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General Overview 

Health Records Management is a critical discipline in healthcare that focuses on the systematic 

creation, maintenance, use, and preservation of patient records and health information. It ensures 

that health data is accurate, secure, accessible, and ethically managed, thereby supporting 

effective healthcare delivery, research, policy-making, and legal accountability. The unit 

equips learners with knowledge and skills to handle health records in diverse healthcare settings, 

while also preparing them to adapt to emerging technologies and future trends in the field. The 

topics in the unit are: 

1) Introduction to Health Records Management: This topic introduces the concept, scope, 

and significance of managing health records as the backbone of quality healthcare delivery. 

2) Types and Formats of Health Records: Explores the various forms of health records 

paper-based, electronic, and hybrid and their structural differences in healthcare practice. 

3) Health Record Content and Standards: Examines the essential components of patient 

records and the global standards that guide uniform documentation in healthcare. 

4) Classification and Indexing of Health Records Covers systems and methods used to 

classify, code, and index health records for easy retrieval and effective use. 

5) Legal and Ethical Aspects of Health Records Discusses the laws, policies, and ethical 

principles that govern confidentiality, ownership, and appropriate use of health information.  

6) Health Information Systems and EHRs Introduces computerized health information 

systems with emphasis on Electronic Health Records (EHRs) and their role in modern 

healthcare. 

7) Health Data Quality and Accuracy Focuses on the importance of maintaining complete, 

accurate, and reliable health data to support clinical care, management, and research. 

8) Storage, Retention, and Disposal of Health Records Addresses policies and practices 

for storing health records securely, retaining them for required periods, and ensuring safe 

disposal. 



9) Security and Confidentiality of Health Information Explores strategies and safeguards 

to protect patient information from unauthorized access, breaches, and misuse. 

10) Uses of Health Records in Healthcare Delivery Highlights how records support patient 

care, administration, research, education, public health, and policy development. 

11) Health Records Management in Low-Resource Settings Examines unique challenges 

and innovative strategies for managing health records in environments with limited 

infrastructure and funding. 

12) Future Trends in Health Records Management Looks ahead at emerging technologies, 

innovations, and global shifts shaping the future of health information management. 

1.0 Introduction to Health Records Management 

Health Records Management is a vital component of healthcare systems that deals with the 

systematic creation, organization, storage, retrieval, use, and eventual disposal of health 

records. It ensures that the information generated during the process of patient care and health 

service delivery is accurate, reliable, accessible, and protected throughout its life cycle. Health 

records are not just administrative tools; they are the foundation upon which safe, efficient, and 

effective healthcare delivery is built. 

At its core, Health Records Management involves more than keeping files or databases. It 

represents a structured approach to capturing the story of a patient’s health journey, from birth 

through various stages of illness, treatment, recovery, or even death. These records may 

include medical histories, diagnoses, laboratory test results, imaging reports, prescriptions, 

and treatment notes. Properly managed health records provide a comprehensive picture of patient 

care, enabling healthcare providers to make informed clinical decisions and ensuring continuity of 

care across multiple providers and facilities. 

The importance of health records extends beyond individual patient care. They are essential tools 

for healthcare administrators, policymakers, and researchers. Administratively, records are 

used to monitor service delivery, allocate resources, and evaluate performance. From a legal 

perspective, they serve as official documentation of care provided, which may be required in 

courts of law or in handling insurance claims. In public health, aggregated data from health records 



inform disease surveillance, policy development, and health planning at national and global 

levels. 

Historically, health records were primarily paper-based, stored in folders and filing cabinets 

within hospitals and clinics. While this approach served its purpose for many decades, it posed 

challenges such as space constraints, difficulty in retrieval, risks of loss or damage, and 

limited sharing across facilities. The advancement of information and communication 

technologies has transformed the field, leading to the adoption of electronic health records 

(EHRs) and health information systems that allow for real-time access, interoperability, and 

integration of patient data across multiple platforms. Countries such as Denmark, Estonia, and 

Australia have established nationwide EHR systems that enable seamless sharing of patient 

information, while many low-resource countries continue to balance between paper-based and 

digital systems due to infrastructural and financial limitations. 

