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INTRODUCTION

Healthcare is a fundamental public need that must be provided equitably, effectively, and with
high quality. Healthcare facilities such as community health centers (Puskesmas) play a crucial role in
providing promotive, preventive, curative, and rehabilitative services in accordance with national
policies.(Law Number 17 of 2023)Medical records are a vital instrument in supporting the quality of
health services, as they contain clinical information, legal evidence, and the basis for administrative
financing.(Minister of Health Regulation No. 24 of 2022). In addition, medical records are also used
for research, evaluation of service quality, and health policy planning.(Darmawan, 2019). The
implementation of electronic medical records (EMR) is increasingly emphasized to support service
efficiency, but major challenges are still faced, especially in terms of human resources and accuracy of
recording.(Irmawati & Nazillahtunnisa, 2019).

A common problem in medical record management is the coding of diagnoses, which does not
always conform to standards. Coding diagnoses is necessary to convert clinical data into codes
consistent with the international ICD-10 classification, ensuring uniformity and global
usability.(Setiyawan et al., 2023)However, in reality, incomplete and inaccurate diagnosis coding is
still common, including in community health centers (Puskesmas) as primary healthcare services. A
preliminary study at the Bataraguru Community Health Center showed that medical records officers
often used unofficial references such as Google rather than the official ICD-10 guidelines. This can
lead to administrative errors, reduce the accuracy of financing claims, and decrease the validity of
public health data.(Yeni Tri et al., 2024)Therefore, the issue of completeness and accuracy of the
coding of labor diagnoses needs further investigation.

The urgency of this research lies in the importance of accurate medical record data as a
guarantee of quality healthcare services. Complete and accurate medical records are not only useful
for medical personnel in planning patient care but also serve as legal evidence in accordance with
applicable law.Minister of Health Regulation No. 269 of 2008. Incomplete or inaccurate codification
can have serious implications for INA-CBG-based financing claims at BPJS Kesehatan.(Maulida &
Djunawan, 2022). In addition, completeness of the birth diagnosis record also includes the condition
of the baby, gestational age, and post-natal actions that must be documented.(K. Salwa, N. Herlinda,
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2023)Therefore, this research is highly relevant to be conducted at Community Health Centers
(Puskesmas), as primary health care facilities are at the forefront of providing basic public health
services.

The theoretical basis of this research refers to the principles of diagnosis coding in ICD-10
which emphasizes accuracy, completeness, and consistency in medical recording.Asadi et al.,
(2022)explains that good coding must meet the aspects of reliability, validity, completeness, and
timeliness. Unfortunately, many officers still code generally without paying attention to the details of
the fourth or fifth character in ICD-10. On the other hand, the implementation of a digital-based health
information system also requires strengthening through training and technological innovation to
ensure a more accurate coding process.(Banoet et al., 2023)The novelty of this study is its focus on the
completeness and accuracy of the coding of labor diagnoses in community health centers (Puskesmas),
a practice rarely studied compared to hospitals. Therefore, this study has the potential to make a
significant contribution to the medical records literature and primary care practice.

A number of previous studies have shown that inaccuracy of obstetric diagnosis codes is still a
serious problem.Oashttamadea SM, (2019)found that only 58% of obstetric medical record documents
had the correct diagnosis code, while researchNugraha et al., (2021)recorded an inaccuracy rate of
61.4%. Research at Patria IKKT Hospital byAngela Marsiana Siki et al., (2023)even reported the
accuracy of labor diagnosis codes was only 22.33%. Other studies also emphasize the importance of
staff accuracy and the use of standard medical terminology in supporting coding accuracy.(Eni Nur
Rahmawati, 2024)Against this backdrop, a clear gap exists between the ICD-10 coding standards and
field practice. Therefore, this study aims to analyze the completeness and accuracy of the coding of
labor diagnoses at the Bataraguru Community Health Center and provide recommendations for
improvements that can enhance the quality of medical records management at primary healthcare
facilities.

METHOD

This study used a quantitative descriptive approach to describe the level of completeness and
accuracy of labor diagnosis coding. The data used were primary and secondary. Primary data were
obtained directly from observations of labor medical records, while secondary data were obtained
through literature review, official ICD-10 coding guidelines, and supporting documents available at
community health centers. Using this method, researchers were able to objectively assess diagnosis
coding practices carried out by medical records staff.

The study population consisted of all medical records of childbirth patients registered at the
Bataraguru Community Health Center. The sample was determined using total sampling, meaning the
entire population meeting the inclusion criteria was included as the study sample. Inclusion criteria
included medical records of childbirth patients with a clear diagnosis, complete medical records, and
availability during the study period. The total sample used in this study was 28 medical records of
childbirth, representing the eligible population.

