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ABSTRACT 
Background: The completeness of the anesthesia report is very important as an 
indicator of patient safety. However, the anesthesia report was still found to be 
incomplete. Comprehensive anesthesia report recording at pre-, intra-, and post-
anesthesia is required. This study aims to determine the description of documenting 
pre-anesthesia, intra-anesthesia, and post-anesthesia reports.  
Methods: This research method used descriptive research with a cross-sectional 
approach. The sample consisted of 249 surgical case anesthesia report forms taken 
using a convenience sampling technique. The research instrument uses a check list 
to assess the completeness of anesthesia report documentation. The collected data 
was analyzed using univariate analysis.    
Result: The results of this study showed that the majority of anesthesia reports were 
for elective surgery (69%), with general surgery as the dominant surgical category 
(31%). The majority of pre-anesthesia (71%), intra-anesthesia (98%), and post-
anesthesia report documentation (97%) were included in the complete category. 
However, in the pre-anesthesia report, there were deficiencies in the assessment of 
laboratory results such as hemoglobin, hematocrit, platelets, urinalysis, electrolytes, 
others, and a list of problems and diagnoses. Overall, 70% of anesthesia reports 
were filled out completely.      
Conclusion: The research conclusion is that the majority of pre, intra, and post 
anesthesia reports fall into the complete category. However, improvements are 
needed in the documentation of laboratory items. It is hoped that there will be regular 
socialization and monitoring to improve the quality of anesthesia report 
documentation. 
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INTRODUCTION 

An anesthesia report is a document that contains perioperative care information about 
anesthesia risks during induction and evaluation, informed consent, intraoperative care, and post-
anesthesia care (Sharma et al., 2021; Zemedkun et al., 2021). National standards for hospital 
accreditation (2017) emphasize the importance of anesthesia quality and safety programs, which 
involve monitoring and evaluating the implementation of anesthesia as well as recording 
anesthesia documents as an indicator of patient safety. However, in practice, incomplete 
anesthesia reports still occur. In clinical practice in several hospitals, it was found that pre-
anesthesia, several items such as blood type, Rhesus (Rh), Visual Analog Scale (VAS), and 
Glasgow Coma Scale (GCS) were not filled in completely; during intra-anesthesia, there was no 
filling of fluid balance monitoring (fluid intake and fluid coming out); and after anesthesia, there 
was no Visual Analog Scale (VAS) assessment. Apart from that, the problem found was that the 
number of anesthetists was not evenly distributed throughout the hospital. This was conveyed by 
the chairman of the Central Executive Board of the Indonesian Association of Anesthetists (DPP 
IPAI).  
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The survey was conducted in six sample provinces in Indonesia. There are 22,000 
anesthesia practitioners from 2,350 hospitals; the number is still very small, and the distribution 
is not evenly distributed throughout Indonesia (Putu, 2018). Globally, anesthesia reports are still 
found to be incomplete in several countries. Misganaw & Seyoum's (2022) study in Ethiopia found 
that the level of completeness of anesthesia records was still low, namely 63.88%. However, the 
results of a study conducted by Raju et al. (2020) in the United States found different results, 
namely that the overall average percentage of completeness of the mandatory disease reporting 
system was around 80%. Similar problems related to documenting anesthesia reports were also 
found in Indonesia. The results of a study conducted by Fitryasari et al. (2020) stated that the 
completeness of anesthesia record documents was recorded at 62%. In addition, not all patients 
recorded the time of start of induction or extubation, mallampati score, or type of intubation used.  

However, the results of a study conducted by Simanjuntak (2022) in Medan on ob-gyn 
surgery found that the completeness of the documents was 77% and the minority was incomplete 
by as much as 23%. Incomplete anesthesia documentation can lead to uncertainty in patient care, 
an increased risk of medical errors, and difficulty in identifying previous patient health information. 
Therefore, research on documenting anesthesia reports at the Mangusada Regional Hospital is 
considered important. This research can provide new insights and relevant information for 
hospitals and anesthesia teams and help improve the quality of documenting anesthesia reports 
so that they can guarantee the quality of anesthesia services provided. 

