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ABSTRACT

Thisarticlereviews contemporary and effecti ve techniques of managing health
information in Nigeria’sHealth Institutions. Theaimisto combinetheinsights
of how contemporary and effective techniques bridge different aspects of
health records management in Nigeria. The paper objectively identifies|egal
requirements of health information system and health records’ life cycle and
their influence on health records management techniques in Nigeria. This
presentation discusses health records management, legal requirements of
health information, and health records management methods. Health records
life cycle, health records management techniques and health records
management practitioners were brought to the bear. Also the usefulness of
health records management to the society and the challenges facing health
records management techniques were identified. Hence, it is recommended
that medical and health professionals should ensure the right attitude and
perception towards health records management practices to facilitate
national health care development.
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INTRODUCTION

Theprovision of quality hedth careservicesintheheathingtitution requiresaccurate
and adequate health record management as documentary evidence of the careand
treatment which the patient received in the hospital. Patient recordsareclear, concise
and accurate history of apatient’slifeand illness, written from the medical point of
view. They arethe collection of recorded facts concerning aparticul ar patient, hisor
her illnessand the events occurring in the course of professional carefor the purpose
of providing thebest medica careto the patient, for teaching, research, study appraisal
of medical practiceand legd requirements (Benjamin, 2001). Osundina(2014) opines
that hedlth records contain history of illness, medicd investigationsand tests, resultsof
examinations, diagnosisand treatment. Health record hel psin the planning process
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through availability of health data, which servesasarecord of responseto patient’s
health conditionsand asaguideto future therapy. Hence records shoul d be managed
to servethe purposefor which they were created.

Popoola (2008) describes records management as the area of general
administrative management, concerned with achieving economy and efficiency inthe
creation, mai ntenance, use, and disposition of records, during their entirelifecycle. It
istheapplication of the systematic and scientific control over recorded information
that isrequiredin theoperationsof an organization’sbusiness. Such control isexercised
over the creation, distribution, utilization, retention, storage, retrieval, protection,
preservation andfinal disposa of all typesof recordswithinan organization.

The healthcare provider makesan entry into the medical recordswith the actual
occurrenceof theevent. Theability to maintain accurate and timely record iscritical
for theddlivery of quaity patient care. Omole (2015) submitsthat for any patients
records management techniqueto be efficientinany hedlthingtitution, theremust bea
health records department with adequate space, equipment and trained personnel.
Accurate and complete health records must bewritten for all patientsand therecords
must contain identification, demographic and clinica datato justify thediagnosisand
warrant thetreatment given. Also al entriesmust be signed by responsible personand
hedlth recordsmust befiled, organized, and stored in an accessible manner, inasecured
placeinthehedlthingtitution.

Health RecordsM anagement

Health record beginsat birth and endsat death. Itisacollection of information from
multiple sourceswith avariety of uses. It includesdatafrom theindividual patient
record aswell asaggregate data.on patient popul ation, such asclinica and non-clinica,
epidemiological data, demographic data, research data, reference data, and coded
data(Osundina, 2014). Itisaclear, concise and accurate history of apatient’slifeand
illness, written from medical point of view. It includessignificant characteristicsof a
patient and the events, occurring in the course of professional carefor the purpose of
providing the best medical careto the patient, teaching, research, and medical care
evaluation studies (Osundina, 2012). For apatient record to be completed, it must
contain sufficient information writtenin sequence of eventsto justify thediagnosisand
warrant thetreatment and theresult.

Thequdity of hedlth care servicesin any society dependson proper management
of health records. Hence, efficient, effective, and result oriented hedlth careddivery is
dependent on agood health records management practice, storage and preservation.
Therefore hedlth recordsmanagersmust ensuretheavailability of high quality dataand
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information to support effective patient careinthe health careindustry (Perry, 2015).
Hedth recordsmanagement practiceisthelifeblood of thehedlth caredelivery system,
the patient’srecord in manual or automated form containsmedical information that
describesall aspectsof patient care. Itisan essential tool in running the day-to-day
health servicesrendered to patient inthe hospital (Huffman, 2011). Therefore, Hedlth
Records Management involvesthe use of professional and technical skillsto creste,
use, store, maintain and rel ease patient recordsfor administrative, clinical research,
legd purpose, and decision making.