Modern health records management must also contend with complex issues of data privacy, 

confidentiality, and security. Sensitive patient information must be safeguarded from 

unauthorized access, cyber threats, and misuse, while at the same time remaining accessible to 

authorized healthcare professionals for timely decision-making. The emergence of artificial 

intelligence, big data analytics, cloud storage, and blockchain technologies is further reshaping 

how health records are managed, presenting both opportunities for improved efficiency and 

challenges in terms of governance, ethics, and equity. 

Generally, Health Records Management is not simply a back-office function but a strategic pillar 

of healthcare systems. It bridges clinical practice, administration, policy, and technology, ensuring 

that health information serves the needs of patients, providers, governments, and researchers. 

A well-managed health records system strengthens healthcare delivery, enhances accountability, 

improves patient outcomes, and supports evidence-based decision-making at all levels of 

health systems worldwide.  

The key subtopics in this topic are: Definition and Scope of Health Records Management; 

Importance of Health Records in Healthcare Delivery, Principles and Practices of Health Records 



Management and Evolution and Emerging Trends in Health Records Management. Therefore, by 

the end of this topic, you should be able to: 

1. Define Health Records Management and explain its purpose within healthcare systems. 

2. Describe the role and significance of health records in patient care, administration, and 

policy-making. 

3. Discuss the evolution of health records management from traditional to modern systems. 

4. Analyze the challenges and ethical considerations in managing health information. 

5. Evaluate the impact of emerging technologies on the future of health records management. 

1.1 Defnition and Scope of Health Records Management 

Definition of Health Records: 

A health record is a documented account of an individual’s health history, diagnosis, treatment, 

and care. It serves as the official record of interactions between patients and healthcare providers. 

Health records may exist in paper-based formats (manual files, registers, folders) or in electronic 

formats (Electronic Health Records – EHRs). Health records typically include: 

i. Personal identification data (name, age, sex, address, next of kin) 

ii. Medical history and family history 

iii. Clinical notes and physical examinations 

iv. Laboratory and diagnostic test results 

v. Prescriptions, treatments, and nursing notes 

vi. Surgical and anesthetic records 

vii. Discharge summaries and follow-up care instructions 

Definition of Health Records Management 

Health Records Management (HRM) is the systematic process of creating, organizing, 

storing, retrieving, securing, and disposing of health records to ensure they remain accurate, 

reliable, accessible, and confidential throughout their lifecycle. In simpler terms, HRM ensures 

that the right health information is available to the right person at the right time in the right 

format. 



It covers both clinical records of patients and non-clinical health service records such as 

staffing, finance, and facility management documents. 

Scope of Health Records Management 

The scope of HRM is broad, spanning different levels of healthcare, different types of records, 

and different users. It can be broken down as follows: 

a) Patient-Level Scope 

• Management of individual patient files in outpatient, inpatient, maternity, pediatric, 

surgical, and emergency departments. 

• Records include patient demographics, medical history, progress notes, test results, and 

treatment plans. 

• Example: In a hospital, the patient’s file documents the entire care process from admission 

to discharge, serving as a reference for future visits. 

b)  Institutional-Level Scope 

• Covers health facility records beyond patient files, such as: 

o Staffing records 

o Financial and billing records 

o Equipment maintenance logs 

o Facility utilization reports 

• These records support effective administration, planning, and accountability within 

healthcare institutions. 

c) Public Health and National-Level Scope 

• Management of aggregated health records that support public health planning and 

disease surveillance. 

• Records contribute to national health statistics, policy formulation, and international 

reporting. 

• Example: National registries of births, deaths, cancer, or immunizations provide critical 

data for governments and agencies like the World Health Organization (WHO). 



d) Life Cycle Scope 

HRM covers the entire life cycle of a record, from creation to disposal: 

• Creation/Collection – capturing patient information at the point of care. 

