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Introduction: Nursing documentation is an important aspect of the nursing 

care workflow. Ineffective nursing documentation practices have been 

reported to impact patient outcomes and health worker efficiency 

negatively. Providing training for nurses will create positive attitudes and 

improve nurses' knowledge of nursing documentation. This study aimed 

to determine the effectiveness of documentation training based on SDKI, 

SLKI, and SIKI (3S) in improving independent practice nurses' 

documentation quality.  

Methods: The research design used in this study was a pre-experiment with 

a one-group pre-test-post-test design. The population consisted of 

independent practice nurses, and a sample size of 63 nurses was recruited 

using the total sampling technique. The instrument used is a checklist of 

nursing care documentation. The data analysis test uses the calculation of 

the Wilcoxon Paired test. 

Results: The results showed that the quality of nursing documentation 

before the intervention was in the less good category at 77.8%, and the 

quality of documentation after the intervention was in the good category 

at 70.3%. Wilcoxon test results show a p-value of 0.000, indicating an effect 

of documentation training based on SDKI, SLKI, and SIKI (3S) on 

independent practice nurses' documentation quality. 

Conclusion: Nursing care documentation training helps improve 

documentation practices in the nurses' independent practice area and 

improves the quality of nursing services. 
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INTRODUCTION 

Nursing documentation is part of the last 

management function, namely supervision 

(controlling). Nursing documentation is a 

document that contains the patient's bio-

psychosocial-spiritual condition, all activities 

or actions carried out by nurses for patients 

from the time the patient comes to the 

hospital until the patient goes home [1]. 

Documentation is helpful as a communication 

tool between caregivers in planning client 

services, auditing health institutions, 

researching educational materials, 

reimbursement, legal documentation, and 

analysis of health services [2]. 

Documentation in nursing is the 

recording of the nursing process in the form 

of clinical information that helps meet legal 

practice standards in patient care [3]. Nurses 

play an important role in the care system and 

the process of regular documentation [4]. 

Clear, accessible, and accurate nursing 

documentation is essential to a quality, safe, 

and evidence-based nursing process. Poor 

documentation of the nursing process harms 

the quality of nursing services [5]. 

In Indonesia, nursing documentation is 

seen as important in providing quality care, 

but adequate nursing documentation is still a 

problem [6]. Moreover, there is no 

standardized documentation form for 

independent nursing practice. Primadilla's 

research (2022) explained the inadequacy of 

documentation in nurse-independent 

practice services at the Community Health 

Center, including incomplete form filling, 

inaccurate diagnoses, and nursing plans, most 

of which are only educational [7]. Nursing 

documentation is essential for an effective 

and quality nursing process, yet studies show 

that nurses often fail to properly document 

the care they provide [8] According to a study, 

there is evidence linking poor nursing 

documentation to patient mortality in 

healthcare institutions. The study revealed 

that nursing care documentation practices 

ranged from 37.4% to 48.6% [4]. 

Professional nurses who practice 

nursing in all settings at the independent 

practice, clinical practice, community, and 

hospital levels are responsible for the nursing 

documentation used following the reference 

standards of professional organizations [9]. 

Nurses play an important role in patient 

care;hat they write determines the standard 

and quality of care provided to patients [10]. 

Poor documentation creates major problems 

when evaluating client care and is a major 

factor in influencing patient care outcomes. 

Ineffective documentation causes important 

issues, and in many cases, it ithe leading cause 

of adverse patient events [11]. 

It is important to plan and intervene with 

various strategies, such as providing training 

for young nurses, nurses with low educational 

status, nurses working in primary hospitals, 

and nurses with less than two years of work 

experience regarding documentation 

standards, to create positive attitudes and 

improve nurses' knowledge [12]. Based on the 

available literature review, very few studies 

focus on independent practice nurses and 

more on the hospital home area. Based on the 

background, this study aims to determine the 

effectiveness of SDKI, SLKI, and SIKI (3S) 

based documentation training on 
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independent practice nurses' documentation 

quality. 

METHODS 

Study Design and Samples 

The research design used in this study was a 

pre-experiment with a one-group pre-test-

post-test design. The study was conducted on 

independent practice nurses with a sample 

size of 63 respondents. Nurses who 

participated in this study were nurses who 

opened independent practice services, were 

eligible to participate in this study, and were 

recruited using the total sampling technique.  

