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ABSTRACT
This study aims to overview and identify how medical record is executed by specialists in
undertaking their medical tasks. This study involves specialists at Dr. M. Soewandhie hospital.
Based on the preliminary research, one of the problems in paper-based medical record is the
incompleteness of medical record filling. The incompleteness is mostly caused by the
specialists-in-charge who had not filled the form. Due to this, this study formulized a
research problem on factors that influenced the compliance of specialist in completing the
filling of paper-based medical records. This study applied a cross-sectional study with a
descriptive analytic design. This study was conducted in patient units with the total of
respondents of 35 full-time specialists along with 175 medical record files used as research
data. This study resulted from 175 medical records, there are 97.1% completed medical
records, and 0.029% incomplete medical records. It indirectly indicated a breach of
specialist’s duty to maintain complete medical records. This study concluded that voluntary
and obligation factors were the two factors that affected the specialist to fill-in medical
records completely, and it was tested by the regression test. Rather than out of a sense of
responsibility, the medical records were actually the authority of the hospital director and
monitoring-evaluation manager who has authority and high order for specialists to complete
medical records.
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Introduction

The Act of National Social Security System, which has
been enacted since January 1, 2014, has affected the
concept of health services in Indonesia ([1]:2). As a
provider of advanced health services, hospitals, includ-
ing those run by the local government of Surabaya,
inevitably must follow significant changes in the
National Health Insurance (NHI) era. One of the
administrative problems in hospital is the incomplete
medical records (paper-based medical records),
whereas the completeness of medical records is one
of the main requirements for processing patient’s
expense claim to the Social Security Agency. Based
on the data of medical records collected in the prelimi-
nary research for two months in 2014, the incomplete-
ness mostly because the specialists-in-charge had not
filled in the following records: (1) medical resume
(29%) (2) doctor’s signature on patient admission
sheet (15.2%) (3) the form of determination of doctor
in charge (11.3%) (4) final written diagnosis (11.2%)
(5) informed consent (8%).

According to the Regulation of the Minister of
Health Indonesia Number 269 year 2008 concerning
Medical Records (article 4 paragraph 2), medical
records can be stated as complete if it contains at
least patient’s identity, pre-diagnosis and indications
of patients treated, a summary of physical examination

and investigation results, final diagnosis, treatment and
a follow-up, as well as the name and signature of
doctors or dentists who lead and perform health ser-
vices [1]. Oksuzyan et al. [2] concluded that the com-
pleteness of medical records filled by doctors-in-
charge was lower than the one filled by nurses. A
research conducted by Andarini [3] has also shown
that the most influential obligation factor for special-
ists-in-charge to complete medical records was peer
support variable. But, Mosadeghrad clarified that
medical service quality was influenced by individual,
organizational, and environmental factors [4].

As an organization that to gain succession on medi-
cal record filling, the elements with high position
should exercise a discipline in order for the elements
with low and medium position could exemplify those
with high position. It also means that obedience to
the elements with high position and to the ruling con-
cept should be well performed, especially concerns
regarding the medical record fillings. In this case, obe-
dience was interpreted in a few ways depending on the
context. A research by Milgram [5] showed that some-
one tends to obey someone with an authority if the
authority was morally or legally justified.

Obedience involved a hierarchy of power or of pos-
ition. The commanding had a higher position than the
commanded. Accordingly, it can be concluded that
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obedience according to Milgram’s theory is described
as a situation in which an individual or a group
shows an obedient behavior towards an instruction
or a rule made by the official authority [5]. According
to Milgram, a number of factors influenced the degree
of obedience, such as (1) status and location of the
organization, (2) peer-support, (3) status of the author-
itative figure, (4) the proximity of authoritative figure,
(5) the legitimacy of authoritative figure, and (6) per-
sonal responsibility.

