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assessment by nurses at the hospital. This research was conducted from 21-26 October ., 255 c

2024 with a sample size of 68 medical record files. The design of this research is descriptive
research. The results of this study show that of the eight components examined in this study,
it was found that the highest level of completeness in filling out the initial nursing assessment
form was in the physical assessment component of the patient, namely 35 medical records
(51.4%), as well as the general assessment and assessment of the patient's medical history,
namely as many as 33 medical records (48.5%). The component with the lowest
completeness is the Gordon pattern assessment component, namely, zero medical records.
The percentage of compliance for nurses is 89.7%, with the number of initial nursing
assessment files being 61 files. This shows that the nurses are still not compliant in
documenting the initial nursing assessment.
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INTRODUCTION

Medical records comprehensively document a patient's identity, medical history, treatments,
and healthcare interactions (Falcetta et al., 2023). These records are vital for guiding clinical
decisions, ensuring continuity of care, and maintaining accurate health information for future
reference (Ding & Peng, 2022). Beyond clinical use, they are legal documents providing evidence in
medico-legal disputes and ethical reviews (Oliva et al., 2022). By capturing a patient’s holistic health
status, medical records enable healthcare providers to deliver safe, effective, and personalized care
(Tapuria et al., 2021).

A critical component of medical records is the initial nursing assessment, which provides a
detailed evaluation of a patient’s physical, psychological, and social needs upon admission (Rossi
et al., 2022). This assessment forms the foundation for tailored nursing interventions and care
planning (Ajibade, 2021). By identifying immediate and long-term patient requirements, nurses can
prioritize actions, anticipate complications, and collaborate with other healthcare professionals
(Curley et al., 2024). The accuracy and completeness of this assessment directly influence the
quality of subsequent care, making it indispensable in clinical practice (Cao et al., 2025).
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Despite their importance, medical records often face issues of incomplete documentation
(Poulos et al., 2021). Gaps in recording patient data can lead to flawed analyses, misdiagnosis, or
inappropriate interventions, jeopardizing patient safety (Msiska et al., 2023). Incomplete initial
nursing assessments, for instance, may result in overlooked symptoms or unmet needs,
undermining care continuity (Chaboyer et al., 2021). Such deficiencies compromise individual patient
outcomes and reflect poorly on institutional credibility and legal accountability, highlighting the need
for rigorous documentation standards (Michl et al., 2023).

Several human-related factors contribute to incomplete medical records (Shin et al., 2021).
Nurses' knowledge gaps about documentation protocols and age and experience levels may affect
their ability to capture comprehensive data (Moy et al., 2021). Older or less experienced nurses
might struggle with evolving record-keeping technologies or complex assessment frameworks
(Hossain et al., 2025). Additionally, a lack of motivation due to insufficient rewards or accountability
measures can discourage thorough documentation, perpetuating complacency in compliance
(Hosseini et al., 2021).

Institutional factors, such as ineffective monitoring and evaluation systems, exacerbate
documentation challenges (Nijor et al., 2022). Without regular audits or feedback mechanisms,
errors or omissions may go unnoticed, reinforcing poor practices. The absence of a structured
reward and punishment system further diminishes accountability, as there are no incentives for
diligence or consequences for negligence (Corfmat et al., 2025). These systemic gaps highlight the
need for robust quality assurance frameworks to uphold documentation standards (Reegu et al.,
2022).

Inadequate facilities and infrastructure hinder complete documentation (Pai et al., 2021).
Overburdened nurses may lack access to user-friendly electronic health record systems, sufficient
training, or time to complete assessments amid high workloads (Baporikar, 2024). Outdated tools or
poorly designed workflows can delay data entry, increasing the likelihood of incomplete records (Al
Bahrani & Medhi, 2023). Addressing these resource constraints is essential to creating an
environment that supports thorough and efficient documentation.

This study analyzes nurses' compliance with initial nursing assessment documentation at
Kaliwates Hospital. By evaluating the extent of completeness in these records, the research seeks
to identify underlying barriers—such as knowledge gaps, systemic inefficiencies, or resource
limitations—and propose targeted interventions. The findings will inform strategies to enhance
documentation practices, ultimately improving patient care quality and institutional accountability
(Bhati et al., 2023).

METHOD

This study employs a quantitative descriptive design to evaluate the completeness of initial
nursing assessment documentation at Kaliwates Hospital. The target population consists of all
medical records from patients admitted to the hospital’s RPD unit between October 21 and 26, 2024.
Sixty-eight medical records were identified during this period, and total sampling was applied to
ensure comprehensive coverage. This approach was chosen to analyze real-world documentation
practices without introducing selection bias, providing a clear snapshot of compliance levels among
nurses in the RPD unit.