Intervention 

The intervention provided to nurses is 

nursing documentation training based on 

SDKI, SLKI, and SIKI (3S), which aims to 

improve the quality of nursing care 

documentation in independent practice. 

Nursing documentation training based on 

SDKI, SLKI, and SIKI (3S) was carried out in 2 

days for 15 hours. This activity was guided by 

three facilitators and collaborated with the 

Commissariat Management of the Indonesian 

National Nurses Association of the Regency 

and region, and participants were provided 

with modules. Training activities for each 

material session are given for 5 hours and 

consist of 3 materials, namely standardization 

of nursing care SDKI, SLKI, SIKI, SDKI 

components, SLKI, SIKI, and SDKI preparation 

process. The module will contain 

standardized nursing care documentation 

specifically for independent practice nurses. 

Instruments 

The instrument used in this study is a 

standardized nursing care documentation 

checklist developed by the researchers 

themselves. It has been tested for validity and 

reliability involving 20 nurses, with results 

>870-957. This instrument was developed by 

researchers and a team of DPK PPNI nurses, 

lecturers, and independent nurse 

representatives. The basis for making this 

instrument is SDKI, SLKI, and SIKI. 

Data Analysis 

The data that has been obtained from the 

measurement results will be appropriately 

processed using the statistical package for the 

social sciences (SPSS) program version 21. 

The univariate test uses frequency 

distribution analysis and bivariate tests to 

determine the difference in the quality of 

nursing documentation before and after being 

given nursing documentation training based 

on SDKI, SLKI, and SIKI (3S) through the 

calculation of the Wilcoxon Paired test with 

the data scale is ordinal. 

Ethical Consideration 

The study obtained ethical eligibility from the 

Health Ethics Commission of the Faculty of 

Health Sciences, dr. Soebandi University with 

No: 112/KEPK/UDS/II/2024. 

RESULTS 

Univariate analysis was conducted to obtain 

an overview of the distribution, frequency, 

and proportion of variables, namely 
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demographic data and the quality of nursing 

documentation. The results of research 

conducted on 63 independent practice nurse 

respondents based on demographic data and 

the quality of nursing documentation can be 

presented in the following table: Based on the 

results of the study, it shows that most 

respondents were aged 36-45 years by 39.1% 

with the gender of male nurses by 62.5%. The 

highest education level is nursing 

undergraduate nurses (68.8%) and length of 

independent practice of nurses less than 5 

years (68.8%). 

The study results show that before being 

given 3S-based training (SDKI, SLIKI, SIKI), 

most of the quality of nursing care 

documentation was in the fair category 

(77.8%). After being given a 3S-based training 

intervention (SDKI, SLIKI, SIKI) showed that 

most of the quality of nursing care 

documentation was in a good category 

(70.3%). 

The Wilcoxon Rank Test statistical test 

results showed a p-value = 0.000. The test 

results show an effect of 3S-based nursing 

documentation training based on SDKI, SLKI, 

and SIKI (3S) on the quality of nursing 

documentation.

 

 

 

Table 1 

Frequency Characteristics of Respondents 

Characteristics Frequency Percentage  

Age 
  

17-25 years 2 3.1 

26-35 years 20 31.2 

36-45 years 24 39.1 

46-55 years 14 21.9 

56-65 years 2 3.1 

>65 years 1 1.6 

Gender 
  

Male 40 62.5 

Female 23 37.5 

Total 63 100.0 

Education 
  

Ners 44 68.8 

Diploma 19 31.2 

Length of Work 
  

> 10 years 19 31.2 

≤ 5 years 44 68.8 

Total 63 100.0  
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Table 2 

Quality Of Nursing Documentation Before-After 3S-Based Training (SDKI, SLKI, SIKI) In Nurses' 

Independent Practice Settings 

Quality of Nursing Documentation Before 
Category  Frequency Percentage 
Good Quality 5 7.9% 
Fair Quality  49 77.8% 
Poor Quality 9 14.3% 

Quality of Nursing Documentation After 
Good Quality 44 70.3 
Fair Quality  14 21.9 
Poor Quality 5 7.8 
Total  63 100.0 

 

 

 

Table 3 

Statistical Test Of The Effect of 3S-Based Training (SDKI, SLKI, SIKI) On The Quality Of Nursing Care 

Documentation In Nurses' Independent Practice Settings 

Group Z Asymp. Sig. (2-tailed) 

Experimental Group Wilcoxon Test -4.472b .000 

 

 

 

DISCUSSION 

The results showed that before being given 

training in SDKI, SLKI, and SIKI-based 

objection documentation, most of the quality 

of nursing care for independent nurses was in 

the poor category. This is because nurses do 

not have experience in SDKI, SLKI, SIKI 

nursing care documentation. However, there 

was an increase in the quality of nursing care 

after training on SDKI, SLKI, and SIKI-based 

objection documentation, where most 

independent nurses had documented nursing 

care correctly and appropriately. 

