaksanaan Ronde Keperawatan, kegiatan ini memilih Role Play di ruangan Pelatihan (Aula RS Royal Prima). 
5. Setelah kegiatan Penyampaian Materi dan simulasi di ruang pelatihan, selanjutnya Peserta Pelatihan melaksanakan hasil Pelatihan di ruangan masingmasing. 5 hari setelah penyampaian materi, team kembali hadir untuk melaksanakan observasi dan choaching pelaksanaan rounde Keperawatan. 
6. Kegiatan V, adalah Melakukan Post Test, yang dilanjutkan dengan mengolah hasil Pretest dan Hasil Postest 
7. Dan kegiatan VI adalah menyampaikan Prestest dan Post test kepada bidang Keperawatan sebagai hasil Kegaiatan Pengabdian yang telah dilaksanakan.  
3. HASIL DAN PEMBAHASAN 

Tabel 3.1 Karakteristik peserta 
	No 
	Karakteristik 
	Jumlah 

	1 
	Usia (21-35) 
(36-51) 
52-60 
	20 orang 
12 orang 
- 

	2 
	Laki-laki Perempuan 
	0 orang 
32 orang 

	3 
	Pendidikan 
D3 
S1 
	18 orang 
14 

	4 
	Masa Kerja 
<1 Tahun 
1-2 Tahun 
>3 Tahun 
	10 
13 
9 


Kegiatan ini diikuti oleh 32 orang perawat rumah sakit Royal Prima Medan, mayoritas berumur 21-35 tahun sebanyak 20 orang (62,50%). perempuan sebanyak 32 orang (100%),  pendidikan D-III keperawatan sebanyak 18 orang (56,25%), perawatan dengan masa kerja, 1-2 tahun sebanyak 13 orang (37,50%).  
Hal ini menunjukkan bahwa usia perawat di RS Royal Prima Medan masih termasuk usia produktif dan masih muda, dan masa kerja perawat yang relatif baru 1–2 tahun berdampak terhadap pengalaman kerjanya, sehingga pengalaman kerja di ruang rawat inap dapat berimplikasi terhadap hasil kerja perawat. Kinerja perawat merupakan prestasi yang ditujukan oleh perawat dalam melaksanakan tugasnya sehingga menghasilkan output yang baik kepada organisasi, perawat dan pasien dalam kurun waktu tertentu. Telaah   Kegiatan Forum Group Discussion diperoleh bahwa kinerja perawat masih rendah disebabkan kurangnya motivasi perawat dalam bekerja dimana kinerja perawat dalam memberikan asuhan keperawatan, menentukan diagnosa keperawatan dan memodifikasi rencana asuhan keperawatan masih kurang tergambar dari respon perawat dalam menanggapi dan memberikan pelayanan kepada pasien masih kurang. Hasil Kegiatan Focus Group Discussion: Perawat kurang mampu menggali masalah pasien yang belum terkaji dikarenakan masih banyaknya perawat yang dalam pekerjaannya masih dan harus menunggu instruksi profesi lain dalam perawatan pasien sehingga dapat mempengaruhi kebebasan perawat untuk pengambilan keputusan tentang perawatan pasien ditambah dengan perawat jarang mengikuti pelatihan–pelatihan terkini tentang layanan Asuhan keperawatan, diperoleh bahwa 
31,25% perawat menyatakan “kadang-kadang” melakukan pengkajian head to toe sejak pasien tiba di ruangan dalam waktu 1x24 jam dan 28,12% menyatakan “tidak pernah” melakukan pengkajian dengan alasan bahwa pengkajian itu sudah dilakukan oleh dokter yang memeriksa pasien. Berdasarkan hasil kuesioner,  Perawat juga tidak teratur memeriksa kondisi pasien 46,87% yang menyatakan “kadangkadang” dan ada Perawat yang menyatakan “tidak pernah” melakukan 9,37% dengan alasan mereka sudah  lelah sehingga terlewati satu tahap menilai kondisi pasien. Perawat dalam hal menegakkan diagnosa keperawatan dan merevisi diagnosa keperawatan menyatakan “kadang-kadang” melakukannya 53,12% dengan alasan keluhan utama pasien belum mencerminkan penyakitnya.  
