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Introduction
A medical record refers to a collection of data on a patient 

including but not limited to history, statement of the current 
problem, diagnosis, and treatment procedures [1]. Medical record 
completeness is one of the key indicators for the quality of healthcare 
delivery service [2]. The quality of the medical recording system 
can have a profound effect on the decision-making capabilities of 
the policy makers [3].

Globally, more than 50% of electronic medical record projects 
failed before reaching their target [4], whilst numerous health 
facilities have tried to implement with a very low success rate [5] 
Medical record keeping is an integral part of good professional 
practice in the delivery of quality health care. Irrespective of the 
form of the records (paper or electronic) keeping the clinical 
record of good quality helps for better communication among 
professionals and also for the continuity of the care [6].  Though 
there is great variability in the formats of the clinical notes among 
different health care professionals, hospitals, or countries [6], 
medical record-keeping must be seen as a learning tool with its 
importance [1].

Medical records should be able to be used as a reimbursement 
and legal tool something that is becoming increasingly crucial in 
the litigation of the today’s culture [7], that could be updated 
when necessary by the efforts of every professional (Physician, 
Nurses, Pharmacy, Physiotherapist, student, psychologists, and 
occupational therapists) [6]. Medical records are useful to assess 
the quality of the health care provision, investigation of incidents, 
patient complaints, and compensation [6,8].  It will also help 
to ensure that every health professionals will have the proper  

 
information, reduces the time loss through repetition of tests, 
and averts inappropriate diagnosis, and treatments. Additionally, 
medical record-keeping helps for; aiding to target on diagnostics 
and treatments without unnecessary repetition, improve time 
management, sharing of relevant information, aid in continuity of 
care, coordination of care, informed decision making, provision of 
informative evidence in a court of law, improving availability of data 
for risk assessment and cause analysis and audit capabilities [6].

The records of the patient could represent the formal records 
of the clinician formal record, which must be clear, accurate, legible, 
and scientifically written. That could include all relevant clinical 
findings, decisions made, agreed actions, the person making 
the actions and decisions, the information given to patients, any 
prescribed drugs, made investigations, treatments, and when and 
who made the recording [6,9-11]. One of the mechanisms to practice 
evidence-based decision making and facilitated communication 
among health professionals uniformly to a common type of 
information is through the upgrading of the medical documentation 
system [12]

However, stating that ‘good clinical record keeping facilitates 
decision making based on appropriately recorded information 
[6], ’is common parlance in eyes of policymakers’,  the level of 
complete medical documentation in Ethiopia was lower. Even 
though low, there was variability in medical record documentation 
practice in Ethiopia concerning time, place, and institutions [13]. 
The type of method applied was believed to have an impact on the 
completeness of medical record documentation in Ethiopia. The 
completeness was relatively higher in paper-based documentation 

WWW.biomedgrid.com
WWW.biomedgrid.com
http://dx.doi.org/10.34297/AJBSR.2020.10.001534


American Journal of Biomedical Science & Research

Am J Biomed Sci & Res                                     Copy@ Addisu Tadesse Sahile

376

[14]. Nowadays, besides improving the healthcare quality through 
availing appropriate information, the medical record has become 
part of the legal document for the protection of patient’s safety 
[2,15].

Conclusion
As to the observation of the author, complete medical record 

documentation is an unquestionable issue of the world population, 
as well as to Ethiopia. Multi-sectors with facilitation by the 
government must work rigorously on strengthening of the complete 
documentation system in Ethiopia. This could be the focus of future 
researchers in the area.
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