L egal Requirementsof Health Recordsand I nformation

Russdl| (2011) describeslawsasthe statement or body of rulesand regulationsdesigned
or formul ated to guide human conduct or action which are enforced among members
of agiven state or society. Itisastatement of rulesand regulationsthat isto guide
general conduct of thesociety. They arerulesthat society adoptsto governitself. Law
isthe primary source of many legal rulesand principlesand wasbased initially on
tradition and custom. Huffman (2011) assertsthat hospitalsmust maintain avariety of
records. Thepublic healthlaw in every state or country requiresof thosewho own or
operate hospital sto make records of the statistical particularsrelative to patients
available, and thelikearerequired for vital statisticsand to alert proper authorities.
Thelaw (that is, the public hedlthlaw) setsforth minimum legal requirement relaing to
apatient records management practice and these are:

0] There shall be ahealth records department with adequate space, equipment
and qualified personnd toinclude at |east oneregistered heal th records officer
or apersonwith equivalent training and experiencein ahospital of onehundred
bedsor over.

(i) A healthrecord shal be started for each patient at the time of admissionwith
completeidentification dataand anurse’ snotation of condition onadmission.
To this shall be added immediately an admission note and orders by the
attending or aresident physician. A complete history and physica examination
shall berecorded by the physi cian within twenty- four hoursof admissionand
alwaysbefore surgery, except in casesof unusua emergency.

@iy All hedlthrecordsshall include proper identification data; theclinical records
shall be prepared accurately and completed promptly by physiciansand should
include sufficient information tojustify thediagnosi sand warrant thetrestment;
doctors orders, nurses notesand chartsshall bekept current in an acceptable
manner; al entriesshall be signed by the person responsiblefor them.
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(v)  Hedthrecordsshal befiledin anaccess blemanner inthe hospital and shall
be kept for aminimum of twenty —fiveyearsafter thedischarge of the patient,
except that original health records may be destroyed sooner, if they are
microfilmed, computerized or digitized by aprocess approved by the Federal
Ministry of Hedlth.

Thereforeall health institutions must conform to the minimum legal requirement of
patient records management practices. In accordance with the state regulation or
statutes, having known that health records are used to indi cate statistical ly the extent
and quality of carebeing given in hospital and theinformation containinthem, isof
great importancein patient care, medical research andinresolving legal issuesraised
insuitsconcerning the patient’streatment inthe hospital.

M ethods of Managing Health Recor ds

Dataand information arethelife blood of the health caredelivery system, and vital to
the decision making process surrounding patient’ scareand hospitd activity (Osunding,
2014). Hedlth recordsmanagersareinvol ved in managing dataand information shared
by userswith different needs and definitionswhich must be addressed in developing
hedth careinformeation system. Hedlth carefunctionsrevolveround collecting, andlyzing,
making decision, using dataand information and auditing for dataintegrity. Internal
usesof datainclude cresting amedica history, ensuring that the patient receives proper
care, communicating between providers, recommending procedures, generating billing
information, creating legal documentation, giving accreditation, licensing and
governmental agenciesinformation system, including identifying trendsarisingwith
surveillance and research (Austin and Boxer man, 2013). All thesefunctionscannot be
accomplished without ahealth recordsmanger that will properly manage patient heglth
records both manually and el ectronically, to servethevariousfunctions stated above.

Headl th records management techniqueimprovesthequality of health care by
ensuring that thebest information isavailableto make any health caredecision. Italso
manages hedlth caredataand informeation resources. It encompassesservicesin planning,
collecting, monitoring, analyzing and disseminating, individual patient and clinical data
(Russ, 2011). Theseservicesguarantee an evidence-based qudity hedthcare AHIMA
(2013) reveal sthat e ectronic record management must conform to national standard,
be capable of exchanging information with multiple sources, and exposethe health
record managersto boundless opportunities asthe profession transitsto anational
health management information system network.