Berdasarkan hasil respon 53,12%  perawat menyatakan “kadang-kadang” saja melakukan pendidikan kesehatan kepada pasien dan keluarga, dengan alasan perawat memiliki beban kerja yang berlebihan sehingga tidak mempunyai waktu untuk memberikan pendidikan kesehatan kepada pasien dan keluarga.  Melihat kondisi  yang ada maka dirumuskan untuk melakukan pelatihan Ronde keperawatan. 
Pelatihan Ronde Keperawatn dilaksanakan di Aula RS Royal Prima Medan, diawali dengan Kegiatan Registrasi Peseta, dilanjutkan dengan Seremonial Pembukaan Kegiatan. Setelah itu dilanjutkan dengan Pemberian Materi oleh Pembicara 1, selama 45 menit, dan dilanjutkan dengan pemateri 2, selama 45 menit juga, setelah Pemateri 1 dan 2 menyampaiakan Materi, dilanjutkan dengan sesi tanya jawab, pada sesi ini ada 4 orang perawat yang bertanya, dan semua pertanyaan dapat penjelasan dari Pembicara 1 dan 2. Kemudian Sesi ke 2 di lanjutkan, dengan role play  dan simulasi oleh pembicara 3 dan 4, dalam waktu 45 menit, dan dilanjutkan dengan sesi tanya jawab. Setelah hari penyampaian materi, dilakukan observasi dan evaluasi yang dilaksanakan secara kontiniu selama satu bulan (4 kali pertemuan setiap hari Kamis) dengan tujuan untuk melihat kemampuan perawat dalam manajemen pasien, mampu meningkatkan pengetahuan dan keterampilan perawat, membangun kerjasama antara perawat dengan tim kesehatan lainnya seta meningkatkan kemampuan perawat untuk memodifikasi rencana asuhan keperawatan. 
 Hasil analisa data untuk mengidentifikasi perbedaan kinerja perawat dalam pemberian asuhan keperawatan sebelum dan sesudah pelatihan pada kelompok intervensi dapat dilihat pada tabel 3.2.  
Tabel 3.2 Perbedaan Kinerja Perawat Sebelum dan 
Sesudah Pelatihan Ronde Keperawatan di Rumah Sakit Royal Prima Medan (n=32) 
	Kinerja Perawat 
	n 
	Mean 
	SD 
	P-value 

	Sebelum pelatihan 
	32 
	90,84 
	22,2 1 
	0,00 

	Sesudah pelatihan 
	32 
	122,4 7 
	23,2 9 
	


tabel 3.1 menunjukkan bahwa kinerja perawat sebelum dan sesudah pelatihan ronde keperawatan didapat perbedaan nilai mean -31,62 dan nilai signifikansi pvalue=0,00 (p< 0,05), hasil ini menunjukkan ada perbedaan yang signifikan antara kinerja perawat sebelum dan sesudah pelatihan ronde keperawatan, yang artinya terdapat pengaruh ronde keperawatan terhadap kinerja perawat dalam pemberian asuhan keperawatan di Rumah Sakit Royal Prima Medan. 