Niven explained that the waywardness of patients
was a serious issue for health professionals [6].
Therefore, it became important to recognize factors
influencing waywardness and ways to increase com-
pliance. According to Niven, some factors that
influenced waywardness were: (1) comprehension
towards instruction, (2) interaction quality, (3) social
and familial isolation, (4) belief, (5) attitude, and (6)
personality. Accordingly, it can be concluded that the
difference between Milgram’s and Niven’s theory is
that in Niven’s theory, compliance is influenced by
factors inside oneself and by social environment
influence or voluntary. Relevance to this study, this
study used Niven’s theory to recognize factors
influencing compliance from within the specialists,
whereas Milgram’s theory was used to recognize
the specialists’ obedience towards authorities. The
word ‘obedience’ was frequently used to describe
Milgram’s theory, because being obedience is caused
by the rule.

By this consideration, this study aimed to analyze
the cause of high percentage of incompleteness in
medical records filled by specialists. This study wanted
to know the factual reasoning of medical records
incompleteness by identifying several important key
points within the implementation of medical records
fillings, and to identify the effects of the medical
records incompleteness on the quality of medical ser-
vice. This study involved Dr. M. Soewandhie hospital
as one of the education hospitals at Surabaya that still
applied paper-based medical record and planned to
develop it into an Electronic Medical Record (EMR).
Hence, this study was expected to contribute an evalua-
tive recommendation for the quality of medical service
in hospital by executing the medical records and devel-
oping it into an EMR.

Methods

This research was descriptive cross-sectional study that
aimed to investigate the factual reasoning of medical
records incompleteness and effects of medical records
incompleteness towards the quality of medical service.
This research was conducted at Dr. M. Soewandhie
hospital from March 2015 to April 2015 by involving
35 specialists as respondents. The specification and
classification of medical records can be as follows [7]:

(a) Form 12: Medical Treatment, (b) Form 7: Agree-
ment Form, and (c) Form 13: Discharge Against Medi-
cal Advice Form.

The data used in this research were collected
through in-depth interviews with guided question-
naires distributed to 35 specialists as respondents.
The questionnaire was then developed into two types
of obedience indicator groups based on Niven’s theory
and Milgram’s theory. To strengthen this, this research
employed 175 medical records including the complete
medical records written by 35 specialists as the second-
ary data.

After the data had been collected, Focus group dis-
cussions (FGDs) were conducted by involving all
respondents along with the director and deputy direc-
tors of the hospital, the head of medical services, the
section chief of medical services, and the representative
of the medical committee. The FGDs were aimed to
explore the causes of the incompleteness in medical
record filling and to configure possible solutions coop-
eratively and consensually. Next, to manifest the result
of the FGDs and questionnaires, the linear regression
test with dependent variables of the completeness of
medical record filling was applied to analyze their
effects.

Results

The result of completeness and incompleteness
of medical records forms

This study resulted that from the entire medical record
files, there were only Integrated Patient Progress Notes
(Form 6) filled completely by 34 of 35 respondents
(97.1%). Meanwhile, there was none of the Patient
Admission and Discharge Form (Form 1a), Medical
Treatment Agreement Form (Form 12), and Discharge
against Medical Advice Form (Form 13) completely
filled by specialists (0%). From all the medical record
files examined (175 files), Patient Admission and Dis-
charge Form (Form 1a) was the mostly incomplete
form, lacking the information required in nearly
every item, except only on the final diagnosis (94.3%
filled).

All respondents (100%) did not completely fill-in
Form 1a. In the appointment of doctor specialist-in-
charge (Form 4), the item often left blank was the iden-
tity of the doctor specialist-in-charge (54.3%). How-
ever, the signature of the doctor specialist-in-charge
was mostly filled (91.4%). In total, there were only
62.9% of respondents filled out Form 4 completely.
Generally, the Integrated Patient Progress Record
(Form 6) was completely filled, except for the signature
of the doctor specialist-in-charge. There were only
17.1% of the forms were signed by the doctor specialist
and there were 34 respondents (97.1%) filling in the
form completely (Figure 1).
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In addition, in the Discharge Summary Card (Form
9), the item frequently left incompletely unfilled was
the record of medications given to patients (88.6%).
Meanwhile, the items mostly filled were patient’s
cause of death, proposed follow-up, and doctor special-
ist’s signature (each at 97.1%). There were 71.4% of
specialists, who filled out Form 9 completely. In Release
of Information (Form 11), there was only 1 (one)
specialist who completely filled the form, while 97.1%
of respondents did not fill it completely. The most
uncompleted item in Form 11 was the signature of
the patient/guardian (only 28.6% filled). All respon-
dents (100%) did not completely fill Medical Treat-
ment Agreement Form (Form 12). The commonly
uncompleted item in Form 12 was patient’s identity
(71.4%). Meanwhile, the item mostly filled was special-
ist’s signature (82.9%). Similarly, 100% of the special-
ists also did not fully complete the Discharge against
Medical Advice Form (Form 13) Table 1.