Health record isacomplete compilation of scientific dataabout patient’slife
andillness, derived from many sources, coordinated into an orderly documentedfile,
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packaged by themedical record department and finally filed away for varioususes,
both personal and impersona (Omosanya, 2016). Patient records may be managed
manually or electronically (Olaniyan, 2015).

Manua Methodinvolvestheuseof paper, ink and paper product inthecresation,
storage, maintenance and use of patient records. The strategies used inthe manual
method includethe adoption of the basic health records management systemssuch as;
numbering system, tracing system, filing system, gppointment system, coding andindexing
system. These systemsare operational in ahealth records department with adequate
space, equipment and quaified personnel inthe health ingtitution, viavarioussections
of the department such as, registration, admission and discharge, coding and indexing,
statistics, and library sections. Information ismade avail able to the users manually
based on their needs and requests (M akata, 2015).

Electronic Method involvesthe application of computer system and other
electronic devicesinto the creation, maintenance and use of patient records. The
drategiesused in € ectronic hedthrecordsmethod includethe use of hardware, software,
human ware, procedures and storage devices. Application packages, such as
multipurpose hospita information system (MPHIS), Microsoft Word, Microsoft Excd,
Didrict Hedth Information Sysem—2 (DHIS-2), Statistical Packagefor Socid Sciences
(SPSS), Electronic Coding Procedures and Instructions (ECPI), including storage
deviceslikehard disc, CDROM, flash drive, network and internet servicesare adopted
for effective management of patient recordsand sharing of information with complete
accuracy (Oyeniran, 2013).

Health RecordsManagement LifeCycle

Therecordslifecyclemodd postulated by Schellenberg (1998) seesrecordspassing
through stlagesuntil they eventualy die, except for the chosen onesthat arereincarnated
asarchive. Thisissupported by Sheppard and Yeo (2003) that recordsare not static,
but hasalifesimilar to biologica organism. Therefore, health records management
techniquesinvolvethe stages of recordslife cyclewhichincluderecordscreation,
activerecords, semi activerecords, inactive records, final disposition, archiving and
destruction. Thisshowsthat recordsare born or created for aparticular purpose and
when the records are no longer needed by the organization after along period of
activeuse, they are placed in theinactiverecordsfor final dispostion.

Effective application of the records management life cycleiscritical to the
management of health recordsin the health facilities. Popoola (2000) assertsthat
recorded information hasalifesimilar tothat of abiological organisminthatitisborn
(creation phase), it lives, (maintenance and use phase), and it dies, (final disposition).
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He went further to state that as soon as health records are created in the hospital
during registration, consideration must be given to storagefacilities, retrieval tools,
filingand dassfication. Thereforeif the hospital management failsto act onthementioned
issuesthe growth of records can consume the available space in the hospital, and
causeinefficiency and poor management of health records. The stagesin life span of
patient records as explained by Popoola (2000) are; creation, maintenance, use,
evaluation, active, semi-active and inactive categorization of records after proper
evaluation of the patient records.

@

()

©

(d)

Creation of Patient Records: Patient records creation starts with the
documentation and regigtration of patient inthe healthinformation management
department of thehedthingtitution. Thiswill befollowed by entering of clinical
information such as; patient’s complains, diagnosis, reports of medical
investigationsand treatment rendered into therecord. At the registration point
aunique hospital number would be assigned to the patient record to facilitate
distinct identification of therecord.

Maintenance of Patient Records: Records maintenance phaseinvolves
storagefacilities, retrieval tools, filing and classfication. Thisisapplicableto
patient records management practices which consist of the provision of
appropriateinfrastructure, the establishment of mechanismsand procedures,
for collecting and analysis health data, to provide needed information to be
used asmanagement tool for informed decision making. Effective maintenance
of patient recordsrequiresthe adoption of appropriatefiling system, numbering
system, appointment system, tracing system, storage system, coding and
indexing systems. The application of these systemsfacilitateseffective health
information servicesfor quality hedth careddivery.