Perawat yang mengikuti pelatihan dapat meningkatkan kinerjanya dalam memberikan pelayanan keperawatan kepada pasien. Kemampuan tersebut mencakup pemahaman tentang tugas yang menjadi tanggung jawabnya, menguasai bidang tugasnya dengan baik, mampu mengambil keputusan dalam keadaan darurat, kemampuan dalam menjalin hubungan yang harmonis dengan pasien, sesama perawat maupun atasannya dan juga kemampuan dalam menganalisis masalah serta pemecahan masalah sesuai dengan program pelatihan yang telah didapatkan. Berdasarkan telaah hasil kegiatan setelah dilakukan Pelatihan bahwa kinerja perawat pada kategori tinggi. Hal ini dapat dilihat dari hasil jawaban kuesioner sesudah pelatihan bahwa perawat selalu melakukan pengkajian kepada pasien (62,50%), perawat sudah teratur memeriksa kondisi pasien (56,25%), dalam hal menegakkan diagnosa keperawatan dan merevisi diagnosa keperawatan selalu melakukannya (43,75%) dan selalu melakukan pendidikan kesehatan kepada pasien dan keluarga (56,25%).  Hal ini menunjukkan bahwa pelatihan ronde keperawatan yang dilakukan telah memberikan pengetahuan dan Motivasi kepada perawat dalam pemberian asuhan keperawatan, Sehingga memberi dampak perubahan pada kinerja perawat.  
4. KESIMPULAN 

Disimpulkan bahwa pelatihan ronde keperawatan telah memberikan implikasi terhadap peningkatan Motivasi, maupun keterampilan perawat dalam pemberian asuhan keperawatan sehingga intervensi atau pelatihan ronde keperawatan menghasilkan kinerja perawat yang semakin baik dalam pemberian asuhan keperawatan. 
5. REKOMENDASI 

Pihak Manajemen Rumah Sakit Royal Prima Medan untuk menjadikan ronde keperawatan sebagai salah satu aspek monitoring evaluasi dalam upaya peningkatan kinerja perawat. Pihak Rumah Sakit Royal Prima Medan agar melakukan berbagai pelatihan-pelatihan untuk peningkatan kualitas dan kuantitas Sumber Daya Manusia khususnya perawat. 
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	completely filled and 6 (60%) incomplete. This study aims to determine the effect of pre and post conference services on documenting nursing care. This study uses a pre-experimental design with one-group pretest-posttes design. The method of data collection is using observation sheets. Samples are taken with a simple random sampling system of 10 samples. The results of the study based on the Kolmogrov-smirnov test observations were carried out before and after being given a pre and post conference treatment of 10 statuses obtained a p-value of 0,000. The conclusion of this study is that there is an influence of the implementation of pre and post conference on the documentation of nursing care. 


ABSTRAK 
Dokumentasi keperawatan adalah suatu catatan yang memuat seluruh data yang dibutuhkan untuk menentukan diagnose, perencanaan, tindakan, dan evaluasi keperawatan yang disusun secara sistematis, valid, dan dapat dipertanggung jawabkan secara moral dan hukum. Berdasarkan studi pendahuluan dengan sample 10 dokumentasi rekam medis ruang interne yang diambil secara acak hanya 4 (40 %) yang terisi lengkap dan 6 (60%) tidak lengkap. Penelitian ini bertujuan mengetahui pengaruh pelasanaan pre dan post conference terhadap pendokumentasian asuhan keperawatan. Penelitian ini menggunakan desain pre-eksperimental dengan rancangan one- group pretest-posttes. Metode pengumpulan data dengan mengguakan lembar observasi.Sampel diambil dengan system simple random sampling sebanyak 10 sampel. Hasil penelitian berdasarkan uji Kolmogrov-smirnov observasi dilakukan sebelum dan sesudah diberi perlakuan pre dan post conference dari 10 status didapat  hasil p-value 0,000. Kesimpulan dari penelitian ini adalah ada pengaruh pelaksanaan pre dan post conference terhadap pendokumentasian asuhan keperawatan 
Kata kunci : dokumentasi, pre conference, post conference 
PENDAHALUAN 
Dokumentasi adalah suatu catatan yang dapat dibuktikan atau djadikan bukti dalam persoalan hukum (Tung Palan, 1983 : Ali  2009, p.35). Dokumentasi keperawatan adalah suatu catatan yang memuat seluruh data yang dibutuhkan untuk menentukan diagnosis keperawatan, perencanaan keperawatan, tindakan keperawatan, dan penilaian keperawatan yang disusun secara sistematis, valid, dan dapat dipertanggungjawabkan secara moral dan hukum (Ali 2009, p.35). 