Medical records were included if they pertained to patients still undergoing inpatient treatment
at Kaliwates Hospital’s RPD unit during the specified dates. Records from other departments or
those dated outside the study period were excluded to maintain focus on the target population and
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setting. These criteria ensured data relevance and minimized confounding variables, allowing the
study to isolate factors influencing documentation completeness within the RPD unit.

The study utilized a structured checklist adapted from the hospital's standard operating
procedures (SOPs) for nursing documentation. The researcher modified the checklist to align with
the specific components of the initial nursing assessment, ensuring validity and applicability to the
RPD context. Data collection involved collaboration with the RPD unit supervisor to gather eligible
records, followed by systematic coding and assessment of completeness. Each record was reviewed
for adherence to documentation standards, with gaps recorded and categorized for analysis.

Ethical approval for the study was obtained from Kaliwates Hospital’s institutional review board
to ensure compliance with research ethics standards. Data were analyzed using descriptive statistics
to quantify the proportion of complete and incomplete documentation across the 68 records. Results
were tabulated to identify patterns of non-compliance, informing recommendations for improving
documentation practices. This approach emphasizes objectivity and transparency, aligning with the
study’s goal of enhancing patient care quality through accurate record-keeping.

RESULT
Initial Nursing Assessment Components

Table 1. Distribution Analysis of Completeness of Completion of Initial Nursing Assessment Components at
RPD Kaliwates Hospital (n=68)

No Initial Nursing Assessment Components n Complete% rllncompletez/o
1 Conduct a general assessment of the patient 33 48.5 35 51.5
2 Review the patient's medical history 33 48.5 35 51.5
3  Review the patient's physical examination 35 514 33 48.5
4  Assess the patient's Gordon pattern 0 0 68 100
5  Filling in the evaluation (S-O-A-P) 32 47 1 36 52.9
6  Filling in the follow-up 24 35.3 44 64.7
7  Filling education health patients on the way home 21 30.9 47 69.1
8  Signatures and nurse's full name 23 33.8 45 66.2

Based on table 1, it can be seen that from a total of 68 medical records studied, there are
several components of the initial nursing assessment , including the majority of general patient
assessments were filled in completely, namely 33 medical records (48.5%), the majority of patient
medical history components were filled in completely, namely 33 medical records (48.5%), the
majority of patient physical examination components were filled in completely, namely 35 medical
records (51.4%), the Gordon pattern components of the patients were not filled in completely, the
majority of evaluation components (SOAP) were filled in completely, namely 32 medical records
(47.1%), the majority of follow-up components were filled in completely, namely 24 medical records
(35.3%), the majority of patient health education components upon discharge were filled in
completely, namely 21 medical records (30.9%), the majority of nurse signature and complete name
components were filled in completely, namely 23 medical records (33.8%).

Based on Table 1, it can be seen that the complete completion of the initial nursing assessment
form is in the patient's physical assessment component, which is 35 medical records (51.4%), as
well as general assessment and patient medical history assessment, which is 33 medical records
(79.5%). Meanwhile, the component with the lowest completion is the Gordon pattern assessment
component, which is zero medical records.
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Compliance in Completing the Initial Nursing Assessment

Table 2. Distribution of Percentage Analysis of Compliance Figures for Completing the Initial Nursing
Assessment at the RPD RSU Kaliwates (n=68)

Percentage of Compliance in Completing the

No Initial Nursing Assessment at the RPD of n %
Kaliwates Hospital

1 Less compliant 61 89.7

2 Not compliant 7 10.3

Table 2 shows that RPD nurses' compliance percentage at Kaliwates Hospital is 89.7%, with
61 initial nursing assessment files.

DISCUSSION

General Patient Assessment

Based on the results of this study in Table 1, it is known that most of the general patient
assessment components were filled in entirely by nurses, namely 33 medical records (48.5%). A
complete and systematic assessment of existing facts and conditions is crucial in nursing care (Putri
et al., 2021). In the initial nursing assessment form at Kaliwates Hospital, in the general assessment
component, several data need to be filled in, such as patient identity (name, date of birth, medical
record number), date and time of admission, information obtained (which is how nurses get
information to fill in the initial assessment such as auto anamnesis or hetero anamnesis), how the
patient entered (walking without assistance, wheelchair, walking with assistance, or push bed), name
of the accompanying nurse, identity bracelet, diagnosis at admission, history of allergies, main
complaints, pain scale, and risk of falling (Morse/Humpty).

Patient History Assessment

Based on the results of this study in Table 1, it is known that most patient medical history
component files were filled in completely, namely 33 medical records (48.5%). In the initial nursing
assessment form at Kaliwates Hospital, in the patient's medical history component, several data
must be filled in, including current and past medical history. Filling in the patient's medical history
component is important because incomplete medical history information can hinder the patient's
treatment process (Alexiuk et al., 2023).