Health Record’'sUse: Health records use beginswith aninitiation stage,
during which theinformation user first becomes aware of the need to gather
information from the existing records, by recognizing theinitial need for
information, and attempt to facilitate effective use of the recordsthrough
systematic organization pattern of the health records based upon his/ her
needs. Coding andindexing systemsarethetoolsthat facilitate health records
use.

Evaluation of Patient Records. Evauationisaprocessof determining the
vaueof recordsfor further use, and thelength of timefor whichthat vauewill
continue. Evaluation must be done based on the existing policy, which will
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gtipul ate how long records should be kept intheir original form and what to be
doneafter the expiration of the stipul ated period. Record’s content, record’s
value, record’ sform, referenceval ue, research value, operating value, fisca
vaue, legd vaue, and archiva vaueof therecordsmust be considered during
theeval uation process. Eval uation hel psinthe categorization of patient records
into active, semi-activeand inactiverecords.

Active Patient Records. Active patient records are records needed to
perform current operations (such asdirect patient care and treatment) they
are subject to frequent use and usually located near the user, and may be
managed in acentralized or decentralized hedth recordslibrary.

Semi-active Patient Records. Semi-active phase occurs, when the patients
have been discharged home and only need to visit the hospital on appointment
or a will. Recordsof discharged patientsare processed inthe hedthinformation
management department and stored in the health records' library. These
categoriesof recordsare occasionally retrieved for patient careand research
purposes.

| nactive Patient Records: Aninactiverecord isarecord that isno longer
needed to conduct current business but isbeing preserved until it meetsthe
end of itsretention period as stipulated intheenabling policy. Inactive patient
recordsarethoserecordsthat are dormant on the shelves, which their owners
or the patients have cease coming to the hospital, over agiven period of time
and records of dead patientsthat are kept inthe health recordslibrary. These
categoriesof recordsare madeto residein the secondary storage areaof the
library in order to create spacefor activerecords on the shelves, because of
their reference val ue during medical research and trend analyses of diseases
over aperiod of time (Popoola, 2000).

Thereforethegoal of patient recordsmanagement techniquesareto support the process
of decision making to improve patient care outcomes, improve health care
documentation, improve patient safety, treatment and services, improve performance
in patient care management.

Health Records M anagement Techniques

Effective maintenance of patient recordsrequiresthe adoption varioushealth records
management techniqueswhich are currently inusein most of the Nigerian health care
institutionsin the present time. Theseare: Numbering system, filing system, tracing
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system, appointment system, coding and indexing systems. The application of these
systemsenhancesaccessibility to patient recordsfor an efficient health caredelivery
services(Omole, 2016).

() Numbering System

Popoola (2000) opinesthat at the registration point aunique hospital number would
be assigned to the patient record to facilitate distinct identification of the record.
Identification of anindividua patient admitted into the hospita isvery essentidl andthe
only way thiscould bedoneisby all ocating number to the patient records. Numbering
systemisbasicdly anidentifying factor that isused tolabel therecord and facilitateits
being filed in asystematic manner for easy retention and retrieval. Therearethree
typesof numbering system that are currently used in health carefacilities. Theseare;
serid numbering system, unit numbering system and seria unit numbering system.

Seria Numbering Systemisamethod of numbering health recordsinwhich
the patient receivesanew number each timehe/sheisadmitted to or visited the hospital
for treetment. If he/sheisregistered or admitted fivetimeshe/sheacquiresfivedifferent
admissionnumbers. Serid Unit Numbering Systemisasynthesisof the serial and unit
numbering system athough each timethe patient isregistered, hereceivesanew number,
and hispreviousrecordsare continually brought forward and filed under the latest
issued number. Unit Numbering Systemisasysteminwhich onenumber isassgned to
patient records. The patient retainsthat one number forever; regardless of the number
of timesthat the patient enters or leavesthe health care system that one number is
retained and enter on the master patient index to identify the patient records. Unlike
the serial numbering system, theunit numbering system providesasinglerecord which
isacompositeof al datagathered onagiven patient, weather asaninpatient, ambul atory
care or emergency patient.

