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ABSTRACT 

Nursing documentation can be used as legal evidence if there are lawsuits. Therefore, 

nursing documentation must be done systematically and continuously. If nursing 

interventions are well documented, accurate, objective, complete, and in accordance with 

nursing care standards, it can be used as evidence that nursing interventions have been 

carried out correctly. The aim of this study was to analyze the effect of in-house training 

about nursing care documentation to the accuracy of documenting nursing care at X 

hospital. This study was a quasi-experimental study with one group post-test design. The 

population of nurses at X hospital, where the study was carried out, were 254 nurses. The 

sample size is determined by using the Solvin Formula with the final results of the sample 

were 156 respondents. The respondents were nurses that were randomly selected from all 

wards at X hospital. The ANOVA test was used for data analysis. The results of this study 

stated that there was a significant influence of in-house training on the accuracy of 

documentation of nursing care, with p-value = 0.000 < 0.05. In conclusion, the findings 

highlight that continuous training in nursing care process will be able to improve the 

quality of nursing care documentation. However, it is recommended to conduct an ongoing 

evaluation because there are several factors that can influence the accuracy of nursing care 

documentation. 
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BACKGROUND 

Nursing care documentation is an integral part of nursing care quality component. 

Nursing care documentation is a sophisticated communication tool that can be used by 

nurses and other health professionals. Evidence from nursing care documentation can be 

used as an evaluation by nurse managers to monitor nursing care by nurses in a 

professionally, competently, and in accordance with standard operating Procedures 

(Munyisia, Yu, & Hailey, 2010). 

Proper and complete nursing care documentation can improve the quality of nursing 

care felt by patients and their families. Nursing care documentation must be completed 

and in accordance with standards because it is a liaison to monitor the patient health 

condition. Therefore, it is very necessary to have complete nursing care documentation 

which is a mandatory duty of a nurse. This is also regulated in Republic of Indonesia 

Regulation Number. HK.02.02 / Menkes / 148 / I / 2010 about permission and 

implementation of nursing practice. Wang, Hailey, and Yu (2011) stated that the quality of 

nursing care documentation showed the provision of good care through effective 

communication between nurses and other care providers such as the patient's family. 

Nursing documentation can also be used as legal evidence if there are lawsuits. 

Therefore, nursing care documentation must be done systematically and continuously 

(Munyisia, Yu, & Hailey, 2010). Nursing documentation does not only reflects the quality 

of care but also proves the accountability of each nursing team (Potter & Perry, 2005). If 

nursing activities are well documented, accurate, objective, complete and in accordance 

with the standards of nursing care, it can be proven that nursing intervention has been 

done correctly (Gillies, 2012). Based on the explanation above, this study was conducted 

to analyze the influence of in-house training to the accuracy of nursing care 

documentation at X hospital. 

 

METHODS 

This study was a quasi-experimental study using a one group post-test design, which is a 

design that evaluates cause and effect relationship by involving a group of subjects that are 

not randomized (Afiyanti, 2014). In this study, respondents with initial conditions were 

collected for data before in- house training. Then, those respondents were included in the 

in-house training activities, after two weeks observations were done. 

This study was carried out for 6 months starting from September 2019 until February 2020 

at X Hospital in Malang. The target population in this study were nurses in X Hospital 

Malang as many as 254 people. The sample size is determined by using the Solvin 

Formula with the final results of the sample were 156 respondents. The sampling 

technique used cluster random sampling by calculating the proportion of respondents in 

each ward. 

 

RESULTS 

Table 1. Data before in-house training 

Variable df P-value 

Working periods 4 0.000 

Clinical nurse level 5 0.000 

 

Table 1 showed that the significance value of both variables were 0.000 < 0.05. It could be 

https://doi.org/10.30994/sjik.v9i2.330
https://sjik.org/index.php/sjik
mailto:publikasistrada@gmail.com


STRADA Jurnal Ilmiah Kesehatan 
DOI: 10.30994/sjik.v9i2.330 

ISSN: 2252-3847 (print); 2614-350X (online)  Vol.9 No.2 November 2020 Page.523-527 

 

Website: https://sjik.org/index.php/sjik | Email: publikasistrada@gmail.com 525 

 
 

concluded that the working period and the clinical nurse level could influence the data 

before the intervention. 

