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Abstrak 

Introduction to The Problem: Medical record is a record or document containing 

patient identity, examination, treatment, action, and other services that must be made 

by health workers, but not 100% complete medical records. Currently, when talking 

about medical records, doctors always think that in the law on health workers, 

medical records must be made by health workers.  

Purpose/Objective Study: To analyze the legal consistency of health workers in 

making medical records. 

Design/Methodology/Approach: This research method is a normative combination 

of library studies with deductive research analysis. 

Findings: The results of patient records carried out by the medical profession are 

called medical records, patient records carried out by nurses are called nursing care 

documentation, and patient records carried out by midwives are called midwifery 

care documentation. Doctors who do not make medical records can get criminal 

sanctions, while nurses and midwives will get administrative sanctions if they do not 

do documentation of care. There is a consistency of laws that require doctors, 

dentists, nursing, and midwives to make medical records, albeit in different 

terms. There has been no consistency of laws governing sanctions between 

doctors, dentists, nurses, and midwives. Further study is needed to evaluate 

the legal products governing sanctions for health workers who do not make 

medical records. 

Paper Type: Research Article  

Keywords: Legal Certainty; Medical Records; Doctors; Nurses; Midwives 

Introduction 

Health workers are people who devote themselves to the health sector, have the 

knowledge and skills obtained through education, and have certain authority to carry 

out health efforts. According to Law Number 36 of 2014 concerning Health Workers, 

health workers are medical personnel, clinical psychology staff, nursing staff, 
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midwifery workers, pharmaceutical workers, public health workers, environmental 

health workers, nutrition workers, physical therapy personnel, medical technicians, 

and technical personnel, biomedicine, traditional health workers, and other health 

workers. The relationship between health workers and patients is equal because they 

have the same rights and obligations. It is proven that every health worker and client 

has rights and obligations (Supriyatin, 2018). 

Doctors are the main element in medical services. The relationship between patients 

and health workers is a legal relationship that gives birth to rights and obligations 

between both parties. Health workers providing services to patients in an effort to 

cure patient diseases are legal acts so that they can be held legally accountable and 

demand professionalism (Said, 2016). 

Legal actions between health workers can cause legal conflicts. This occurs due to 

patient dissatisfaction with health services, resulting in patients feeling 

disadvantaged. The conflict will become a dispute between the parties to resolve 

problems that, if not resolved properly, can disrupt the relationship between doctors 

and patients. 

Written evidence used by investigators to uncover criminal acts in the health sector, 

malpractice, and civil actions in the health sector is medical records. A medical record 

is a file containing notes and documents about patient identity, examination, 

treatment, actions, and other services to patients at healthcare facilities which are 

evidence of what doctors or other health workers have done (Sjamsuhidajat, 2006). 

The concept of documentation is also used as a means of evaluating the extent to 

which nurses are patient-centred (Butler et al., 2022). The medical record is written 

evidence, which contains expert information as outlined therein, in the form of a note 

that aims to assist investigations in uncovering criminal acts, especially in proving 

medical malpractice (Ekawati et al., 2013). Medical records can show the results of 

extracting patient health information carried out by doctors and nurses. If the doctor 

and the nurse fail to receive the correct information, it will have an impact on 

treatment. The failure of the doctor to extract information is the responsibility of the 

doctor for the failure (Asadinejad, 2022). 

Examples of cases where medical records are needed as evidence so that they can 

reveal cases in the health sector include the case of Agus Ramlan, who went blind after 

treatment due to a red colour meta. In that case, the hospital and the doctor were sued 

because the medical records that should have been used as evidence were destroyed 

without the patient's consent, dr. Elisabeth Susana was found guilty of malpractice 

after seeing the medical record that was made. Doctor Bukhari SPOG made a wrong 

diagnosis and did not record it in the medical record, so he could not prove whether 

his service was according to the procedure or not. On this basis, Dr. Bukhari SPOG was 

found guilty of having performed services without making medical records. 
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Based on several research results, including his research that there are still 12% of 