Thepatientisassgned anumber on hisfirs admissonwhichisfor al subsegquent
admission and treatment. Hisentire health records arethusin onefolder under one
hospital number (six digit number) .i.e. Onenumber ! Onepatient!! Onefolder!!!. The
systemisthebest becauseit, present compl ete picture of patient medical history and
therapy at aglance, it eiminatesfragmentation and avoidsduplication of records. Itis
very economical to maintain and it enhances confidentiality of health information
(Osundina, 2014).

(i)  FilingSystem

Thisinvolvesthat arrangement of health recordsin aprescribed order ontheshevesin
asecured placeinthe health. Therearefour basic filing methods commonly used for
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health recordsand these are: (a) alphabetical filing, (b) straight numerical filing, (¢)
termind digit, and (d) middledigit filing.

Alphabetical Filinginvolvesfilling medical recordsaccording to the use of
namesinan aphabetica order placing surnamefirst, middle nameand other names, in
case of more persons bearing the same name; the cardsare arranged according to
date of birth or date of registration. e.g. Master NameIndex (which contains patient
nameindex cards). Straight Numerica Filing refersto thefilling of recordsin exact
chronological order according to the hospital numbersin straight numerical formsuch
as784922, 784923, 784924 (e.g. diagnosticindex cardsand health recordslibrary).
Thissystemiseasy to understand and it facilitates direct accessto health information.
Termind Digit Filinginvolvesfilinginrespect of thetermind digit. Itisdoneasfollows:
Having divided thefiling areainto primary sections of 100 numbered 00 to 99 then.
Theprimary section arefurther subdivided into 100 secondary sections, usudly asix
digit number isused and divided into three parts. Each part normally containstwo
digitsnamdly:

50 93 26
Tertiary Secondary Primary
Filing and pulling operationsare carried out inthefollowingways:
a L ocate primary section appropriateto terminal/primary digit—26
b. Within primary: subsection 93 appropriateto secondary digit 93 islocated
C. Thecasenoteisfilledin order of thetertiary number 50in thissubsection (i.e.

93) case notes in the subsection are 01-93-26. 02-93-26, 04-93-26

ceereeenennn...50-93-26

MiddleDigit Filinginvolvesfiling according to pairsof digit likethat of termina
digitfilling. However the primary secondary andtertiary digitsareindifferent positions.
Themiddlepair of digitinsx digit numbersistheprimary digit. Thedigitsontheleftare
thesecondary digit andthedigitsontheright aretertiary digits, such as.

55 02 76

Secondary Primary Tertiary
Fillingisdoneas: 55-02-76, 55-02-77, and 55-02-78 and so on.

According to Omole (2008), the straight numerical filing isthe most popular
filing systemin Nigeriabecauseit guaranteesdirect accessto health information for
effectivesarviceddivery.

(i) Tracing System

Thisisaprocessof devisingamedium for tracking the movement of health recordsin
order to provide control over all thefilling systems. Thereal test of efficiency of a
medical recordslibrary isthe promptnesswith which request for medical recordsare
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met. An efficient tracer system by stand should be ableto | ocate the where about of
patient recordswhich arenot inthemedica recordslibrary. A tracer card/form/register,
record thenameof primary borrowersa so showsthe current location of the document.
Therearedifferent methods of maintaining atracer system such as.
€) Library method, whichisplaced at the back of each book/record.
(b) Individua tracer method whichisusedin medical recordslibrary.
(© Multipurposetracer method, whichisaregister type.

Consdering itsefficiency and economy, individua tracer method remainsthe
best method of tracking health recordsin order to prevent them from theft or loss
(Omosanya, 2016).