The most uncompleted item in Form 13 was the
identity of the Discharge Against Medical Advice
(DAMA) and the patient (48.6%). Meanwhile, the
item mostly filled was the signature date (97.1%). The
results of linear regression test on obligation factors
towards the completeness of medical record filling
showed that the legitimacy of the hospital director
and the head of Monitoring Evaluation section (P =
0.001) as well as the Responsibility of doctor specialists
had a significant influence (P = 0.046).

Tables 2–5 show cross-tabulation between the type
of specialist, age, status of employee and sex with com-
pliance. It was known that the group of specialist that
was able to do surgery have better compliance than
the other group of specialist. Specialist aged more
than 40 years old have better compliance with the
younger one. A female specialist has better compliance
than the male one. Related to employment status, it
showed that contract employee has better compliance
than the government employee.

The result of linear regression test on obligation
factors of medical records completeness

The results of linear regression test on obligation fac-
tors towards the completeness of medical records indi-
cate that the most significant obligation factors were
the only legitimacy of the hospital director and Moni-
toring- Evaluation manager (P = 0.001) and Specialist’s
sense of responsibility (P = 0.046). In this research, the
legitimacy of the director and the head of Monitoring-
Evaluation section refers to specialists’ assessment on
the credibility of the Director’s and the Section Chief’s
authority in Monitoring-Evaluation. The majority of
the respondents gave high score (84.3%) for the legiti-
macy of the director and the head of Monitoring Evalu-
ation section. It signifies that the respondents mostly
admitted that the director and the chief of the Monitor-
ing-Evaluation section already had the appropriate
authority (Table 6).

However, the results of the linear regression test
showed that the value of ß produced was −0.578. This
negative value indicated that the more the specialists
admitted the legitimacy of the Director and the chief
of the Monitoring-Evaluation section in Dr. M. Soe-
wandhie Hospital, the lower the completeness of medi-
cal record filling. Generally, specialist’s responsibility
referred to specialists’ assessment on their sincerity to
carry out their obligation to fill medical records comple-
tely. The majority of the specialists had a high responsi-
bility in completing the medical records in
Dr. M. Soewandhie hospital (91.4%). Finally, the results

Figure 1. Percentage of complete and incomplete medical
records filling. (Source: Primary Data).

Table 1. The completeness of medical record filling based on item in the Dr. Mohammad Soewandhie Hospital of Surabaya in 2015.

Form

Items mostly filled Item less filled

Number of
Specialists filling

completely
(n = 35)

Items % Items % Total %

1a Final diagnosis 94.3 Identity of the patient and patient
family in charge

100 0 0

4 Signature of doctor in charge 91.4 Identity of the doctor in charge 54.3 22 62.9
6 Signature of the doctor in charge 17.1 34 97.1
9 Cause of death, proposed follow-up,

and doctor’s signature
97.1. Administered medication 88.6 25 71.4

11 Signature of the patient or guardian 28.6 1 2.9
12 Signature of the doctor in charge 82.9. Patient’s identity 71.4. 0 0
13 Signature date 97.1. Identity of the signee of refusal consent

and patient’s identity
48.6 0 0

(Source: Primary Data).
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of linear regression test on voluntary factors towards the
completeness of medical record filling have shown that
only the variable of understanding instruction had a sig-
nificant effect (P = 0.013) to the completeness ofmedical
record filling in the hospital. In other words, the better
understanding of instructions for completing medical
records and the higher percentage of the obedience to

complete medical records are essentially two factors
influencing medical service quality.