 

Table 2. Data after in-house training 

 df P-value R square 

Intercept 1 0,000  

Working periods 4 0,004 0.227 

Clinical nurse level 5 1,000 

 

Table 2 showed that the assumptions for the ANOVA test have been fulfilled. The 

intercept value (0.000 < 0.05) indicated that without an independent variable, the value of 

dependent variable could change. It means that the independent variable, which were 

working period and clinical nurse level, gave meaning to the accuracy of nursing care 

documentation. The R Squared (0.227) showed that there was an influence between the 

working periods with the clinical nurse level on the accuracy of nursing care 

documentation. 

 

Table 3. Characteristics of evaluation results of in-house training implementation 

Characteristic Frequency Percentage 

Passed 135 86.5 

Didn’t pass 21 13.5 

Total 156 100 

 

Table 3 showed that most of the respondents passed the evaluation after in-house training 

implementation, with total of 135 respondents (86.5%). Those who did not pass the 

evaluation had to take remidial. 

 

Table 4. Characteristics of accuracy in nursing care documentation 

Characteristic Frequency Percentage 

Precise 142 91 

Imprecise 14 9 

Total 156 100 

 

The observations of nursing care documentation were conducted after the respondents took 

part in the in-house training. Table 4 showed that most of respondents did nursing care 

documentation appropriately, with total of 142 respondents (91%). 

 

Table 5. Influence of in house training on nursing care documentation 

 

Variable df Sig Exp (B) 

In house training 142 0.000 0.034 

 

The results of the data analysis were shown in table 5, with the significance value was 

(0.000) < 0.05. It can be concluded if there was a significant influence of in-house training 

activities on the accuracy of nursing care documentation. These results also proved that 

respondents who passed the in-house training had a 3.4% chance of being able to do the 

nursing care documentation properly, with an Exp (B) value of 0.034. 
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DISCUSSIONS 

The influence of respondent characteristics on the accuracy of nursing care 

documentation 

The working periods and clinical nurse level simultaneously influence the accuracy of 

nursing care documentation as indicated by the significance value of 0.000. The working 

periods and clinical nurse level describe the work experience of the respondents, therefore 

they also explain the experience of nurses in terms of documenting nursing care. The 

results of this study are supported by previous studies by Amalia, Herawati, and Nofriadi 

with the title The Thorough Factors of the Documentation of Nursing Care at the Inpatient 

Installation of Lubuk Sikaping Hospital. The statistical test results of that study showed 

that there was a correlation between motivation, work periods, age, education, workload 

and nursing care documentation completeness. 

Intercept values, (0,000) < 0.05, means that in-house training had an influence on the 

accuracy of nursing care documentation. Respondents who took part in in-house training 

will get additional insights. This was in accordance with the concept of the in-house 

training objective, which is to improve the quality of human resources in an institution, so 

that it can support the effort to achieve the goals and also to explore problems encountered 

at work so that human resources can share solution to solve their problems (Smile Group 

Yogyakarta, 2015). 

 

The influence of in-house training to the accuracy of documenting nursing care at X 

hospital 

Based on the results of the study, there was a significant influence of in-house training as 

dependent variable on the nursing care documentation as independent variable. 

Respondents who passed in-house training indicated that they had the opportunity to be 

able to properly documenting the nursing care. Respondents who attended in-house 

training will get new insight and experience in documenting nursing care. Passing the in 

house training can also provide an overview of the level of respondents understanding as 

participant. The results of the in-house training are expected to be applied when 

documenting nursing care. Accuracy in documenting nursing care can be influenced not 

only by attending the in-house training, but also can be influenced by each nurse 

awareness of the importance in nursing care documentation accuracy. 

Another supporting study by Asmirajanti et al. (2019) revealed that nursing interventions 

in hospital are very important and must solve the patients’ problem. Every nursing 

intervention must be documented with critical thinking. If nursing care documentation is 

unclear and not accurate, communication between health professionals and evaluation of 

nursing care will not be optimal. Nursing interventions and documentation must be 

directed, controlled, and evaluated continuously by the nurse manager. 

In-house training can add the insights of documenting nursing care for nurses, but there are 

other factors that can influence the accuracy of nursing care documentation. As revealed 

by Amalia, Herawati, Nofriadi about the results of the study, it showed that there was a 

correlation between motivation, work periods, age, education, workload and nursing care 

documentation. 

 

CONCLUSIONS 

The results of the study obtained that there was a significant influence of in-house training 

activities on the accuracy of nursing care documentation. Continuous training in nursing 
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care process will be able to improve the quality of nursing care documentation. Good 

nursing care documentation will reflect the quality of nurses in carrying out nursing 

interventions to patients.  
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