• Use – making records available for clinical decision-making, administration, or research. 

• Storage and Maintenance – securing records in physical or electronic repositories. 

• Retention and Disposal – keeping records for the legally prescribed period and securely 

destroying them when no longer needed. 

e) Technological Scope 

• Includes both traditional paper-based systems and modern digital systems. 

• Emphasis on Electronic Health Records (EHRs), Health Information Exchanges (HIEs), 

cloud storage, and interoperability across facilities. 

• Example: In Estonia, the entire population’s health data is stored in a national digital 

health system accessible to authorized providers. 

f)  Professional and Ethical Scope 

• HRM professionals are custodians of patient information and must uphold 

confidentiality, privacy, and security standards. 

• The scope includes training, policy development, adherence to laws such as HIPAA 

(USA), GDPR (Europe), and other national regulations 

Importance of Defining the Scope 

• Helps clarify roles and responsibilities of health records officers, health information 

managers, and clinicians. 

• Provides guidelines for how records should be created, maintained, and disposed of. 

• Ensures uniformity and compliance with international standards in health information 

management. 

• Strengthens the role of HRM as both a clinical support function and an administrative 

tool for improving healthcare systems. 

▪ Health records are documented evidence of patient health and healthcare delivery. 



▪ Health Records Management ensures these records are accurate, secure, confidential, and 

accessible. 

▪ The scope of HRM is wide: it spans patient-level, institutional, and national/public health 

records; covers the full life cycle of records; integrates both paper and electronic systems; 

and includes ethical, legal, and professional dimensions. 

▪ By managing health records effectively, healthcare providers, institutions, and 

governments ensure quality care, accountability, and evidence-based decision-making. 

1.2 Importance of Health Records in Healthcare Delivery 

Health records are not just administrative tools; they are essential instruments of healthcare 

delivery. They document the entire process of patient care, serving as a communication tool, a 

legal safeguard, a management resource, and a research database. Without well-managed 

health records, healthcare systems cannot provide safe, efficient, and accountable services. 

a) Continuity of Care 

• Health records provide a complete history of a patient’s medical encounters, from previous 

diagnoses to treatments and follow-ups. 

• This ensures that patients receive consistent care, even when they are attended to by 

different healthcare professionals or at different facilities. 

• Example: In Australia, the “My Health Record” system allows doctors, pharmacists, and 

hospitals to access shared patient information, improving continuity of care across the 

country. 

b) Communication Tool Among Providers 

• Health records serve as a shared language between doctors, nurses, pharmacists, 

laboratory staff, and other caregivers. 

• They reduce errors by ensuring that all providers have access to the same patient 

information. 

• Example: In the UK National Health Service (NHS), electronic patient records are shared 

across general practitioners (GPs), specialists, and hospitals, ensuring integrated care. 

c)  Legal and Ethical Accountability 

• Health records are legal documents that provide evidence of the care given to patients. 



• They protect both patients and healthcare providers in cases of malpractice, disputes, or 

insurance claims. 

• Proper documentation also ensures compliance with laws and regulations on patient rights, 

confidentiality, and ethical practice. 

• Example: In the United States, under HIPAA (Health Insurance Portability and 

Accountability Act), records must be accurate and safeguarded because they can be used 

in court or insurance investigations. 

d) Administrative and Managerial Use 

• Hospital administrators use health records to: 

o Track patient volumes 

o Monitor bed occupancy rates 

o Evaluate service utilization 

o Plan staffing and budgets 

• This ensures efficient resource allocation and helps identify areas needing improvement. 

• Example: In South Africa, analysis of hospital admission records has been used to address 

staff shortages and improve health service delivery. 

e) Research and Training 

• Health records provide rich data for clinical research, epidemiology, and medical 

education. 

• Researchers analyze patient data to identify disease patterns, evaluate treatment outcomes, 

and improve healthcare interventions. 

