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ABSTRACT
Completeness of filling in the data on the patient’s
history form is important to support the accuracy of the
diagnosis code including in the case of injury and external
causes. The accuracy of the diagnosis code can affect the
quality of statistical data on diseases and health problems,
as well as the determination of payment for hospital
claims. This study aimed to analyze the correlation
between the completeness in filling in patient anamnesis
form and the accuracy of the external causes code. This
study was an observational study using a cross-sectional
design. Systemic random sampling was taken from 51
patients’ medical records. The results show that the
complete anamnesis taking is 35.3%, and the incomplete
is 64.7%. Whereas accurate coding is 78.4% and 21.6%
is inaccurate. analysis using the chi-square test showed
that there is a relationship between the completeness of
filling in the patient’s history form and the accuracy of the
diagnosis code of external causes, especially in the 4th
and 5th characters.
Keywords: completeness of anamnesis, the accuracy of
code, external causes

I.		 INTRODUCTION
Currently, injury cases are quite frequent
cases in Indonesian society, both motor vehicle
injuries or injuries caused by other factors, such
as falls, electric shocks and poisoning. Each
year the number of cases continues to grow.
Injury is a major public health problem in all
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countries and affects more than two thirds of
developing countries. Traffic accidents are the
leading cause of injury worldwide, ranking
9th in DALYs and are expected to rank 3rd in
2020; whereas in developing countries it ranks
2nd [16]. Likewise, data from the Indonesian
Ministry of Health’s Basic Health Research
(2018) in 2013 the proportion of injuries was
8.2% and increased to 9.2% in 2018. [7]
In handling cases of injuries inflicted on
patients, some important information is needed.
One of them is external causes information,
where external causes information is used to
precisely find the initial part of a symptom,
knowing where the patient was at that time,
and what the patient was doing during the
accident that caused the injury. External causes
information written by doctors or nurses as
medical personnel serving patients on anamnesis
form and physical examination. [1]
External causes information written on
anamnesis form and physical examination must
be complete. External cause information is
complete if it shows how the accident occurred,
the place of occurrence of the accident, and the
patient’s activities at the time of the accident that
caused the patient to be injured. With complete
external causes information, it will support the
completeness of coding in an injury case. In
coding the diagnosis for injury cases, coding of
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external causes must be followed to describe the
nature of the condition and the circumstances
that give rise to it.
External cause code, namely the code
used in classifying external causes of disease,
whether due to accidents, injuries, bleeding,
poisoning, or other causes. The external cause
code is divided into several subcategories. The
W00-Y34 category uses a fourth character
subdivision indicating the place. Then in
categories V01-Y34 use the fifth character which
indicates activity. However, in some hospitals
the classification and coding of external causes is
often forgotten, both in terms of the accuracy of
the external cause code and the implementation
of the external cause code.
Based on the results of research at Ortopedic
Hospital Prof. Dr. R. Soeharso Surakarta from
30 codes of external causes in the medical
record medical record of emergency patients in
accident cases which were taken randomly
93.3% inaccurate code is obtained (83.3%
inaccurate code on fourth and fifth characters;
3.3% inaccurate code on fourth character;
inaccurate code on fifth character is 6.7%) and
code accurate as much as 6.7%. The number
of inaccurate external causes code or code of
external causes with point 9 (unspecified) on
one of the fourth or fifth characters or both is
caused by the incomplete information provided
by the doctor. [11].
Based on the results of preliminary
observations at the RSU Bahagia Makassar, the
injury cases in the hospital were included in the
top ten diseases in 2018 and the first and second
quarters of 2019. In these observations, it was
also found that from 15 patient medical records
on anamnesis form and physical examination
(RM-3), all medical record did not include
external causes information, did not explain the
chronology of the incidence of injury to these
patients, so the coder filled in the external cause
code while some did not filled at all..
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II. METHODS AND EQUIPMENT
This type of research is analytic
observational with cross sectional approach.
This approach is intended to see the relationship
between the variables in completing anamnesis
taking form and the physical examination
patients with accurate diagnosis codes for
external causes of injury, especially codes on the
4th and 5th characters.
The population in this study were all
medical records of inpatients with injury and
poisoning in I and II quarter. Sampling was
done by purposive sampling by taking the
highest number of cases in May, amounting
to 51 medical records of inpatients that fit the
inclusion criteria. Collecting data with document
analysis method using checklist, observation and
interview format. The descriptive data analysis
technique used the Chi Square statistical test,
while the data presentation was tabulated and
narrated.
III. RESULTS
Before you begin to format your paper, first
write and save the content as a separate text file.
Complete all content and organizational editing
before formatting. Please note sections A-D
below for more information on proofreading,
spelling and grammar.
Keep your text and graphic files separate
until after the text has been formatted and styled.
Do not use hard tabs, and limit use of hard returns
to only one return at the end of a paragraph. Do
not add any kind of pagination anywhere in the
paper. Do not number text heads-the template
will do that for you. The research was carried
out at the RSU Bahagia Medical Records Unit
from July 10 to August 14, 2019. Samples were
taken randomly from the medical record medical
record of patients in surgical cases, especially
orthopedic surgery. The results are presented as
follows:
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Table 1. Distribution Of Complete History Form
And Patient’s Physical Examination
No

