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Introduction

Considerable attention has been focused on quality of
health care services. Clinical documentation is critical to health
care quality and cost (Russo et al., 2012).

Clinical documentation was defined as the process of
creating a text record that summarizes the interaction between
patients and healthcare providers occurring during clinical
encounters (Rosenbloom et al., 2011). Health care providers
generate clinical documents to determine the quality of care
provided to patients; to provide clinical data for clinical
research and quality-assessment programs (Rosenbloom et al.,
2010).

A medical record is a systematic documentation which
serves as the business record for a patient encounter for every
patient assessed or treated in a health care organization as an
inpatient, outpatient, or urgent care patient (WHO, 2002). It is
recommended that more efforts should be made by the
institutions/hospital managements, all clinicians and medical
record officers to improve the standard of maintenance and
preservation of medical records (Bali et al., 2011).

About the importance of Medical Records can be
summarized in six points

e to document the course of the patient's illness and
treatment.
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e to communicate between attending doctors and other
health care professionals providing care to the patient.

e for the continuing care of the patient.

e for research of specific diseases and treatment.

e for the collection of health statistics, and

e for the Law (medico-legal issues) (Jethani, 2004).

As the great importance of correct, complete, and truthful
documentation of medical files and records, we should establish
medical record committee and assess records regularly by
auditing to enhance the quality of health care services.

The Medical Record Committee has to be established as
part of the hospital’s quality improvement activities to ensure
standards of patient care documentation are maintained in
conformance to legal and regulatory bodies, including
professional and accrediting agency standards. The hospital’s
multidisciplinary professionals and authorized groups enable
this through a process of regular review and evaluation of
patient care records. The Committee shall on a regular basis,
review and evaluate medical records (JCI, 2010; JCI, 2012).
The committee is responsible for reviewing all new and current
forms and evaluates the suitability of these forms to ensure they
meet current work practice and design requirements.

Clinical audit is a quality improvement process that seeks
to improve patient care and outcomes through systematic
review of care against explicit criteria and the implementation
of change. Aspects of the structure, processes, and outcomes of
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