• Example: During the COVID-19 pandemic, patient records worldwide were used to study 

infection trends, vaccine effectiveness, and long-term health impacts of the virus. 

f) Policy Development and Public Health 

• Aggregated health records are vital for disease surveillance, national health statistics, 

and international reporting. 

• Policymakers rely on this information to design effective health programs, allocate funds, 

and respond to emerging health threats. 

• Example: The World Health Organization (WHO) depends on data from member 

countries’ health records for tracking global health indicators such as maternal mortality, 

HIV prevalence, and vaccination coverage. 



g) Improving Quality and Patient Safety 

• Records allow for auditing and quality checks to ensure compliance with medical standards. 

• Incident reporting and error tracking through records improve patient safety by identifying 

and correcting systemic problems. 

• Example: In Canada, quality improvement programs use hospital records to track patient 

safety incidents and implement corrective measures. 

Generally, health records are indispensable in healthcare delivery because they: 

• Support continuity of care 

• Enable communication among providers 

• Serve as legal and ethical evidence 

• Assist in administration and management 

• Provide data for research and training 

• Inform public health and policy decisions 

• Promote quality improvement and patient safety 

A strong health records system ensures that healthcare is patient-centered, accountable, efficient, 

and evidence-based. 

1.3 Principles and Practices of Health Records Management 

Health Records Management is guided by fundamental principles that ensure records are created, 

maintained, used, and disposed of in a way that supports healthcare delivery, protects patients, 

and complies with professional, legal, and ethical requirements. Effective practices translate 

these principles into day-to-day procedures within health facilities. 

A well-managed health records system contributes to accurate patient care, legal accountability, 

operational efficiency, and knowledge generation. Poor practices, on the other hand, can lead 

to medical errors, loss of trust, legal liability, and weakened health systems. 

Principles of Health Records Management 

1. Accuracy and Completeness 

• Records must be precise, comprehensive, and reflect the true account of patient care. 

• Errors, omissions, or vague entries can compromise treatment decisions. 



• Example: In the U.S. Joint Commission accreditation standards, hospitals are 

evaluated on accuracy of patient documentation 

2. Confidentiality and Security 

• Health records contain sensitive personal data; they must be safeguarded against 

unauthorized access. 

• Confidentiality is both an ethical obligation (Hippocratic Oath, medical ethics) and a 

legal requirement (laws such as HIPAA in the U.S., GDPR in Europe). 

• Practices include password protection, restricted access, locked filing cabinets, and staff 

confidentiality agreements 

3. Accessibility and Availability 

• Records should be readily accessible to authorized healthcare providers when needed for 

patient care. 

• Over-restriction can delay treatment, while under-protection risks privacy breaches. 

• Balance is key: ensuring records are available for care but secure from misuse. 

4. Standardization and Consistency 

• Records should follow uniform formats, coding systems, and documentation 

standards. 

• Standardization ensures clarity, reduces errors, and enables data sharing across 

institutions. 

• Example: The International Classification of Diseases (ICD) is a standardized coding 

system used globally for diagnoses and mortality statistics. 

5. Integrity and Authenticity 

• Records must remain unaltered, genuine, and verifiable. 

• Any amendments should be properly authorized, dated, and signed without erasing the 

original entry. 

• This ensures that records are legally valid and trustworthy. 

6. Retention and Disposition 

• Records should be retained for a legally prescribed period, after which they should be 

securely disposed of if no longer required. 

• Retention policies differ worldwide: 

o Kenya: Minimum 7 years for adult patient files. 



o U.S.: 10 years or longer depending on state laws. 

o UK: 8 years for adult medical records; longer for pediatrics and obstetrics. 

7. Legality and Ethical Compliance 

• Health records must comply with national laws, hospital policies, and international 

conventions. 

• Ethical compliance includes informed consent, confidentiality, and respect for patients’ 

rights. 

• Mismanagement of records can lead to lawsuits, fines, or loss of professional licenses. 