Dokumentasi asuhan keperawatan harus objektif, akurat, dan komprehensif dalam mencerminkan status kesehatan klien. Banyaknya informasi akurat, abjektif, dan komprehensif yang didokumentasikan oleh seorang perawat, dari aspek hukum di harapkan akan dapat melindungi perawat bila ada gugatan hukum (Depkes RI, 2007).  
Di Indonesia kurangnya kelengkapan pendokumentasian asuhan keperawatan dapat dibuktikan dengan beberapa penelitian, diantaranya yakni penelitian Ryny Silvana menunjukkan bahwa penatalaksanaan pengisian dokumentasi asuhan keperawatan di RSUP. PROF. DR. R. D Kandou Manado yang tidak lengkap berjumlah 2250 (98,6 %). Penelitian Nurul Nuryani menunjukkan bahwa pelaksanaan dokumentasi asuhan keperawatan di Ruang Bedah RSUD dr. 
Soekardjo Tasikmalaya dalam kategori lengkap 29,5 % dan tidak lengkap sebanyak 70,5 %. Penelitian Inggriane menunjukkan bahwa pelaksanaan dokumentasi asuhan keperawatan di Ruang GICU RSUP Dr. Hasan Sadikin Bandung dalam kategori tidak lengkap 53 % dan lengkap 58 % . Penelitian tersebut menggambarkan bahwa di Indonesia kelengkapan pendokumentasian asuhan keperawatan masih menjadi fenomena dalam pelayanan asuhan keperawatan (Abdi, 2016). Begitu juga dengan penelitian yang dilakukan oleh Rezkiki & Ilfa (2018) tentang pengaruh supervisi terhadap kelengkapan dokumentasi asuhan keperawatan. 
Di Sumatera Barat, berdasarkan hasil penelitian Etlidawati (2012) di RSUD Kota Pariaman kelengkapan dokumentasi asuhan keperawatan (42%) dokumentasi terisi lengkap, dan (58%) tidak diisi lengkap, sedangkan Nadia (2015) menyatakan di RSI Ibnu Sina Padang kelengkapan dokumentasi asuhan keperawatan tahap pengkajian (68%), diagnosa keperawatan (70%), perencanaan (69%), implementasi (67%), evaluasi (73%) dan catatan asuhan keperawatan (65%). 
Dari hasil observasi di Ruang rawat inap Interne RSUD Solok dari 10 status pasien yang diambil secara acak dengan kategori rawat lebih dari 2 hari  ditemukan  4 status tidak lengkap dan 6 status sudah lengkap. Dari hasil wawancara dengan kepala ruangan dikatakan bahwa status pasien tidak lengkap sering terjadi diruangan hal ini dikarenakan tingginya beban kerja sehingga perawat tidak sempat mengecek kembali status yang mereka isi. Hal ini sejalan dengan pengakuan  beberapa staff perawat hal ini terjadi karena  sebagian besar waktu mereka dihabiskan untuk rutinitas keperawatan serta jarangnya mereka membuka kembali status pasien untuk melengkapi kembali dokumentasi asuhan keperawatan yang telah mereka berikan dan tidak adanya pengecekan kembali status diakhir shift sehingga kemungkinan pencatatan tertinggal sangat sering.  
METODE  
Penelitian ini menggunakan desain preeksperimental dengan rancangan pre-post test dalam satu kelompok (One-Group PretestPosttest 
design). 
Pada 
penelitian 
ini mengungkapkan 
hubungan 
sebab 
akibat dengan cara melibatkan satu kelompok subjek. Kelompok 
subjek 
di 
observasi 
sebelum dilakukan intervensi, kemudian diobservasi lagi setelah dilakukan intervensi (Sugiono,2017). Dalam one group pretest-postest design adalah mengukur apa yang terjadi pada kelompok percobaan sesuai dengan kondisi awalnya sebelum eksperimen (pre-test) dan perbedaan yang tampak diakhir eksperimen (post-test) tanpa kelompok kontrol.  