Patient Physical Examination Assessment

This study's results indicate that most patient physical examination components were filled in
completely, namely 35 medical records (51.4%). The physical examination component in this study
was the component with the highest completeness. Physical examination is a helpful initial step to
identify whether the patient's body condition shows abnormalities (Patrizio et al., 2021). In the initial
nursing assessment form available at Kaliwates Hospital, in the patient's physical examination
assessment component, several data need to be filled in, including assessment of the respiratory,
cardiovascular and circulatory, digestive, urinary, nervous, integumentary, and musculoskeletal/
mobilization systems.
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Gordon Pattern Assessment

Based on this study, Table 1 shows that all components of the patient's Gordon pattern are
incomplete. The Gordon model or pattern is an assessment framework that identifies 11 human
functional patterns, including health perception and management patterns, nutritional patterns,
elimination patterns, activity-exercise patterns, sleep-rest patterns, cognitive-perceptual patterns,
role-relationship patterns, sexual-reproductive patterns, coping patterns, value-belief patterns, and
self-concept patterns (Butcher et al., 2024). However, in the initial nursing assessment form at
Kaliwates Hospital, there are differences in the Gordon pattern assessment; the data reviewed
include reproductive patterns, rest and sleep patterns, socio-economic patterns, psychological
patterns, family/closest person coping patterns, and attaching supporting examination results:
laboratory, radiology, and others. The Gordon pattern can help nurses group patient data based on
functional patterns, making it easier to analyze data and identify patient problems (Davarpanah et
al., 2023). In addition, the Gordon pattern focuses on assessing patient needs to identify any unmet
patient needs and enable nurses to provide more comprehensive, holistic, effective, and focused
nursing care (Dikmen & Bayraktar, 2023).

Evaluation (S-O-A-P)

The results of this study indicate that the evaluation components (S-O-A-P) were mainly filled
in completely, namely 32 medical records (47.1%). Nursing evaluation is the final stage in the nursing
care process. Evaluation can compare the results of nursing implementation with the objectives and
outcome criteria set in nursing interventions to determine whether nursing interventions have been
achieved or require other approaches (Parreira et al., 2020). Thus, incomplete nursing evaluations
can impact assessing the patient's condition, affecting future follow-up actions planned for the
patient. In the initial nursing assessment form at Kaliwates Hospital, several data must be filled in in
the patient evaluation component, including subjective, objective, analysis, and planning data (S-O-
A-P).

Follow-up

Based on the results of this study, it is known that most follow-up components were filled in
completely, namely 24 medical records (35.3%). A follow-up plan is a plan for developing actions
that will be given to patients to improve the patient's health condition (Karam et al., 2021). The initial
nursing assessment form at Kaliwates Hospital has several options in the follow-up plan component,
such as outpatient, inpatient, discharged at request, referred, or died.

Patient Health Education Upon Discharge

The results of this study show that the patient health education component upon discharge is
filled in completely, namely 21 medical records (30.9%). Health education is an independent action
of nurses as one of the nursing care to improve the health status of patients to optimal (Pueyo-
Garrigues et al., 2021; Antoro et al., 2025). In the initial nursing assessment form at Kaliwates
Hospital, the health education components include regular eating/drinking of medication, diet,
control, and care.

Nurse's Sighature and Full Name

This study's results indicate that most nurses' sighature and complete name components were
filled in, namely 23 medical records (33.8%). Signatures and full names are authentic evidence in
medical records. This component is important in medical records because it is a form of
accountability for actions taken by health workers. Incomplete filling of signatures and full names
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can hurt the quality of hospital services and make medical records unable to be used as valid legal
evidence (Suti et al., 2021).

Analysis of Compliance in Completing Initial Nursing Assessments

The analysis of compliance in completing initial nursing assessments at Kaliwates Hospital
reveals that RPD nurses are still struggling with complete adherence to documenting these
assessments. Despite a relatively high compliance rate of 89.7%, as evidenced by the review of 61
initial nursing assessment files in Table 2, there remains room for improvement in ensuring all
required components are consistently and thoroughly documented. This indicates that while most of
the assessments meet the necessary standards, there are still instances where critical elements are
either incomplete or overlooked, highlighting the need for targeted interventions or additional training
to enhance documentation practices and achieve complete compliance (Bunting, 2022).

CONCLUSION

This study examined the completeness of documentation in eight components of the initial
nursing assessment form. It was found that the physical assessment component, along with the
general assessment and medical history evaluation, demonstrated the highest level of completion.
Conversely, the Gordon pattern assessment component showed no recorded completion at all.
While a significant percentage of nurses demonstrated compliance in documenting initial
assessments, there is still room for improvement, particularly in ensuring thoroughness across all
components. This highlights the need for further training and emphasis on comprehensive
documentation practices to enhance the quality of nursing care.
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