Independent practical nurses are allowed to 

learn independently by being guided by the 

technical modules of SDKI, SLKI, and SIKI-

based nursing care documentation provided 

so that there is a continuity of learning 

processes that not only occur in training 

activities. Still, they are continued 

independently at the residence of each nurse. 

The lack of nursing care documentation 

in nurses' independent practice in this study 

was due to differences in nurses' knowledge 

and attitudes towards nursing 

documentation, lack of training on 

documentation, and the participating nurses 

were more familiar with the documentation 

guidelines available in the hospital [13]. Their 

exposure to training opportunities may have 

been expanded, which would have 

familiarized them with operational guidelines 

for nursing documentation [14].  
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Understanding the operational 

standards of nursing documentation has a 

significant and positive relationship. This 

finding is consistent with research conducted 

in [15]. This may be because understanding 

the operational standards of nursing 

documentation can make documentation 

tasks easy, fast, and interesting for nurses 

[16]. 

Following standardized training on 

nursing documentation has a positive 

relationship [17]. This finding is comparable 

to a study conducted by Kebede (2017) where 

training can increase their familiarity with 

standard operating documentation, improve 

their attitude towards documentation anddd 

value in documenting nursing care [18]. 

Training on nursing care documentation 

helps improve documentation practices[19]. 

Attending standardized training on 

nursing documentation has a positive 

relationship[20]. This finding is comparable 

to a study conducted by Kebede (2017) where 

training can increase their familiarity with 

documentation operational standards, 

improve their attitude towards 

documentation anddd value in documenting 

nursing care [18]. Training in nursing care 

documentation helps to improve 

documentation practices [21]. 

The interesting thing about this study is 

the perceived difficulty in terms of 

terminology [22]. They had difficulty adapting 

the terminology used in the Intervention 

Standards published by PPNI [23]. To achieve 

high-quality nursing documentation, it is 

necessary to pay attention to standardized 

terminology, user-friendly formats, and 

systems [24]. This phenomenon can be 

related to the ability to understand the 

language used in the standard [25]. Although 

most participants have completed their 

professional studies, the introduction of 

terminology and the application of 3S 

standards (SDKI, SLKI, SIKI) has not occurred 

during their college days [26]. 

The independent practicing nurses 

reported in this study showed that nurses 

documented the patient's health status, 

nursing needs, nursing care, and responses to 

nursing care in writing. The exposure of lone 

nurses to training can be increased so that 

nurses are familiar with the operational 

documentation standards. Training on 

nursing care documentation increased 

nurses' positive attitudes towards 

documentation. In the future, continuous 

documentation training can be carried out to 

improve the quality of service of independent 

practice nurses. 

CONCLUSION 

Based on the results and data analysis, we can 

conclude that SDKI, SLKI, and SIKI (3S) based 

nursing care documentation training is 

proven to affect the quality of nursing care for 

nurses with independent practice. 

LIMITATION 

The study lacked the implementation of a 

control group for comparative analysis, and 

the author did not employ randomization in 

the experimental design. To enhance the 

validity and robustness of future research, it 

is imperative to incorporate a control group 

procedures. This would facilitate the 

execution of a randomized controlled trial 
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(RCT), thereby ensuring methodological rigor 

and minimizing potential biases. Further 

research is needed to determine what 

constitutes quality nursing documentation 

and the best way to measure nursing 

documentation. 

IMPLICATION 

Quality in nursing documentation promises to 

improve patient safety and quality of care. 

High-quality nursing documentation 

describes comprehensive documentation of 

the nursing process and nursing records. The 

documentation training provides 

enlightenment on the documentation of 

nursing care by referring to the 3S so that the 

documentation carried out is updated 

according to standards. The training activities 

in this study proved to be able to improve the 

quality of independent nurses in documenting 

nursing care, which has a positive impact on 

the quality of nursing care delivery. 
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