Practices of Health Records Management 

1. Records Creation 

• Begins when a patient first interacts with a health facility. 

• Practices include: 

o Opening a patient file or electronic record 

o Assigning unique patient identifiers 

o Collecting demographic, clinical, and administrative details 

2. Records Maintenance 

• Keeping records organized, up-to-date, and secure during their lifecycle. 

• Involves filing, indexing, storage (physical or digital), and regular updates with treatment 

notes, lab results, and prescriptions. 

• Digital practices include use of Electronic Health Records (EHRs). 

3. Records Use and Retrieval 

• Ensuring healthcare providers, managers, and authorized users can access records quickly 

and reliably. 

• Practices include: 

o Indexing systems (alphabetical, numerical, or digital search tools) 

o Color-coded filing in paper systems 

o Access control levels in electronic systems 

4. Records Retention and Disposal 

• Implementing retention schedules in compliance with regulations. 

• Disposal should be done securely, e.g., shredding paper records or digital wiping. 



• In some cases, records are archived for research or historical purposes. 

5. Training and Professionalism 

• Health records officers must be trained in record-keeping standards, confidentiality, 

ICT systems, and ethics. 

• Professionalism ensures staff handle records with integrity and competence. 

• Example: The American Health Information Management Association (AHIMA) 

provides certifications and training in professional health records management. 

6. Technology Integration 

• Adoption of Electronic Health Records (EHRs), health information systems, and digital 

storage. 

• Benefits: efficiency, easy retrieval, data sharing, reduced space use. 

• Challenges: cybersecurity risks, system failures, high costs in low-resource settings. 

• Example: Estonia has one of the world’s most advanced national EHR systems, where 

all citizens’ health records are digital and accessible to authorized users 

In general, the principles of health records management: accuracy, confidentiality, accessibility, 

standardization, integrity, retention, legality form the ethical and professional foundation of 

record-keeping. Effective practices records creation, maintenance, retrieval, retention, training, 

and technology integration ensure that these principles are applied in daily healthcare operations. 

A well-functioning health records management system protects patients, supports providers, 

and strengthens the overall health system. 

1.4 Challenges and Future Trends in Health Records Management 

Health Records Management has evolved significantly from traditional paper-based systems to 

sophisticated digital health information systems. However, this progress has also introduced new 

challenges. Healthcare providers worldwide are struggling with issues of cost, security, 

interoperability, staff training, and infrastructure gaps. At the same time, emerging 

technologies and innovations are shaping the future of health records, creating opportunities for 

safer, more efficient, and patient-centered care. 

Understanding these challenges and future trends prepares health professionals, policymakers, 

and records managers to adapt, innovate, and strengthen health information systems. 



Current Challenges in Health Records Management 

1. Infrastructure and Resource Limitations 

• Many health facilities, especially in developing countries, lack adequate funding for 

proper records systems. 

• Challenges include: 

o Insufficient storage space for paper records 

o Limited computers, internet, or electricity for digital systems 

o High cost of implementing Electronic Health Records (EHRs) 

• Example: In rural clinics in sub-Saharan Africa, paper files are still the primary record 

system due to unreliable electricity and internet. 

2. Confidentiality and Security Concerns 

• Digital records increase the risk of cyberattacks, hacking, unauthorized access, and 

data breaches. 

• Paper records can also be lost, stolen, or accessed by unauthorized persons. 

• Example: In 2015, the U.S. health insurer Anthem experienced a cyberattack that 

exposed the data of nearly 80 million patients 

3. Interoperability Issues 

• Different hospitals and clinics often use different software or coding systems, making it 

difficult to share patient data across institutions. 

• Lack of interoperability results in duplicate tests, delays in care, and poor 

coordination. 

• Example: In India, private hospitals use different electronic systems that are not 

integrated, complicating referrals and follow-up care. 