Discussion

Several previous research actually have discussed the
cause of incompleteness of medical record filling in
several hospitals in Indonesia [5–7]. This research
revealed that obligation factors, especially the legiti-
macy of the Director and the head of Monitoring-
Evaluation section variable had a significant influence
on the completeness of medical record filling. It was
the same finding as Boonstra et al that the physicians
should also have a full support on medical record
fillings [8]. However, the value of ß was negative
(−0.578). It indicated that specialist high recognition
for the legitimacy of the Director and the Chief in
Monitoring-Evaluation Section had not caused the
completeness of medical record filling. This result
that was proved by the result of FGD, the recognition
for the Director and the Chief in Monitoring-Evalu-
ation Section had not been able to encourage specialists
to complete filling in the medical record, whereas the
medical director has a responsibility on medical super-
vision and overall regulations include medical records
[9]. This condition mostly was caused by the percep-
tion of the specialists that they had heavy workload.

Similarly, the results of a research conducted by
Pamungkas et al. [10] have shown that the incomplete-
ness of medical record filling is due to specialists’ percep-
tion that they had heavy workload, so they did not have
much time. Time limitation, according to Nadya et al.
[11], was also considered as one of the factors that caused
the incompleteness of medical record filling. Specialists
can be assumed to have already understood that they
had responsibility for the completeness of medical record
filling. But, the results of linear regression test have also
shown that the sense of responsibility, as an obligation
factor, had a significant effect on the completeness of
medical record filling. As a voluntary factor, the variable
of understanding instruction had a significant influence
on the completeness ofmedical recordfillings (P = 0.013).

Table 3. Cross-tabulation between age and compliance.

No. Age (Years)

Compliance

AmountFair Good

N % n % N %

1. 18–40 10 76.9 3 23.1 13 100.0
2. 41–60 16 72.7 6 27.3 22 100.0

(Source: Primary Data).

Table 4. Cross-tabulation between sex and compliance.

No. Sex

Compliance

AmountFair Good

n % n % N %

1. Male 20 76.9 6 23.1 26 100.0
2. Female 6 66.7 3 33.3 9 100.0

(Source: Primary Data).

Table 6. Recapitulation of linier regression test.
No. Variables sig. P Β Note

1. Obligation Factors (Milgram’s Theory)
a. Hospital Status 0.748 0.050 Not significant
b. Status of the Director and the chief of Monitoring-Evaluation section 0.578 0.109 Not significant
c. Legitimacy of the Director and the chief of Monitoring-Evaluation section 0.001 −0.578 Significant
d. Specialist’ responsibility 0.046 0.327 Significant
e. Peer Support 0.052 0.312 Not significant
f. Proximity of the Director and the section chief in Monitoring-Evaluation 0.860 0.030 Not significant

2. Voluntary Factors (Niven’s Theory)
a. Understanding of instructions 0.013 0.414 Significant
b. Quality of interactions 0.971 −0.006 Not significant
c. Confidence 0.406 −0.145 Not significant
d. Attitudes 0.811 0.043 Not significant
e. Personality 0.382 0.155 Not significant
f. Social isolation 0.089 −0.277 Not significant

(Source: Primary Data).

Table 2. Cross-tabulation between type of specialist and
compliance.

No. Type of specialist

Compliance

AmountFair Good

N % n % n %

1. Specialist group that doing
surgery

13 65.0 7 35.0 20 100.0

2. Other specialist 13 86.7 2 13.4 15 1000

(Source: Primary Data).

Table 5. Cross-tabulation between employee status and
compliance.

No. Employee Status

Compliance

AmountFair Good

n % n % N %

1. Civil servant 24 75.0 8 25.0 32 100.0
2. Contract employee 2 66.7 1 33.3 3 100.0

(Source: Primary Data).
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Nevertheless, there were 20% of specialist doctors,
who still had low understanding of how to fill out
medical records. Similarly, the results of some
researchers conducted by Sugiyanto [12] and Indar
et al. [13] have shown that there was a significant cor-
relation between specialists’ knowledge and the com-
pleteness of the Discharge Summary card on medical
record files. In completing medical records, specialists
actually had two responsibilities: autonomous and
institutional [2,5]. Based on the results of the FGDs,
the incompleteness of medical record filling was also
caused by the status of the director of the hospital
who had not been definitive, yet it was still considered
as acting director.