Penelitian ini dilakukan di ruangan Interne RSUD Solok pada tahun 2018. Populasi pada penelitian ini adalah perawat yang berjumlah 33 orang dimana dijadikan keseluruhannya sebagai sampel  total sampling 
	HASIL PENELITIAN 
Dokumentasi Asuhan keperawatan Sebelum dan Sesudah Pre dan Post Conference 
Tabel 1. Distribusi Nilai Rerata Dokumentasi Asuhan Keperawatan  
Variabel 
N 
Mean 
Min 
Max 
SD 
Sebelum 
10 
75,2% 
66% 
88% 
5,827 
Sesudah 
10 
95,2% 
84% 
100% 
5,350 



	Tabel 2 
Distribusi Rerata pengaruh pre dan post conference terhadap dokumentasi asuhan keperawatan  
Dokumentasi 
N 
Mean 
Min 
Max 
SD 
p_value   
t_tabel 
Sebelum 
10 
75,2% 
66% 
88% 
5,827 
Sesudah 
10 
95,2% 
84% 
100% 
5,350 
0,000 
1,895 
 


Tabel 1 di atas jelas terlihat nilai rata-rata pada hasil pendokumentasian asuhan keperawatan sebelum dilakukan Pre dan Post Conference yaitu dengan kelengkapan 75,2% dari total 10 responden. Dengan nilai tertinggi 88 dan terendah 66, dengan nilai  standar deviasi  5,827. Selain itu, jelas terlihat nilai rata-rata pada hasil pendokumentasian asuhan keperawatan sesudah dilakukan Pre dan Post Conference yaitu dengan kelengkapan 95,2%  dari total 10 responden. Dengan nilai kelengkapan tertinggi 100% dan terendah 84%, dengan nilai  standar deviasi 5,350 
Berdasarkan Tabel 2 dapat diketahui bahwa pendokumentasian asuhan keperawatan setelah dilakukan pre dan post conference mengalami peningkatan nilai. Dimana pada sebelum dilakukan pre dan post conference ditemukan bahwa dari 10 status yang diteliti memilki rata-rata nilai kelengkapan 75,2%. Sedang kan pada setelah dilakukan pre dan post conference ditemukan rata-rata nilai kelengkapan dokumentasi asuhan keperawatan adalah 95,2%. Disini Terlihat perbedaan dalam kelengkapan dokumentasi asuhan keperawatan sebelum dan sesudah dilakukan pre dan post conference, dan terdapat peningkatan dalam kelengkapan dokumentasi asuhan keperawatan setelah dilaksanakan pre dan post conference. 
Berdasarkan uji normalitas menggunakan  uji Kolmogrov-smirnov diperoleh nilai sig>0.05, maka hal ini dikatakan data terdistribusi normal. Selanjutnya uji T berpasangan, didapatkan nilai t hitung sebesar 8,257 dan t tabel 1,895 dimana nilai t hitung lebih besar dari pada t tabel, dengan p-value sebesar 0,000. Terlihat bahwa p-value 0,000 < 0,05 ini menunjukkan bahwa ada perbedaan yang signifikan antara nilai rata-rat sebelum dan sesudah dilakukan pre dan post conference pada dokumentasi Asuhan keperawatan. 
PEMBAHASAN 
Rata-rata Kelengkapan Dokumentasi Asuhan Keperawatan Sebelum Pre dan Post 
Conference 
Dari hasil penelitian yang dilakukan, pada tabel rata - rata nilai Sebelum dilakukan pre dan post conference ditemukan rata-rata nilai dokumentasi asuhan keperawatan adalah 75,2% kelengkapan kategori tidak lengkap. 
Dengan Nilai tertinggi 88% dan terendah 66%. 