This research was conducted at the Bataraguru Community Health Center in Baubau City
from April to June 2025. The location was selected because this community health center is a primary
healthcare facility serving the community with a relatively high monthly birth rate. Furthermore,
preliminary studies identified issues with the completeness and accuracy of diagnosis coding, making
this location a representative location for further analysis.

Data collection was conducted using document observation using a checklist compiled based
on ICD-10 guidelines. Observations were conducted to assess the completeness of diagnosis entries
and the accuracy of codes selected by medical records staff. The research instrument was an
assessment form containing variables such as completeness of diagnosis, accuracy of coding, and code
compliance with ICD-10 standards. To strengthen the data, researchers also reviewed official
guidelines and regulations related to medical records as additional sources.

The collected data were analyzed using quantitative descriptive analysis techniques, using
frequency distribution and percentages. This analysis was used to describe the level of completeness
of diagnoses and the accuracy of coding recorded in the delivery medical records. The results were
then presented in a distribution table and explained narratively to provide a comprehensive overview
of the actual condition of delivery diagnosis coding at the Bataraguru Community Health Center. This
method is expected to yield valid and useful conclusions as recommendations for improving the
quality of medical records.
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RESULTS & DISCUSSION

This study aimed to analyze the completeness and accuracy of labor diagnosis coding at the
Bataraguru Community Health Center. The results showed that, in general, most labor medical records
were completed correctly, although some were incomplete. The data in Table 1 shows that of the 28
documents analyzed, 23 (82.14%) were complete and 5 (17.86%) were incomplete.

Table 1.Number of completeness and incompleteness of labor diagnosis coding

No Category Frequency (F) Presentation
1  Complete 23 82.14%
2 Incomplete 5 7.14%
Total 28 100%

Source: Primary Data, 2025

The high level of completeness indicates that most medical records officers understand the
importance of recording diagnoses as the basis for medical, legal, and administrative information.
However, the 17.86% incomplete documentation indicates weaknesses, particularly in recording
additional diagnoses or subdiagnoses, which are often overlooked. This aligns with the opinion of Yeni
Tri et al., (2024)that factors of accuracy, workload, and time availability influence the completeness of
medical records. According toSalwa & Herlinda (2023), incomplete documents also impact the quality
of health services because data that is not detailed enough can lead to clinical and administrative

misinterpretations.

To find out the form of incompleteness in more detail, Table 2 shows the distribution of cases
of incomplete delivery diagnosis found at the Bataraguru Community Health Center.

Table 2.Incomplete delivery diagnosis codes at Bataraguru Health Center

Diagnosis Incomplete Code Complete Code
Normal Delivery Without O80 - Single delivery, spontaneous, without ~ O80 - Single delivery, spontaneous,
Complications specified complications without specified complications

737.0 - Single birth, live birth
Z3A.39 - 39 weeks gestation

Childbirth with Episiotomy

070.0 - First degree perineal tear during
delivery

070.0 - First degree perineal tear during
delivery

737.0 - Single birth, live birth
Z3A.40 - 40 weeks gestation
739.0 - Immediate postpartum care

Labor  with
Second Stage

Prolonged

063.0 - Second stage prolonged C

063.0 - Prolonged second stage

080 - Single delivery, spontaneous,
without specified complications

070.1 - Second-degree perineal tear during
delivery

737.0 - Single birth, live birth
Z3A.38 - 38 weeks gestation
739.0 - Immediate postpartum care

Childbirth with Gestational
Hypertension

014.9 - Unspecified gestational hypertension
080 - Single delivery, spontaneous, without
specified complications

0149 -  Unspecified  gestational
hypertension
080 - Single delivery, spontaneous,

without specified complications
737.0 - Single birth, live birth
Z3A.37 - 37 weeks gestation
739.0 - Immediate postpartum care

o016 -
pregnancy

Unspecified hypertension in

Delivery with  Vacuum
Extractor Procedure

081 - Delivery by vacuum extraction

081 - Delivery by vacuum extraction
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Diagnosis Incomplete Code Complete Code

737.0 - Single birth, live birth
Z3A.41 - 41 weeks gestation
739.0 - Immediate postpartum care

071.8 - Other specified obstetric trauma

Source: Primary Data, 2025

These incompletenesses include diagnoses without additional codes, the use of overly general
diagnoses, and blank fields that should be filled in.Banoet et al., (2023), incomplete medical records
will reduce the accuracy of epidemiological data and potentially hinder BPJS financing
claims.Darmawan, (2019)also emphasized that the completeness of medical records is the main
indicator of the quality of health services, so improvements to this aspect must be carried out
continuously.