 
METHODS 

This study employed a descriptive research design conducted from January to November 
2022 at Mangusada General Hospital, Bali Province, aiming to describe the completeness of 
anesthesia report documentation. The study involved 249 anesthesia report forms from surgical 
cases, which were selected using a convenience sampling technique based on the availability of 
documents during the study period. This research utilized a documentation study approach, in 
which the researcher directly reviewed anesthesia report documents, checked their 
completeness, and recorded the findings. The completeness of the anesthesia reports was 
assessed by placing a check mark (√) on the observed documents. The data collection instrument 
used in this study was a checklist. A checklist is a tool that contains the names of subjects and 
other relevant identities being examined, providing objective control information (√) regarding the 
presence or absence of specific characteristics or factors (Hidayat, & Mohyi, 2020). 

The checklist used consisted of 161 statement items, including 58 indicators for pre-
anesthesia reports, 75 indicators for intra-anesthesia reports, and 28 indicators for post-
anesthesia reports. The instructions for completion were to mark (√) if an item was completely 
filled in, while items that were not fully completed were categorized as incomplete. The researcher 
assessed the checklist items for pre-anesthesia, intra-anesthesia, and post-anesthesia reports 
based on the categories of complete and incomplete. Data analysis was conducted using 
descriptive analysis by classifying each item into complete and incomplete categories. The results 
were then summarized and presented in the form of frequencies and percentages to provide a 
comprehensive overview of the completeness of anesthesia report documentation across the pre-
anesthesia, intra-anesthesia, and post-anesthesia phases. 

 
RESULTS 
Table 1. Distribution of Frequency and Percentage of Anesthesia Reports Based on 
Characteristics of Type of Surgery and Category of Surgery (n = 249). 

Characteristics of Reports of Surgery Frequency (f) Percentage (%) 

Type of Surgery   

Elective 171 69 

Cito 78 31 

Category of Surgery   

Pediatric Surgery 3 1 

Urology Surgery 19 8 

Digestive Surgery 12 5 

Ear, Nose, and Throat Surgery 13 5 
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Characteristics of Reports of Surgery Frequency (f) Percentage (%) 

Nerve Surgery 21 8 

Plastic Surgery 11 5 

General Surgery 77 31 

Eye Surgery 2 1 

Orthopedic Surgery 60 24 

Obsgyn Surgery 31 12 

Based on Table 1, it can be seen that of the 249 anesthesia reports, the majority were in 
the form of elective surgery, namely 171 anesthesia reports (69%), and the majority of anesthesia 
reports were in the surgical category, dominated by general surgery, around 77 (31%).  

 

Table 2. Proportion of Anesthesia Report Documentation Completeness at Mangusada Regional 
Hospital (n = 249). 

Type of Documentation Complete Incomplete 

f % f % 

Pre-Anesthesia 177 71% 72 29% 

Intra-Anesthesia 244 98% 5 2% 

Post-Anesthesia 241 97% 8 3% 

Overall Anesthesia Report 174 70% 75 30% 

Table 2 shows that the completeness of anesthesia report documentation at the Central 
Surgical Installation of Mangusada Regional Hospital varies across different phases. In pre-
anesthesia documentation, 177 reports (71%) were complete, while 72 reports (29%) were 
incomplete. Intra-anesthesia documentation demonstrated the highest level of completeness, 
with 244 reports (98%) completed and only 5 reports (2%) incomplete. Similarly, post-anesthesia 
documentation showed a high level of completeness, with 241 reports (97%) complete and 8 
reports (3%) incomplete. Overall, the completeness of anesthesia report documentation reached 
70% (174 reports), while 30% (75 reports) were still incomplete. These findings indicate that 
although intra- and post-anesthesia documentation are generally well completed, improvements 
are still needed, particularly in the pre-anesthesia phase and overall documentation consistency. 

 

DISCUSSION 
The findings of this study highlight important variations in the completeness of anesthesia 