Dokumentasi keperawatan adalah suatu catatan yang memuat seluruh data yang dibutuhkan untuk menentukan diagnosis keperawatan, perencanaan keperawatan, tindakan keperawatan, dan penilaian keperawatan yang disusun secara sistematis, valid, dan dapat dipertanggungjawabkan secara moral dan hukum. Asuhan keperawatan merupakan proses atau rangkaian kegiatan praktik keperawatan langsung pada klien di berbagai tatanan pelayanan kesehatan yang pelaksanaannya berdasarkan kaidah profesi keperawatan dan merupakan inti praktik keperawatan (Ali, 2009).  
Alasan mengapa perawat jarang untuk melengkapi dokumentasi asuhan keperawatan salah satu faktornya karena kurangnya pengawasan, pengontrolan terhadap dokumentasi asuhan keperawatan. Perawat merasa dokumentasi asuhan keperawatan terlalu banyak, tidak ada hubunganya dengan gaji serta kurangnya teguran dari atasan. Jumlah perawat ruangan yang sangat sedikit dengan kapasitas pasien dan beban kerja yang sangat banyak membuat perawat jarang menuliskan dokumentasi asuhan keperawatan secara lengkap, perawat biasanya hanya menuliskan nama pasien tanpa nomor RM, tidak melengkapi data pemeriksaan fisik pasien, tidak menuliskan analisa data, tujuan dan rencana tindakan, pada lembar implementasi perawat sering tidak menuliskan, evaluasi perawat sering tidak menuliskan catatan perkembangan pasien dan tidak mencantumkan paraf (Lestari, 2014). 
Hal ini juga sejalan dengan penelitian yang dilakukan oleh mohammad Nur (2012)  juga didapat pendokumentasian asuhan keperawatan di ruang rawat inap RSUD Sunan Kalijaga Demak 78,4 % kategori lengkap dan 21,6 % tidak lengkap, hal ini disbabkan oleh pengkajian yang belum sepenuhnya dilengkapi oleh perawat, diagnose keperawatan yang belum factual artinya  diagnose awal pasien masuk sampai pasien pulang sama, perawat belum sepenuhnya memberikan tindakan keperawatan secara menyeluruh atau holistic kepada pasien selama di rumah sakit. 
Menurut peneliti kelengkapan pada pendokumentasian asuhan keperawatan pada saat sebelum dilakukan Pre dan Post Conference terdapat kekurangan disemua tahap pendokumentasian asuhan keperawatan. Pada tahap pengkajian, point ke 3 sering terlupa yaitu tidak semua data dikaji sejak pasien masuk sampai pasien pulang. Pada tahap diagnose keperawatan, point 3 juga sering terlupa yaitu merumuskan diagnose keperawatan yang actual atau potensial. Pada tahap perencanaan, point 5 sering tidak dilakukan yaitu tidak semua rencana yang ditetapkan menggambarkan keterlibatan pasien atau keluarga. Pada tahap tndakan, point 3 juga sering tidak dilakukan, yaitu melakukan revisi tindakan berdasarkan hasil evaluasi. Pada tahap evaluasi, point 2 juga masih sering dilakukan yaitu belum semua perawat mencatat hasil evaluasi. Pada tahap terakhir pada catatan asuhan keperawatan point 4 sering tidak dilakukan yaitu setiap melakukan kegiatan / tindakan perawat masih ada yang tidak mencantumkan nama, paraf serta tanggal melakukan tindakan. Keadaan ini disebabkan karena kurangnya pengawasan,  tingginya beban kerja perawat di ruangan, serta kurangnya motivasi perawat khususnya pada tahap pengkajian dimana ada kecendrungan perawat menulis pengkajian tanpa melakukan penggalian data yang maksimal dan kecendrungan menulis keluhan pasien sama dengan shift berikutnya. 