Category
Completeness

Sum

Percentage
(%)

1

Complete

18

35.3

2

Incomplete

33

64.7

51

100

Total

IV. DISCUSSION

Table 1 shows that the completeness of
filling the patient’s anamenesis form by category
18 medical record (35.3%) were complete and
33 medical record (64.7%) incomplete.
Table 2. Distribution Of External Causes Code
No

Category
Completeness

Sum

Percentage
(%)

1

Accurate

40

78.4

2

Inaccurate

11

21.6

51

100

Total

Table 2 shows that the accuracy of the code
for external causes is accurate as many as 40
medical record (78.4%) and inaccurate as many
as 11 medical record (21.6%)
Table 3. Relation Of Completeness Of
Anamnesis Form And Physical Examination
With Accuracy Of External Cause Codes
Accurate

Inaccurate Total

f

%

F

%

11

21.6

7

13.7 18

35.3 0.026

Incomplete 29

56.9

4

7.8

33

64.7

Total

78.5

11

21.5 51

100

Complete

40

F

p value

%

Table 3 shows that the complete and accurate
anamnesis form and physical examination were
11 medical records (21.6%), 7 medical record
were complete and inaccurate forms (13.7%).
Meanwhile, 29 medical record (56.9%) were
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incomplete and accurate 4 (7.8%) incomplete
and inaccurate forms. Chi Square test results
obtained p value = 0.026 which means that
there is a relationship between completeness of
anamnesis form and physical examination of the
patient with coding of external causes.