doctors who do not sign in medical records (Irmawati et al., 2018). Likewise, in 

research conducted by (Wirajaya et al.), there are still 13.32% incomplete medical 

records (Wiraja & Dewi, 2019). Factors that affect incompleteness in making medical 

records in their research (Nurhaidah & Harijanto, 2016) are doctors, nurses, or 

midwives who lack discipline, and there is no evaluation (Nurhaidah & Harijanto, 

2016), supported by research (Swari et al., 2019) Factors that affect incompleteness 

in making medical records are factors officers, procedural factors, tools, and 

motivation factors (Swari et al., 2019). Research conducted by Zulfita Eka (2020) 

found that midwives in Lubuk Buaya Padang complete documentation only on 

documentation that had been templated by the Health Office, but in making service 

documentation with SOAP (Subjective Objective Analysis and Planning), it was 

incomplete, completing only for the need to collect points in order to find SKP 

(Professional Credit Unit) (Zulfita et al., 2020). Based on research conducted by Eka 

Desi Purwanti that nurses at RS Haji Jakarta found that the documentation carried out 

by nurses was not fully in accordance with SPO (Standard Operating Procedures) for 

nursing care documentation (Purwanti, 2012).  

Health workers' education level and work length are characteristics that affect human 

resources. At the same time, the infrastructure factor is the availability of facilities to 

be able to perform medical records, such as the existence of forms and procedures 

(Maharani & Setyowati, 2015). Supported by her research Wan Anita that 

supervision, the willingness to format, and attitude influence the creation of 

documentation (Anita, 2018).  

An incomplete file is a reflection of incomplete care and treatment. Omitting details is 

a serious and common mistake in the documentation. The legal authorities for dealing 

with medical negligence are of the opinion that what is not recorded in the file means 

that it has not been done. Of course, this does not mean that everything should be 

recorded in the file, but important conditions, complete patient assessment data, and 

discharge orders should be recorded in the patient file (Organization Commission on 

Accreditation of Health Care, 2021). Therefore, our present study discusses the legal 

certainty of health workers (doctors, nurses, and midwives) in conducting medical 

records. 

Methodology 

The type of research used is normative law (normative juridical) using secondary data 

consisting of primary legal materials, secondary legal materials, and tertiary legal 

materials. The primary legal materials in this study are Law No. 36 of 2014 concerning 

Health Workers (Health Workers Law), Law No. 29 of 2004 concerning Medicine 

(UUPK), Law No. 4 of 2019 concerning Midwifery (Law on Midwifery), Law No. 38 of 

20114 concerning Nursing (Nursing Law), Regulation of the Minister of Health No. 

269 of 2008 concerning Medical Records and the Criminal Code Law. Secondary legal 

materials in this study are books and journal articles related to medical records. 
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Tertiary legal materials in this study are newspapers, legal dictionaries, Indonesian 

language dictionaries, and websites. The research analysis in this paper is to use 

deductive analysis. 

Results and Discussion 

The obligations of health workers in making medical records are shown in table 1. 

Table 1. The obligations of health workers in making medical records 

Law No. 36 of 2014 concerning Health Workers 

● Article 58 point (d) Health Workers are required to make and keep records 
and or documents of examination, care, and actions that have been carried 
out. 

● Article 70 paragraph (1) Every health worker, in carrying out individual 
health services, must make a medical record of the recipient of health 
services. In paragraph (2), the medical record of the recipient of health 
services, as referred to in paragraph (1), shall be completed immediately after 
the receipt of the health service has finished receiving the health service. 

Doctor Nurse Midwife 

1. Law No. 29 of 2004 
concerning the Practice of 
Medicine article 46 
"paragraph (1) states that 
doctors and dentists, in 
carrying out the practice of 
medicine, are required to 
make medical records. 

2. Regulation of the Minister of 
Health No. 
269/MENKES/PER/III/2008 
about Medical Records 
article 5 paragraph (1) 
Every doctor or dentist in 
carrying out medical 
practice is obliged to make 
medical records. 