In addition to completeness, this study also assessed the accuracy of the coding of labor
diagnoses. The analysis in Table 3 shows that of the 28 documents studied, 17 (60.71%) were coded
correctly, while 11 (39.29%) were inaccurate.

Table 3.Number of accuracy and inaccuracy of diagnosis coding

No Category Frequency (F) Presentation
1  Appropriate 17 60.71%
2 Not exactly 11 7.14%
Total 28 39.28%

Source: Primary Data, 2025

This figure shows that although most diagnosis codes conform to ICD-10 guidelines, 39.29%
of documents are still incorrect. Coding errors generally occur due to the use of overly general codes
or the failure to include appropriate subcategories.Oashttamadea SM, (2019)found that only 58% of
obstetric diagnosis coding at Kardinah Regional Hospital was correct, whileNugraha et al.,
(2021)reported an inaccuracy rate of 61.4% in similar cases. This indicates that coding accuracy is a
classic problem that persists in various healthcare facilities.

To clarify the form of inaccuracy, Table 4 presents examples of coding errors found in this

study.
Table 4.Accuracy and inaccuracy of labor diagnosis coding
Diagnosis Incorrect Code Exact Code

Classification of placenta 034 034.9
Active phase I 063.2 063.0
APB 046.8 046.9
FD 068.0 068.9
D.ellvery .by cesarean section due to cephalopelvic 082 082.0
disproportion

Twin delivery, live birth 080 084.0
Premature delivery at 32 weeks of gestation 080 060.1
Delivery with postpartum hemorrhage 072.9 072.1
Labor with premature rupture of membranes (PROM) 075.9 042.0
Delivery with breech presentation 080 083.0
Labor with retained placenta 080 073.0

Source: Primary Data, 2025

These errors indicate that medical records officers often use only the main code without
specifying the subcode details, or choose codes that do not conform to correct medical terminology.
This is consistent with research.Angela Marsiana Siki et al., (2023)which found that the accuracy of
the delivery diagnosis code was only 22.33% at Patria IKKT Hospital, with the main cause being the
lack of understanding of the officers regarding the ICD-10 guidelines.Asadi et al., (2022)also
emphasized that the coding of diagnoses must meet the aspects of reliability, validity, and
completeness, so that any errors in coding can reduce the quality of the medical record data as a
whole.

Overall, this study successfully answered the objectives formulated in the introduction,
namely to assess the completeness and accuracy of the coding of labor diagnoses at the Bataraguru
Community Health Center. The relatively high level of completeness (82.14%) is a positive
achievement, but the inaccuracy rate, which still reached 39.29%, indicates a serious problem that
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must be addressed immediately. The impact of this inaccuracy is not only administrative but also
legal, health financing, and the accuracy of epidemiological data that forms the basis for policy
formulation.(Minister of Health Regulation No. 269 of 2008;Eni Nur Rahmawati, 2024)Therefore, a
strategy is needed to improve the competence of medical records officers through intensive training,
the implementation of an internal monitoring system, and the consistent use of ICD-10 guidelines to
continuously improve the quality of diagnosis coding.

CONCLUSION

This study aims to analyze the level of completeness and accuracy of the coding of labor
diagnoses at the Bataraguru Community Health Center. The results showed that most labor medical
records were completed completely, namely 23 of 28 documents (82.14%), while 5 documents
(17.86%) were still found to be incomplete. In terms of coding accuracy, 17 documents (60.71%) were
coded according to ICD-10 standards, while 11 documents (39.29%) were still incorrect. Frequent
errors found included the use of general codes without subcategories, errors in code selection, and lack
of detailed recording. These findings confirm that although the level of completeness is considered
good, serious challenges remain in the accuracy aspect that can impact financing claims, health data
validity, and service quality. Thus, this study answers the objectives formulated in the introduction,
namely to describe the actual condition of the completeness and accuracy of labor diagnosis coding at
the Bataraguru Community Health Center.

This study has several limitations that should be considered. First, the sample size was limited
to only 28 delivery medical records within the study period, so the results cannot be broadly
generalized. Second, the study only assessed documents from one community health center
(Puskesmas), so it may not reflect conditions in other primary health care facilities. Third, this study
did not examine causal factors in depth, such as the education, training, or experience of medical
records staff, which may influence the accuracy of diagnosis coding. These limitations are expected to
inform future research involving more locations, larger sample sizes, and more comprehensive causal
factor analyses.
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