A. Completeness of Anamnesis Form and the
Patient’s Physical Examination
The data in table 1 shows that 18
medical record (35.3%) and incomplete
were filled in the anamenesis form and
physical examination of patients (64.7%).
These figures indicate that many data on
external causes of injury are incomplete
on the anamnesis form and physical
examination.
The results of the observations
indicated that the incomplete data on
anamnesis and physical examination forms
related to the injury were not including the
place of occurrence and activities of the
patient at the time of the injury.
For example in medical record number
03-99-xx, the main diagnosis is a torn
wound on the right forearm. Anamnesis
form and physical examination stated that
the patient was injured as a result of being
hit by a drill. The resulting external causes
diagnosis code is W29. The code only
consists of three characteristics. While
complete and accurate code should be at
least four characters and an additional fifth
character. The coding officer cannot add the
fourth and fifth characters because the form
does not include the place of occurrence of
the incident when he was hit by injury and
activity using the drill is done for example
when the patient is working as a mason or
just repairing his own house.
Information about the place of
occurrence of the incident and this activity
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is needed to generate a diagnostic code,
especially those related to external causes.
As stated in the ICD-10 Volume 1 book,
there are instructions under the block which
lead to refer to the beginning of the chapter
for adding place of occurrence code and
activity code. If the information on the place
of occurrence of events and activities is
complete, then of course the code generated
will be accurate and complete.
From the results of interviews with
medical staff in the emergency room and
Surgical Treatment Room, other factors
that cause incomplete filling of place of
occurrence and place of occurrence data
are the external causes of injury medical
personnel are busy, so they don’t have much
time to dig up further information regarding
the place of occurrence and activities when
the incident took place.
There were also medical officers
who stated that they did not know if the
information on the place of occurrence and
activities should also be assessed in cases
of injury. They did not know that these data
were needed for disease coding. What they
understand is that only the main diagnosis
has to be coded. In addition, the reason
for not including place of occurrence and
activity data from external causes is that
there are no items in the form that instruct
to review data on place of occurrence and
activity of external causes.
The conditions above are the cause
of the incomplete filling of anamnesis
and physical examination forms. This
anamnesis form and physical examination
is used to collect basic data of patients who
come for treatment, which contains the
general condition and state of health of the
patient, examination results, vital signs and
provisional diagnosis. [5].
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Therefore completeness of filling out
medical record forms, especially on forms
related to patient diagnosis, anamnesis,
physical examinations and supporting
examinations are the main things because
they are closely related to accuracy in
determining disease codes and external
causes. Completeness of filling out medical
record documents is important because the
patient’s medical record serves as a legal
evidence, so the available medical records
must be complete. [3].
The incompleteness of filling in
external cause information in this study
has an impact on giving the 4th character
code which states the place of occurrence
of the incident and the 5th character
which states the activity when the injury
occurs. Research conducted at PKU
Muhammadiyah Hospital stated that one
of the factors causing the inconsistency
and inaccuracy of the external cause code
was due to material factors. Materiel is a
raw material that is useful for a continuous
production process and keeps the process
running properly. Where on the material
side there is a problem that the anamnesis
form has no information related to the
patient’s activity during the accident. [4].
Thus the completeness of data on
external causes on anamnesis and physical
examination form and physical examination
is very important to support the accuracy of
the external causes code.
B. Accuracy of External Causes Codes
Data table 2 shows that the
determination of the external causes code
is 78.4% accurate and 21.6% inaccurate.
This shows that the percentage of coding
accuracy is quite good. There are five
coding officers at the RSU Bahagia with
educational backgrounds all from D-3
Medical Records and Health Information.
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In carrying out the coding, the coder follows
the steps as specified in the ICD-10.
The results showed that the number of
incomplete forms was quite high but the
coding accuracy rate reached 78.4%. From
the results of observations and interviews, it
shows that in order to produce an accurate
code, the coders try their best to make the
code accurate.
For example in medical record number:
02-30-xx, with the main diagnosis of traffic
accident. The secondary diagnosis column
is not filled in. Anamnesis form and physical
examination include the patient riding
a motorbike and colliding with another
motorbike. The information on the medical
resume form is the same as anamnesis form
and the patient’s physical examination. In
order to code the diagnosis above, coder
looks for another form. The main diagnosis
code that is not clear about the type of
injury suffered by the patient is found on the
patient’s operation form, which states that
the patient has a 1/3 Distal Sinistra Tibia
Fracture and has had ORIF surgery.
Meanwhile, to find codes for external