4. Resistance to Change and Staff Training Gaps 

• Health professionals may resist adopting electronic systems due to: 

o Lack of ICT skills 

o Fear of increased workload 



o Preference for familiar paper-based methods 

• Ongoing training is needed to build confidence and competence in digital record 

management 

5. Legal, Ethical, and Policy Challenges 

• Variations in laws and regulations across countries complicate international data 

sharing. 

• Ethical dilemmas arise when balancing patient privacy with the need for research and 

public health reporting. 

• Some countries lack clear policies on data retention, disposal, or patient rights over their 

records. 

6. Volume and Complexity of Health Data 

• Modern healthcare generates massive amounts of data: imaging, lab results, genomics, 

wearable device data, etc. 

• Managing “big health data” is complex and requires advanced infrastructure, skilled 

personnel, and strong security systems. 

Future Trends in Health Records Management 

1. Widespread Adoption of Electronic Health Records (EHRs) 

• Global shift from paper to digital records for efficiency, accuracy, and easy retrieval. 

• Governments are increasingly mandating EHR adoption. 

• Example: Estonia and Denmark have fully digitized national health record systems. 

2. Interoperability and Health Information Exchange (HIE) 

• Future systems will emphasize integration and standardization. 

• Patients’ records will be accessible across different hospitals, regions, and even countries. 

• Example: The European Union is working toward a unified European Health Data Space 

to facilitate cross-border healthcare. 

 



3. Cloud-Based Health Records 

• Cloud computing allows for remote storage, access, and backup of health records. 

• Benefits: scalability, reduced infrastructure costs, easier collaboration. 

• Risks: dependence on internet, concerns over data privacy. 

4. Artificial Intelligence (AI) and Data Analytics 

• AI can analyze health records to: 

o Predict disease risks 

o Personalize treatment plans 

o Identify medical errors 

• Example: IBM Watson Health has been used to analyze patient data and recommend 

cancer treatment options 

5. Mobile Health (mHealth) and Patient-Centered Records 

• Patients will increasingly access and control their own health records via mobile apps. 

• Encourages patient participation and self-management of health. 

• Example: In the U.S., Apple’s Health app allows patients to access their EHRs from 

multiple hospitals directly on their phones. 

6. Blockchain Technology for Security 

• Blockchain offers a secure, tamper-proof way of storing and sharing medical records. 

• Ensures authenticity, integrity, and patient control over data. 

• Example: Projects in the UAE and the U.S. are piloting blockchain-based health record 

systems 

7. Telemedicine and Remote Health Records 

• With the rise of telemedicine, health records will increasingly include virtual 

consultations, remote monitoring, and digital prescriptions. 



• This requires strong integration between telehealth platforms and patient health records. 

8. Global Health Data Integration 

• International health organizations will push for standardized health data reporting to 

improve disease surveillance, research, and global health planning. 

• Example: WHO already depends on member states’ health records for global disease 

monitoring; future systems will be more real-time and automated 

In general, Health Records Management faces significant challenges, including infrastructure 

gaps, security threats, interoperability issues, staff resistance, and complex data volumes. 

However, the future promises technological innovations such as EHRs, interoperability, AI, 

blockchain, cloud-based systems, and patient-centered models. A resilient health record system 

will need to be secure, accessible, interoperable, and patient-focused, while ensuring 

compliance with legal and ethical standards. 

In summary, Health Records Management is the systematic process of creating, organizing, storing, 

and safeguarding patient health information to ensure effective healthcare delivery, legal 

accountability, and research advancement. It forms the backbone of healthcare systems by 

supporting continuity of care, facilitating communication among providers, protecting patient 

rights, and providing data for management and policy-making. With the transition from traditional 

paper-based systems to electronic health records, the field has become increasingly vital in 

promoting accuracy, confidentiality, accessibility, and efficiency in handling health information 

across diverse healthcare settings worldwide. 

 

 

 

 

 

 

 

 



Self-Assessment Questions 

1) What is Health Records Management and why is it important in healthcare delivery? 

2) Differentiate between health records and health information, giving examples. 