Related to other research variables, some descriptive
analysis results indicated the incompleteness of medical
record filling. As many as 51.4% of respondents pointed
at the low involvement of specialists in an effort to
improve the quality of medical records as well as the
lack of appreciation for specialists in completing medi-
cal records. Logically, if they were not addressed, then
the possibility of their work performance would not be
good. In addition, this study raised concern over the atti-
tude of specialists since 48.7% of them never or rarely
read the instructions regarding medical record filling,
whereasmedical record as an impediment to an effective
delivery of high quality healthcare [14]. As a result, the
filling of medical records still was not done thoroughly.
In this case, there were also 20% of respondents, who
had not fully understood the instructions of medical
record filling.

The results of the linear regression test have shown
that understanding of these instructions serves as a sig-
nificant variable that affected the completeness of
medical record filling. There were 42.9% of respon-
dents who claimed lack of support among specialists
for completing medical records. Nevertheless, complet-
ing medical records actually had been supported by fel-
low specialists in Dr. M. Soewandhie. Most of them
were motivated to complete medical records after see-
ing a performance of another specialist in completing
the medical record. The support can also be seen
from mutual relation among specialists in completing
medical records. The existence of the peer-support
could evidently encourage specialists to be more active
in filling out medical records [12]. In this case, there
were 25.7% respondents who did not agree that they
had a distinct honor for working in this hospital.

Those findings indicated the incompleteness of
medical record filling by specialists was due to both
obligation and voluntary factors. The obligation fac-
tors, especially leadership legitimacy and responsibility
were two variables that affected the completeness of
medical record filling. Meanwhile, voluntary factors,
especially understanding instruction was considered
as the most influential variable. Moreover, the research
data obtained showed that the responsibility of

specialists to complete medical records was high. How-
ever, there were still 20% of specialists who had a low
understanding of the significance of completing medi-
cal records. This research also revealed a finding from
FGD that the perception of specialists concerning their
heavy workload had caused the incompleteness of
medical record filling. This phenomenon was strength-
ened by Zhang [15] that understanding was needed to
standardize the management of computer-used medi-
cal records. Hence, this research also recommended
to strengthen basic training to maintain the complete-
ness and quality of the medical records.

Conclusion

The incomplete medical records at Dr. M. Soewandhie
hospital was caused by obligation and voluntary fac-
tors. The obligation factors which showed significant
influence towards the behavior of specialist to fill in
medical records completely were the legitimacy of the
Director, the chief of Monitoring-Evaluation section,
and Specialists’ responsibility, while the voluntary fac-
tor which showed a significant influence was the
specialist understanding of Instructions. Besides,
most of the specialists stated that they felt their work-
load was already too much and they did not have
enough time to completely fill in all the items in the
medical records. This study also found that too much
workload was the basic reason for the incompleteness
of medical records filling.

These following recommendations are offered as the
implications of the results of this research: (1) Comple-
teness of medical record filling should be used as an
indicator of performance in hospital. Director’s regu-
lations, good socialization, and regulation enforcement
are necessary to be implemented. (2) Analysis of work-
load on each specialist must be conducted to reveal the
real workload. (3) Functional Medical Staff (FMS)
groups and Medical Committee as representatives of
specialists must be involved in arranging improvement
and periodic evaluation of medical record files. (4) Sus-
tainable evaluation and socialization on the contents of
Mutual Handbook for Medical Record Filling must be
performed as a reference for filling medical records. (5)
The Mutual Handbook for Medical Record filling must
be copied for all specialists, and put in all rooms. (6)
The hospital should immediately create an EMR sys-
tem to enhance the supervision of completion and
punctuality of medical record filling. Electronic medi-
cal records can be considered as an advancement in
consumer health informatics. E-medical records have
been adopted in many nations, whereas other countries
are planning to adopt this technology.
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