causes, especially to complete the fourth
and fifth characters, coders find information
on the scene and activities on the nursing
assessment form. Although the coder had
found information regarding the main
diagnosis and external causes, the coder
did not immediately write the code into the
patient’s medical record. But communicate
first with the doctor in charge of the patient
to get certainty of the diagnosis and external
causes of the patient’s condition listed in
the patient’s medical record.
The above conditions illustrate that in
order to obtain an accurate code, a coder
in determining the code does not only rely
on the main diagnosis form, resume or
anamnesis and physical examination of the
198
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patient. But a coder is required to be able to
search for the information needed on other
form forms to produce accurate codes.
From the research results found
21.6% inaccurate code. The inaccuracy
of this code is because the coder did
not find any information regarding the
causes of external causes, especially the
fourth and fifth characters. Example in
the patient’s medical record number 0398-xx with the main diagnosis: Burns 2nd
degree to the neck. Anamnesis form and
physical examination of the patient do not
include the cause of the burn, its place of
occurrence and activity. On other forms, no
information is found regarding the external
cause conditions. With this condition,
finally Coder determined the code only up
to the third character.
Another reason that caused the code
to be inaccurate was that Coder failed
to confirm to the doctor in charge of the
incompleteness of the filling, this was
because there were some doctors who
were difficult to find because they were not
permanent doctors at the hospital. And if
the coder fails to confirm the diagnosis will
be coded only up to the third character. This
is what causes the code to be inaccurate.
The accuracy of the diagnostic code is
very important because an accurate code
will produce accurate information as well.
As it is known that the codes in the ICD-10
can be used to index disease records, input
to medical diagnosis reporting systems,
basic materials for DRGs grouping, national
and international morbidity and mortality
reporting, health financing analysis and
epidemiological and clinical research. [3]
Likewise, the code of external causes
must also be accurate. The external causes
code is intended to be used as an optional
supplemental code for identifying external
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causes, of a condition that is classified
from chapter XIX and can also be used as
optional additional code to a condition that
is classified in another chapter but has an
external cause. [15]
The above shows that if the main
diagnosis code must be accurate, then the
additional code such as the external causes
code is also accurate. It is also important to
note that the external causes code is used
in reporting Hospital Information System
which is the source of data from filling in the
Hospital Outpatient Morbidity Report (RL4a)
and the Morbidity State Data Report for
Hospital Outpatient Morbidity (RL4b). [8]
C. Relation of Completeness of History Form
and Physical Examination with Accuracy of
External Causes Codes (External Causes)
Based on the results of the Chi Square
test on the completeness of anamnesis form
and physical examination and the accuracy
of the external causes code, the value of p
= 0.026 was obtained. Because the p value
is 0.026 <0.05 then H0 is rejected, which
means that there is a relationship between
the completeness of anamnesis taking form
and physical examination and the accuracy
of the external causes code.
The results above show that anamnesis
and physical examination forms and
incomplete physical examinations are quite
high, namely 64.7% have an impact on the
accuracy of the external causes code. The
incomplete form became an obstacle for
Coder in the coding process. This obstacle
could be the cause of obstructing the
completion of tasks for the coders and could
reduce the quality of work of the coders
themselves. Although the incompleteness
of anamnesis and physical examination
form data is quite high, the accuracy of the
diagnosis code is also high. This was due
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to the coder’s maximum effort in finding
other information on other forms as well.
However, 21.6% of the forms were still
found incomplete. This is what causes the
inaccuracy of the external causes code, so
that the statistical test results above state
that if there is incomplete data on anamnesis
form and physical examination and physical
examination it will have an impact on the
accuracy of the coding.
The discovery of incomplete forms
shows that medical personnel who provide
services to patients still need to understand
and know the importance of filling in
complete patient medical records This is in
accordance with Permenkes Number 269/
MENKES / PER / III / 2008 concerning
Medical Records in article 3, which states
that the contents of medical records for
outpatients, inpatients and emergency care
include the results of anamnesis. Likewise,
article 2 states that medical records must
be made in writing, complete and clear or
electronically. [10].
Likewise, in determining the code,
a coder must always strive to produce an
accurate code so that the resulting data is
also accurate so that it can provide accurate
information as well.
V. CONCLUSION
Based on the results of the Chi Square test
on the completeness of anamnesis taking form
and physical examination and the accuracy of
the external causes code, the value of p = 0.026
is obtained. Because the p value is 0.026 <0.05
then H0 is rejected, which means that there is
a relationship between the completeness of
anamnesis form and physical examination and
the accuracy of the external causes code.
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