Law No. 38 of 2014 

concerning Nursing 

article 37 item "(d) 

nurses are required 

to document their 

nursing care. 

Law No. 4 of 2019 

concerning Midwifery 

article 61 points" (e) 

midwives are 

required to document 

in providing services. 

 

Based on Law No. 36 of 2014 concerning Health Workers (Law on Health Workers), 

every health worker has an obligation to make medical records. To improve the 

professionalism of doctors, nurses, and midwives, Law No. 29 of 2004 concerning the 

Practice of Medicine (UUPK), Law No. 38 of 2014 concerning Nursing (Nursing Law), 

and Law No. 4 of 2019 concerning Midwifery (Midwifery Law) have been established. 

Legal Consistency the Obligation of Doctors to Make Medical Records 

The obligation to make medical records for doctors has been consistent between the 

Health Workers Law and the UUPK. The obligation of doctors to make medical records 
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is also regulated in the Regulation of the Minister of Health No. 

269/MENKES/PER/III/2008 concerning Medical Records (Minister of Health Medical 

Records). In the Minister of Health Medical Records paragraph (2), Medical records, 

as referred to in paragraph (1), must be made immediately and completed after the 

patient receives services. In paragraph (3), the making of medical records, as referred 

to in paragraph (2), is carried out through recording and documenting the results of 

treatment examinations, actions, and other services that have been provided to 

patients. In paragraph (4), any recording into the medical record must be affixed with 

the name, time, and signature of the doctor, dentist, or certain health worker who 

provides health services directly. In paragraph (5), in the event of an error in 

recording the medical record, correction may be made. And in paragraph (6), 

bookkeeping, as referred to in paragraph (5), can only be done by means of cross-out 

without removing the corrected record and affixing it with the paraphrase of the 

doctor, dentist, or certain health worker concerned. 

Law No. 29 of 2004 concerning the Practice of Medicine article 46 paragraph (1) 

states that doctors and dentists, in carrying out the practice of medicine, are required 

to make medical records. In paragraph (2), it is stated that the doctor or dentist in 

making medical records, as mentioned in paragraph (1), must be completed 

immediately after the patient receives services. Subsection (3) states that each 

medical record must be affixed with the name, time, and signature of the officer 

providing the service or action. Based on the regulations governing health workers, it 

is clearly stated that it requires a health worker to carry out medical records. 

However, there are doctors who lack discipline in making medical records because of 

a misunderstanding of the benefits and important functions of medical records 

(Sugiarsi & Rohmadi, 2020).  

Doctors making medical records are influenced by: 1) Motivation; high motivation of 

doctors to maintain the quality of service affects the compliance of doctors in making 

medical records; 2) Good supervision provides a doctor in making good medical 

records (Nasution et al., 2022). 3). Support for the management of medical records 

prepared by the hospital is one that determines the order of the hospital (Hidayat et 

al., 2022). 

Sanctions for doctors who do not make medical records are contained in the Law of 

Health Workers. Article 82 paragraph (1) stated that "any Health Worker who does 

not carry out the provisions of Article 47, Article 52 paragraph (1), Article 54 

paragraph (1), Article "58 paragraph (1), Article 59 paragraph (1), Article 62 

paragraph (1), Article 66 paragraph (1), Article 68 paragraph (1), Article 70 (1), 

Article 70 paragraph (2), Article 70 paragraph (3) and Article 73 paragraph (1) are 

subject to administrative sanctions". Based on Article 79 of UUPK, the sanctions given 

to doctors and dentists who do not make medical records are imprisonment for a 

maximum of 1 (one) year or a maximum of Rp. 50,000,000.00 (fifty million rupiahs).  
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It can be interpreted that there is a consistency of regulations that require doctors 

and dentists to make medical records. However, it is inconsistent in sanctioning. The 

Law on Health Workers provides administrative sanctions, while the UUPK provides 

criminal sanctions.  

The principle of lex specialis derogat legi generali is a law that specifically removes the 

value of a law of a general nature; special law overrides/overrides common law 

(Shidarta & Lakonawa, 2018). Anxifor doctors who do not make medical records 

correctly will get criminal witnesses in accordance with Law No. 29 of 2004 

concerning the Practice of Medicine. 

