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Abstrak

Dokumentasi keperawatan merupakan catatan yang otentik yang dilakukan oleh
seorang perawat. kualitas dari dokumentasi keperawatan dinilai dari beberapa faktor,
diantaranya yaitu tidak adanya panduan atau SOP mengenai pendokumentasian yang
sesuai standar, kurangnya pelatihan yang diikuti oleh perawat, tingkat pengetahuan
dan sikap perawat, serta kurangnya pendampingan atau supervisi yang dilakukan oleh
pihak rumah sakit secara teratur kepada para perawat. Penulisan ini bertujuan untuk
mengukur efektivitas dan mengetahui perubahan perilaku perawat dalam
pendokumentasian asuhan keperawatan di ruang Hardja 1A RS. Bhayangkara Tk. | R.
Said Sukanto. Metode yang digunakan adalah dengan melakukan wawancara,
observasi dan diskusi bersama. Hasil observasi menunjukkan bahwa terjadi perubahan
pada penulisan diagnosis keperawatan disertai problem etiology (PE) dari 33,3%
menjadi 100%, penulisan rencana tindakan keperawatan yang jelas dan terperinci dari
83,3% menjadi 100%, penyusunan rencana tindakan yang melibatan klien dan
keluarga klien dari 50% menjadi 100%, evaluasi tindakan keperawatan berdasarkan
tujuan dan kriteria hasil dari 83,3% menjadi 100% dan kegiatan pendokumentasian
pada tahap proses keperawatan ditulis dengan jelas, ringkas dan mudah dari 50%
menjadi 100%. Kesimpulannya adalah terdapat pengaruh antara pendampingan
dengan perilaku perawat dalam pendokumentasian asuhan keperawatan. Penulis
harapkan bahwa pihak manajemen rumah sakit mampu mengevaluasi dan menerapkan
kegiatan pendampingan atau supervisi secara rutin.
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Abstract

Nursing documentation is an authentic record carried out by a nurse. The quality of
nursing documentation is assessed from several factors, including the absence of
guidelines or SOPs regarding standardized documentation, lack of training attended
by nurses, nurses’ level of knowledge and attitudes, and lack of assistance or
supervision carried out by the hospital regularly to patients. nurse. This writing aims
to measure the effectiveness and determine changes in the behavior of nurses in
documenting nursing care in the Hardja IA Hospital room. Bhayangkara Tk. | R. Said
Sukanto. The method used is to conduct interviews, observations,,s andiscussionson
together. The results of observations showed that there was a change in writing a
complete nursing diagnosis with etiology (PE) problems from 33.3% to 100%, and the
formulation of nursing goals was made to contain components of goals and outcome
criteria from 50% to 83.3%, nursing action plans were prepared refers to the goals with
clear and detailed sentences from 83.3% to 100%, the preparation of an action plan is
ready and written describing the involvement of the client and the client's family from
50% to 100%, the evaluation of the nursing actions given refers to the goals and criteria
for the results of 83, 3% to 100%, evaluation of the client's knowledge about his illness
after conscious and independent health promotion from 16.7% to 100% and
documentation activities at the stage of the nursing process must be written clearly,
concisely and easefficientlyom 50% to 100%. The conclusion is that there is an
influence between mentoring and nurse behavior in documenting nursing care
Researchers suggest to hospital management can regularly evaluate and implement
assistance or supervision activities. The authors hope that nurses can increase
knowledge and compliance in the documentation of nursing care.
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