(iv)  Appointment System

Thisisan arrangement between two or more personsto meet at aparticular venue, at
aparticular time, for aparticular purpose. To prepare patient recordsfor clinic at the
consultant outpatient clinics, acopy of the appointment list must have been sent to the
hedlth recordslibrary and theclinic beforetheclinic day (by the hedlth records officer
incharge) tofacilitateretrieval of casefolders, including their transmissiontoclinics
beforetheclinicday. Onarriva of thepatients, they arejust directed to their respective
clinicsto seetheir consultant, have known that their recordsare already there. This
procedureisotherwise called clinic preparation method becauseit facilitates quick
and easy accessto patient recordsand quality servicedelivery (Austin & Boxerman,
2013).

(v) Coding and Indexing Systems

Thesesysemsinvolvethe processof assgning numeric or d phanumeric representations
to clinical documentation (i.e. specific diseases, diagnoses and or procedures) as
dtipulated inthe gppropriate classification system such asinternationd classfication of
diseases, volume 10 (ICD-10). Andindexing isthe process of preparing acatalogue
which denotes the various processes involved in the preparation of entries and
maintenance of acatalogue. Coding and indexing are processes of grouping which
involve putting together like entities and separating unlike entities by assigning a
classification mark to an item through which theitem may be easily identified and
located for use when the need arises (Omole, 2016). The systemsinvolveassigning
code numbers to disease condition and operation procedures using international
classification of disease and operation. The code numbersare assigned accordingto
established protocol asstated inthe classification scheme. Code numbers patient profile
and diagnosi s/operation procedures are then recorded on theindex cardswhich are
catalogue of cardsarranged according to the classification numbersin coding and
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indexing section. Thissystem facilitatesretrieval of group of recordsof aparticular
diseasefor research purpose (Makata, 2015).

Thereforethe adoption of these contemporary hedlth information management
techniquesisthebackbonesof quaity health careddlivery system. Itisworthy of note
that these systems can be applied both manually and electronically for effective
management of hedlth recordsinthe hedthingtitution.

Health Recor dsM anagement Practitioners

Health recordsmanger isaspecialist or practitioner, saddled with theresponsibility of
providing accurate documentation and registration of patient health information, and
up-to-date hedlth satistical information, on hospitd activitiesanayss, both on curative
and preventive heal th services, ether asin-patient and out-patient, through the process
of gathering and collection of patient information and its manipul ation for meaningful
decisonmaking (AHIMA, 2014).

Health records managersare responsi ble for maintai ning componentsof health
information system, consistent with themedical, legal, accreditation and regul atory
requirementsof the health care delivery system. Health records managersmaintain,
collect, and analyze datathat are crucia tothedelivery of quality patient care. They
compileand report health eventsfor surveillance, facility planning, marketing and
research. Also they abstract and code clinical data, using appropriate classification
scheme, and analyze health records, according to standard (Omole, 2013).

However, ahealth records officer/manager must have completed aBachelors
or Master degreein healthinformation management or health records administration
and biogtatisticsfrom arecognized university, and possessed aprofessional registration
licenseissued by, thehealth records officersregistration board of Nigeriafor digibility
to practicethe profession of health recordsmanagement in Nigeria(Gazette, 1989).

Usefulness of patient recordsmanagement to the society

Osundina(2012) opinesthat awritten record must be maintained on every person
who hasbeen admitted to the hospita asanin-patient, an out-patient, or asan emergency
patient. Patient record documentsthe hospital experienceof the patient withthemain
objectiveof providing ameansof communication between the physician and other
professiona scontributing to the patient’scare. It servesasabasisfor planning individud
patient’scareand furni shesdocumentary evidence of the course of the patient’sillness
and trestment during each hospital admission. Bowen (2015) positsthat patient records
serveasabasisfor analysisstudy and evaluation of thequality of carerendered to the
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patient, assist in protecting thelegal interest of the patient, hospital, physician and
health workers. It also providesclinical datathat are used in research and education
for the purpose of extending frontiersof medical knowledgefor animproved quality
patient care. Akanji (2014) asserts that the physiological and demographic data
contained in health record such as; name, address, sex, age, marita status, occupation,
placeof origin, denomination, next of kin, hospital number, and telephone number and
so on, help to distinguish the patient records of one patient from another to avoid
confusion. Thesedataare also used in tracing patientsfor caseinvestigation during
diseasesurveillanceactivities.