Legal Consistency of Nurses' Obligations to make Medical Records 

In the Nursing Law, it is explained that nurses carrying out Nursing Practices have the 

ability to document Nursing Care in accordance with standards. Decree of the 

Minister of Health of the Republic of Indonesia Number 

HK.01.07/MENKES/425/2020 concerning Nursing Professional Standards, the 

record is documentation of nursing care. 

The Nursing Law does not regulate the obligation of nurses to make medical records 

but requires nurses to make documentation of nursing care. Is medical record the 

same as nursing care documentation? 

The definition of a medical record, according to the KBBI, is a recording regarding the 

patient's health or a recording regarding the treatment of the patient. According to 

UUPK, medical records contain records and documents about the patient's identity, 

examination, treatment, actions, and other services that have been provided to 

patients. The definition of nursing documentation is a series of activities carried out 

by nurses starting from the process of assessment, nursing diagnosis, action plan, 

nursing actions, and evaluations that are recorded both electronically and manually 

and can be accounted for by the nurse (Abdul , 2016).  

Nursing documentation should be structured efficiently and logically. The natural 

three dimensions of nursing documentation are focused on structure or format, 

process, and content (Wang, 2011). Nursing documentation must also be accurate, 

reflecting the nursing process consisting of nursing review and diagnosis, nursing 

intervention, implementation and evaluation of nursing care, and patient responses 

and outcomes (Nakate et al., 2015). 

The components in the nursing documentation consist of the following: 

1.  Assessment 

a. Documentation begins with an incoming review.  

b. Primary data is collected from clients and families.  

c. The main reason for the admission of patients should be included in the 

assessment.  

d. Subjective and objective data on the client's condition are documented.  



 
P-ISSN: 1412-6834 
E-ISSN: 2550-0090 

 

 

 

Volume 13, Issue 2, 2022, pp. 189-201 

 
195 Article History 

Submitted 16 March 2022 - Revision Required 13 September 2022 - Accepted 24 December 2022 

 

e. The actual information, when just entered, is collected as quickly as possible.  

f. The assessment must be completed by the same nurse when the client enters.  

g. Summary of the assessment once each shift.  

2. Diagnosis of Treatment  

Treatment diagnostics are focused on things that are the main reasons for the 

patient's current care, and that can be completed during the treatment time. 

3. Interventions/Treatment Plans 

a. A treatment plan is drawn up for each nursing diagnosis.  

b. Clients and families are involved in planning.  

c. The plan consists of the diagnosis of the treatment, what will be carried out, 

how to perform it, the impact of the intervention and when it is evaluated.  

d. Evaluation of plans and results is an ongoing process.  

4.  Implementation/Implementation  

 Once the maintenance plan is completed, guidance can be used to carry out 

implementation. 

5.  Evaluation  

6. A written report on the results (the client's progress towards the goals).  

a. The format was created in order to save time and provide an opportunity for a 

quick assessment of the client's current condition.  

b. Progress records are made in a row over time following the patient's progress 

(Ghafur & Olfah, 2016). 

The Health Workers Law requires health workers to make medical records, but it is 

not explained the definition of medical records.  The difference between the definition 

of medical records according to UUPK and the standard of nursing documentation lies 

in the treatment in the definition of medical records, but not in the definition of 

nursing documentation. Treatment is the authority of the doctor but not the authority 

of the nurse. The health documentation containing the results of the nurse's 

assessment of the patient's subjective and objective data, treatment diagnoses, 

treatment plans, treatment implementation, and evaluation of treatment results is a 

record of the patient's health. It can be concluded that the nursing documentation is 

the same as the patient's medical record made by the nurse. 

To make it easier for nurses to do nursing documentation with electronic medical 

records, it is very helpful for nurses to do documentation. Electronic medical records 

help improve patient and community satisfaction (Ranjbar et al., 2021). Patient 

participation in nursing documentation will result in better adjustments to planning 

and documentation accuracy (De Groot et al., 2022).  