report documentation across different phases of care at the Central Surgical Installation of 
Mangusada Regional Hospital. As presented in Table 2, intra-anesthesia and post-anesthesia 
documentation demonstrated high levels of completeness, whereas pre-anesthesia 
documentation showed comparatively lower completeness. Overall, although the majority of 
anesthesia reports were adequately completed, a considerable proportion remained incomplete. 
These results suggest that documentation practices are not yet fully consistent across all stages 
of anesthesia care, indicating the need for targeted improvements, particularly in the pre-
anesthesia phase to ensure comprehensive and standardized documentation. This complete 
pre-anesthesia documentation helps anesthesia administrators understand the patient's health 
condition before the anesthesia procedure, improve the quality of health services, and determine 
appropriate anesthesia management strategies. The results of this study are in line with previous 
studies, which showed that preoperative anesthesia records were also documented completely 
and precisely (Curtis et al., 2018; Olateju et al., 2015). Different results Previous research 
conducted by Elhalawani et al. (2013) found incompleteness in preanesthesia records. In this 
study, there were several indicators that were not filled in completely in the pre-anesthesia report 
documentation at the Mangusada Regional Hospital, including date of birth, blood type, height, 
temperature, pain scale, supporting examinations, hemoglobin, hematocrit, platelets, urinalysis, 
electrolytes, others, and a list of problems or diagnoses. This incompleteness mainly occurs in 
laboratory tests, which are influenced by patient characteristics and clinical considerations. This 
finding is in accordance with research by Misganaw and Seyoum (2022), which found that other 
pre-anesthesia indicators, such as other examination systems, diagnosis/problem lists, and 
laboratory examinations, were not recorded in a satisfactory manner. 
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The indicators for incomplete anesthesia reports are fraction-inspired oxygen and 
tourniquets. This research shows that the majority of intra-anesthesia report documentation is 
complete. This finding is supported by research by Bolhan et al. (2020), which states that 
intraoperative anesthesia records generally have complete documentation. The results of this 
study are also in line with previous research, which showed an increased level of completeness 

of intraoperative documents (Parwaiz et al., 2017). The completeness of intraoperative 

documents increases because the anesthetist ensures the completeness of documentation 
during the intra-anesthesia phase including monitoring vital signs, the use of medications, and 
other assistive devices used during surgery. However, this study also found indicators that were 
not completely filled during anesthesia duration monitoring, namely the tourniquet and fraction-
inspired oxygen. This shows that some anesthesia practitioners still neglect to record information 
regarding tourniquets and fraction-inspired oxygen, such as the pressure used or duration of use. 
The anesthesia provider's focus on other aspects during the anesthesia procedure, such as 
monitoring the patient's vital parameters and response to anesthesia, may result in less attention 
being paid to the tourniquet and fraction-inspired oxygen. 

Indicators of incomplete post-anesthesia report documentation are the observation date 
and observation time. This research shows that the majority of post-anesthesia report 
documentation is complete. These findings are in line with previous research showing an 
increase in the completeness of postoperative documents after intervention (Adam et al., 2025). 
Increased completeness of post-operative documentation after intervention because the 
anesthetist ensures complete documentation during the post-anesthesia care period to reduce 
the risk of errors and inaccuracies in medical procedures for patients. Factors such as the 
experience level of the anesthetist and the duration of the operation influence the completeness 
of the post-anesthesia report documentation (Wong et al., 2018). However, this study also found 
incomplete documentation of post-anesthesia reports, especially the last post-anesthesia 
observation, namely the date of observation and time of observation. This is in accordance with 
the Regulation of the Minister of Health of the Republic of Indonesia No. 
269/MENKES/PER/III/2008, which requires that every entry in the medical record be 
accompanied by the time and signature of the doctor or health worker providing direct services. 

This completeness in anesthesia documentation is also due to the majority of anesthesia 
reports being included in the elective surgery category, so that in elective surgery, the anesthetist 
has sufficient time to carry out a pre-anesthesia evaluation on the day before surgery and repeat 
it again on the day of surgery. 
 
CONCLUSION 

This study concludes that the majority of anesthesia reports were derived from elective 
surgical procedures, with general surgery being the most dominant category. This pattern 
indicates that most procedures were planned, allowing sufficient time for preoperative preparation 
and documentation. In terms of documentation completeness, intra-anesthesia and post-
anesthesia reports demonstrated a high level of completeness, reflecting strong compliance and 
the commitment of anesthesia providers to maintain patient safety during and after surgical 
procedures. However, pre-anesthesia documentation was comparatively less complete, 
contributing to inconsistencies in overall documentation quality. These findings suggest that 
although documentation practices are generally adequate, they are not yet fully standardized 
across all phases of care. Therefore, it is recommended that healthcare institutions strengthen 
supervision and regular evaluation of anesthesia documentation, particularly in the pre-
anesthesia phase, enhance continuous training and education for healthcare professionals, and 
implement standardized documentation systems such as structured checklists and routine audits. 
Furthermore, future research should explore the factors contributing to incomplete documentation 
and assess effective strategies to improve the quality and consistency of anesthesia reporting in 
clinical practice. 
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