Hedlthrecordisuseful for teaching, or giving instructionsto medica students,
nurses, and other professonals. Itisuseful in seeking out etiological factorsinadisease,
compare progressand result of different formsof treatment for patient with similar
diseases (Fatiregun, 2014). Quality of patient careisassured, asthe patient records
provide continuity of patients' care on subsequent admission, eval uation of medical
carerendered to the patient, and provision of clinical and health Satistical datafor the
planning of health caredelivery services, and development of health policies, which
have positiveimpact on the health status of the society. Emerging ethical and legal
issuesareresolved ashedlth records serve aswitnessin court for hospital, itsstaff and
thepatient. Also, insurance clamsfor damagesresulting from accident aremade possible
through evidence provided by patient records (Osundina, 2014).

Challengesof Patient Recor ds M anagement Techniques

Adindu (2008) reiteratesthat well designed and managed patient records management
practicesgeneratereliable, relevant, accurate and understandabl e information, useful
to decision makersfor evidence based health careddivery services. Osundina(2014)
establishesthat weak, uncoordinated and the dearth of reliable dataand health records
management techniques can hamper the measurement of theimpact of health care
servicesonthe population, which may negatively affect thehealth status of the society.
Thereport of Abubakar (2014) which identifiesinadequate finance, shortage
of staff, shortage of modern equi pmentsand materia sinadequate coordination of data
flow, asmajor challenges militating against effective patient records management
practicesindicatesthe need for improvement in heal th records management techniques.
Popoola (2010) also submitsthat poor perception of health records management
practice, lack of improved hed th records planning and management practice, inadequate
killed manpower ininformation and communication technol ogies, and lack of mission
oriented |leadership with theright perception of health recordsasnational health care
resourceare someof thelimitationsof hea th records management practicesin Nigeria
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Theobservance of varioushed th records management techniqueswill jointly contribute
meaningfully to qudity health of care servicesin our hedthingtitutions. Health records
management technique by dl sandardsistheback bonesof hegth careddivery systems,
whichmust bewell organized to enable patients, enjoy valuefor their money andtime.
Theinformation contained in the health records, needsto be compiled, analyzed,
interpreted and disseminated in theright quantity at theright timefor effectivedecison
making and feedback for efficient allocation of resourcesfor quality hedth careddivery
Services.

CONCLUSIONAND RECOMMENDATIONS

Inthecourseof thisstudy, inferencesweredrawn from exigting literatureand postul ated
theoriesthat contemporary and effective health records management techniques
positively influence quality of health care services, asevident inthefinding obtained
from the literature and the work of Omole (2008) which reports that the quality,
efficiency, and effectivenessof health care servicesdependson agood hedlth records
management practices, for generation of accurate and reliable healthinformation for
action. Effectivenessof heathinformation system dependson theextent towhich hedth
records management techniques are taken seriously by health care professionasin
various health institutions so as to promote a sense of order because systematic
arrangement of hedthrecordsfacilitateseasy retrievd of hedthinformationfor improved
health care serviceddivery. Thereforegovernment at al levelsareadvised to give
maximum support and required encouragement to records management techniques so
asto ensureavailability of accurate health dataand information for action towards
ensuring quality health care servicein Nigeria. On the basis of the conclusion above,
thefollowing recommendationsare made:

I Government at all levels, should facilitate procurement and instal l ation of
appropriate information technology to enhance functional health records
management techniquesindl hedthfacilities

il. Government at all levelsviatheir respective human resources management
department should employ more health records managers, and ensureregular
training for capacity building on contemporary health records management
techniques

. Medica and hedlth professiona s should havetheright attitude and perception
towards hedth records management practicesto facilitate national hedth care
research

V. Government at al level should facilitate standardization of patient records
management facilitiesand ensure adequatefinancing of hedth datainfrastructure.
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