Rata-rata Kelengkapan Dokumentasi Asuhan Keperawatan Sesudah Pre dan Post Conference  
Berdasarkan hasil penelitian yang dilakukan, pada tabel rata-rata nilai Sesudah dilakukan pre dan post conference ditemukan rata-rata nilai kelengkapan  dokumentasi asuhan keperawatan adalah 95,2% kdengan kategori tidak lengkap. Dengan Nilai tertinggi 100% dan terendah 88%. 
Dokumentasi adalah suatu catatan yang dapat dibuktikan atau dijadikan bukti dalam persoalan hukum (Tung Palan, 1983 : Ali  2009). Fisbach (1991) menyebutkan bahwa dokumentasi keperawatan adalah suatu dokumen yang berisi data yang lengkap, nyata dan tercatat, bukan hanya tentang tingkat kesakitan klien tetapi juga jenis atau tipe, kualitas dan kuantitas pelayanan kesehatan dalam memenuhi kebutuhan klien. Asuhan keperawatan merupakan proses atau rangkaian kegiatan praktik keperawatan langsung pada klien di berbagai tatanan pelayanan kesehatan yang pelaksanaannya berdasarkan kaidah profesi keperawatan dan merupakan inti praktik keperawatan (Ali, 2009).  
Berdasarkan penelitian yang dilakukan oleh Widya (2016), kelengkapan dokumentasi juga akan meningkat dengan adanya peran ketua tim yang baik, dimana tergambar dari 30 responden dengan peran ketua tim yang kurang baik dan pendokumentasian asuhan keperawatan kurang baik berjumlah 6 responden (75%) sedangkan responden dengan peran ketua tim kurang baik dan pendokumentasian asuhan keperawatan baik berjumlah 2 responden (25%). Sementara responden dengan peran ketua tim baik dab pendokumentasian asuhan keperawatan kurang baik berjumlah 3 responden (13,6%) dan responden dengan peran ketua tim baik dan pendokumentasian asuhan keperawatan baik berjumlah 19 responden (86,4 %).   
Menurut peneliti kelengkapan pada pendokumentasian asuhan keperawatan pada saat sesudah  dilakukan Pre dan Post Conference terdapat peninghatan kelengkapan, dimana status yang diteliti mengalami perlengkapan setelah petugas melakukan Pre dan Post Conference . Tetap masih ditemukan beberapa kekurangan disetiap point penilaian tetapi sudah jauh berkurang dari pada sebelum dilakukan pre dan post conference, seperti pada tahap pengkajian yang sebelumnya data kurang tergali sempurna sekarang sudah mulai mendekati sempurna sehungga data yang dihasilkan lebih benar dan terbaru sehingga perencanaan dan pelaksanaan keperawatan yang disiapkan juga lebih mengatasi permasalahan terkini pasien. Keadaan ini disebabkan oleh masih tingginya beban kerja, motivasi yang masih agak kurang dari beberapa perawat. 
Pengaruh pelaksanaan pre dan post conference terhadap dokumentasi asuhan keperawatan  
Berdasarkan Tabel 3 didapatkan bahwa terdapat perbedaan rerata nilai kelengkapan dokumentasi sebelum dan sesudah dilakukan pre dan post conference yaitu 75,2% dan 95,2%. Dengan standar deviasi 7,569  dan nilai p-value 0,000. Artinya adanya pengaruh dilakukan pre dan post conference pada Dokumentasi Asuhan Keperawatan. 
Dokumentasi adalah suatu catatan yang dapat dibuktikan atau dijadikan bukti dalam persoalan hukum (Tung Palan, 1983 : Ali  2009). Dokumentasi keperawatan adalah suatu catatan yang memuat seluruh data yang dibutuhkan untuk menentukan diagnosis keperawatan, perencanaan keperawatan, tindakan keperawatan, dan penilaian keperawatan yang disusun secara sistematis, valid, dan dapat dipertanggungjawabkan secara moral dan hukum (Ali, 2009). 
Conference merupakan bagian dari komunikasi klinik (Sugiharto, Keliat, Sri,  2012). Conference merupakan pertemuan tim yang dilakukan setiap hari. Conference dilakukan sebelum dan sesudah melakukan overan dinas , sore atau malam sesuai dengan jadwal dinas perawatan pelaksanaan. 