Based on the Health Worker Law, nurses who do not make medical records will be 

subject to administrative sanctions. This is consistent with what is contained in the 

Law on Nursing Article 58. Sanctions for nurses who deliberately do not make nursing 

documentation will get administrative sanctions. The administrative sanctions in 
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question are verbal reprimands, written warnings, administrative fines, and/or 

license revocation.  

Legal Consistency of Midwife's Obligation to make Medical Records 

Midwifery Documentation is evidence of recording and reporting based on accurate 

and complete written communication owned by midwives in carrying out midwifery 

care and is useful for the benefit of clients, health teams, and midwives themselves. 

Obstetric documentation is very important for midwives in providing midwifery care. 

This is because the midwifery care provided to clients requires recording and 

reporting that can be used as a reference to claim responsibility and responsibility for 

various problems that may be experienced by clients related to the services provided. 

Apart from being a recording and reporting system, obstetric documentation is also 

used as information about the patient's health status in all obstetric care activities 

carried out by midwives. 

The principle of midwife's documentation is known as SOAP (Subjective, Objective, 

Assessment, and Planning) documentation. Subjective describes the documentation 

of the results of collecting client data through anamnesis with auto or allow 

anamnesis. The objective describes the documentation of the client's physical 

examination results, laboratory results, and other diagnostic tests formulated in the 

focus data to support obstetric care. The assessment describes the documentation of 

the results of the analysis and the interplay of subjective and objective data in an 

identification. Planning describes the documentation of planning, implementation, 

and evaluation based on assessment. 

An important aspect of the documentation of obstetrics is the basic documentation 

and partographs. Basic documentation is used for pregnancy, childbirth, puerperium, 

and toddlers, while partographs are for pregnancy and childbirth (Bailey, 2015).  

Similar to nursing documentation, the difference between obstetric documentation 

and medical records lies in treatment. Midwives do not have medical authority but 

have the authority to carry out obstetric actions according to authority. In the 

Midwifery Law article 61, midwives have an obligation to document midwifery care. 

But the Midwifery Law does not include sanctions for midwives who do not document 

midwifery care.  

According to Law No. 12 of 2011 concerning the Establishment of Laws and 

Regulations article 5, the scope of the material in the legislation contains: 

a. general provisions contain academic formulations of the meaning of terms and 

phrases; 

b. the material to be organized;  

c. sanctions provisions; and  

d. transitional provisions. 
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Although the Midwifery Law does not provide for sanctions for midwives who do not 

make obstetric documentation. The Obstetrics Law, which does not contain sanctions 

provisions for midwives who do not make obstetric documentation, does not mean 

that the Obstetrics Law is invalid, and it does not mean that midwives who do not 

make midwifery documentation do not get sanctions.  Health Workers Law article 49 

states that administrative sanctions are given in the form of verbal reprimands, 

written warnings, administrative fines, and/or revocation of permits for health 

workers who do not make medical records.  

There are differences in the sanctions that doctors or dentists give to nurses and 

midwives. Doctors and dentists who do not make medical records are given criminal 

sanctions, while nurses and midwives are given administrative sanctions. 

Criminal acts are classified as crimes (misdrijf) and violations (overtrading). Also 

formulated in the Criminal Code (KUHP) that criminal acts are divided into two forms 

or qualifications of criminal acts, namely in the form of crimes (located in Book II) and 

offences (located in Book III). Eliminating damage that is considered to be used for 

proof is a criminal offence. In the Criminal Code Bill, there is the elimination of 

violations in book III as criminal offences (Supriyadi, 2015). 

Laws are made for humans, so the implementation of the law or law enforcement 

must provide benefits or uses for the community. Don't let it be because the law is 

implemented or enforced, there will be unrest in the community (Sulardi, 2015). 

The framers of the Act, in determining the acts that can be punished, must pay 

attention to their harmony with the feelings of the law that live in society. Therefore, 

the act will not only be contrary to the laws and regulations but will also always be 

contrary to the law. In general, every criminal act is considered contrary to the law, 

but in special circumstances, according to concrete events, it is possible that the act is 

not contrary to the law. In such cases, the maker of the criminal act proves that his 

conduct is not contrary to the law (Ar, 2009).  

Criminal law aims to protect the public interest, which is provided for in the Criminal 

Code. Criminal law has direct implications for society at large (general). In other 

words, if a criminal act is committed, it will have a bad impact on security, peace, 

welfare, and public order in society. Civil law is private, which focuses on regulating 

contact between individuals, in other words, emphasizing individual interests 

(Oktavira, 2022). 

Doctors and dentists who do not make medical records are considered to have 

committed criminal acts because the implementation of medical practice is the core 

of the implementation of health service efforts. Not making medical records is an 

unlawful event that can be considered fatal, eliminating evidence and violating the 

patient's rights.  
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Nurses and midwives who do not make documentation are not considered criminal 

acts. In fact, if the act of not making documentation is deliberately not made to 

eliminate evidence, it is a crime. Doctors, nurses, and midwives are health workers 

who work with codes of ethics and morals. Working in relation to human safety 

should not focus solely on criminal or administrative sanctions. The law should be 

used as a norm that must be obeyed consciously according to the purpose of the law, 

but in Indonesia, it has not cultivated compliance with the law. His adherence to the 

rule of law is out of "fear" rather than "obedience" (Edytya & Prawira, 2019).  

Accurate recording of patient information by doctors and nurses will support and 

protect the rights of patients and also support medical staff. And it makes doctors, 

nurses, medical staff, and hospitals immune from possible claims by patients or their 

companions. In addition to recording information, documenting patient documents 

must also be considered because correct documentation of medical documents is one 

of the most basic things. Accurate and correct documentation determines the quality 

of care and treatment as well as treatment outcomes. Medical documents have a lot 

of legal value. For example, if a patient sues a legal authority for various reasons, the 

data recorded by doctors and nurses, as well as treatment reports and the results, are 

effective in the decisions of the legal authorities (Reza, 2011). 

The importance of recording is also regulated in the Islamic religion Surah Al-Baqarah 

verse 282 "O you who have faith! When you contract a loan for a specified term, write 

it down. Let a writer write with honesty between you, and let not the writer refuse to 

write as Allah has taught him. So let him write, and let the one who incurs the debt 

dictate, and let him be wary of Allah, his Lord, and not diminish anything from it. But 

if the debtor is feeble-minded, or weak, or incapable of dictating himself, then let his 

guardian dictate with honesty, and take as witness two witnesses from your men, and 

if there are not two men, then a man and two women—from those whom you approve 

as witnesses—so that if one of the two defaults the other will remind her. The 

witnesses must not refuse when they are called and do not consider it wearisome to 

write it down, whether it be a big or small sum, [as a loan lent] until its term. That is 

more just with Allah and more upright in respect to testimony, and the likeliest way 

to avoid doubt, unless it is an on-the-spot deal, you transact between yourselves, in 

which case there is no sin upon you not to write it. Take witnesses when you make a 

deal, and let no harm be done to the writer or witness, and if you did that, it would be 

sinful of you. Be wary of Allah, and Allah will teach you, and Allah has knowledge of 

all things." 

Conclusion 

The obligation to make medical records for doctors and dentists is consistently 

regulated in the Law on Health Workers, UUPK, and Regulation of the Minister of 

Health on Medical Records, but in legal products, there are different sanctions given 

to doctors and dentists who do not make medical records.  The obligation to make 

medical records and sanctions for nurses are consistently regulated in the Health 
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Workers Law and the Nursing Law, even if using the term nursing documentation. 

The obligation to make medical records for midwives is consistently regulated in the 

Health Workers Law and the Obstetrics Law, even by using the term obstetric 

documentation. Sanctions for midwives who do not make medical records are 

regulated in the Health Workers Law. There is a need for further studies that evaluate 

the consistency of sanctions laws for health workers to realize the safety, comfort, and 

peace of patients.  
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