Secara umum tujuan conference adalah untuk menganalisa masalah-masalah secara kritis dan menjabarkan alternatif penyelesaian masalah, mendapatkan gambaran berbagai situasi lapangan yang dapat menjadi masukan untuk menyusun rencana antisipasi sehingga dapat meningkatkan kesiapan diri dalam pemberian asuhan keperawatan dan merupakan cara yang efektif untuk menghasilkan perubahan non kognitif (McKeachie, 1962). Juga membantu koordinasi dalam rencana pemberian asuhan keperawatan sehingga tidak terjadi pengulangan asuhan, kebingungan dan frustasi bagi pemberi asuhan (T.M.Marelli, et.al, 1997). 
Hal ini sejalan dengan penelitian yang dilakukan oleh Dwi  (2014) dengan berjudul “Efektifitas Post Conference terhadap Overan Shift, didapat hasil  p-value 0,031 yang berarti ada pengaruh post conference terhadap overan sift di ruangan, hal ini juga didukung dengan penelitian yang dilakukan oleh  Seniwati (2014) yang mengatakan ada hubungan kegiatan post conference dengan kinerja perawat  dengan didapat hasil    p-value 0,015. 
Berdasarkan hasil penelitian yang dilakukan pada 10 status yang ada di ruang Interne solok diperoleh 4 status dengan kelengkapan 100% sedangkan 6 status lain nya mengalami peningkatan kelengkapan. Ketidak lengkapan masih terjadi disemua point penilaian, tetapi sudah jauh menurun. Pada tahap pengkajian perawat sudah mulai mendekati sempurna dalam melakukan pengkajian, hal ini dibuktikan dengan hanya ditemukan 1 status yang belum dilakukan pengkajian sesuai pedoman SOP. Hal ini juga dirasakan sama dengan point diagnosa keperawatan, dimana perawat sudah mulai mampu menegakan diagnose berdasarkan masalah terbaru klien, meliputi problem, etilogi dan symptom, serta perawat mampu merumuskan diagnosa keperawatan actual/potensial, dari hasil observasi ditemukan 1 status saja yang tidak lengkap di poin 2 yaitu diagnosa keperawatan tidak meliputi problem, etiologi, dan symptom. Pada point perencanaan juga sudah mengalami peningkatan, dari 10 status hanya 1 status yang ditemukan rumusan tujuan yang mengandung komponen pasien, perubahan, perilaku, kondisi keluarga/pasien. 
Dengan ada  nya kondisi perencanaan yang bagus juga diikuti dengan tindakan yang bagus, hal ini dibuktikan dari 10 status pasien yang diobservasi tidak satupun status yang tidak lengkap, semua tindakan perawat semua sudah mengacu pada rencana perawatan, perawat sudah mampu mengobservasi respon pasien terhadap tindakan keperawatan, dilakukan revisi tindakan berdasarkan hasil evaluasi, serta semua tindakan yang telah dilaksanakan dicatat secara ringkas dan jelas. Pada tahap evaluasi juga sangat baik, dari 10 status yang diobservasi semua status sudah mencatat evaluasi yang mengacu pada tujuan. Keadaan ini adalah gambaran peningkatan kelengkapan status dari sebelum dilakukan tindakan pre dan post conference dengan setelah dilakukan pre dan post conference . Tampak perbedaan dari sebelum dengan sesudah dilakukan, berdasarkan hal ini peneliti menarik kesimpulan  ada pengaruh dilakukan tindakan Pre dan Post Conference terhadap dokumentasi asuhan keperawatan. 
KESIMPULAN 
Terdapat Pengaruh pelaksanaan pre dan post conference terhadap dokumentasi asuhan keperawatan dengan nilai p-value 0,00. Artinya adanya pengaruh dilakukan pre dan post conference terhadap dokumentasi asuhan keperawatan.  
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