3) What are some of the key functions of health records management in modern healthcare 

systems? 

References  

1. Amatayakul, M. K. (2017). Electronic health records: A practical guide for professionals 

and organizations (4th ed.). Chicago, IL: American Health Information Management 

Association. 

2. Bowman, S. (2013). Impact of electronic health record systems on information integrity: 

Quality and safety implications. Perspectives in Health Information Management, 10(Fall), 

1–19. 

3. Green, M. A., Bowie, M. J., & Murray, L. (2019). Essentials of health information 

management: Principles and practices (4th ed.). Boston, MA: Cengage Learning. 

4. Shortliffe, E. H., & Cimino, J. J. (Eds.). (2021). Biomedical informatics: Computer 

applications in health care and biomedicine (5th ed.). Cham: Springer. 

5. World Health Organization. (2016). WHO toolkit on monitoring health systems 

strengthening: Health information systems. Geneva: WHO Press. 

 

 


	Course: Health Records Management
	General Overview
	1) Introduction to Health Records Management: This topic introduces the concept, scope, and significance of managing health records as the backbone of quality healthcare delivery.
	2) Types and Formats of Health Records: Explores the various forms of health records paper-based, electronic, and hybrid and their structural differences in healthcare practice.
	3) Health Record Content and Standards: Examines the essential components of patient records and the global standards that guide uniform documentation in healthcare.
	4) Classification and Indexing of Health Records Covers systems and methods used to classify, code, and index health records for easy retrieval and effective use.
	5) Legal and Ethical Aspects of Health Records Discusses the laws, policies, and ethical principles that govern confidentiality, ownership, and appropriate use of health information.
	6) Health Information Systems and EHRs Introduces computerized health information systems with emphasis on Electronic Health Records (EHRs) and their role in modern healthcare.
	7) Health Data Quality and Accuracy Focuses on the importance of maintaining complete, accurate, and reliable health data to support clinical care, management, and research.
	8) Storage, Retention, and Disposal of Health Records Addresses policies and practices for storing health records securely, retaining them for required periods, and ensuring safe disposal.
	9) Security and Confidentiality of Health Information Explores strategies and safeguards to protect patient information from unauthorized access, breaches, and misuse.
	10) Uses of Health Records in Healthcare Delivery Highlights how records support patient care, administration, research, education, public health, and policy development.
	11) Health Records Management in Low-Resource Settings Examines unique challenges and innovative strategies for managing health records in environments with limited infrastructure and funding.
	12) Future Trends in Health Records Management Looks ahead at emerging technologies, innovations, and global shifts shaping the future of health information management.

	1.0 Introduction to Health Records Management
	1.1 Defnition and Scope of Health Records Management
	Definition of Health Records:
	Definition of Health Records Management
	Scope of Health Records Management
	a) Patient-Level Scope
	b)  Institutional-Level Scope
	c) Public Health and National-Level Scope
	d) Life Cycle Scope
	e) Technological Scope
	f)  Professional and Ethical Scope

	Importance of Defining the Scope

	1.2 Importance of Health Records in Healthcare Delivery
	a) Continuity of Care
	b) Communication Tool Among Providers
	c)  Legal and Ethical Accountability
	d) Administrative and Managerial Use
	e) Research and Training
	f) Policy Development and Public Health
	g) Improving Quality and Patient Safety

	1.3 Principles and Practices of Health Records Management
	Principles of Health Records Management
	1. Accuracy and Completeness
	2. Confidentiality and Security
	3. Accessibility and Availability
	4. Standardization and Consistency
	5. Integrity and Authenticity
	6. Retention and Disposition
	7. Legality and Ethical Compliance

	Practices of Health Records Management
	1. Records Creation
	2. Records Maintenance
	3. Records Use and Retrieval
	4. Records Retention and Disposal
	5. Training and Professionalism
	6. Technology Integration


	1.4 Challenges and Future Trends in Health Records Management
	Current Challenges in Health Records Management
	1. Infrastructure and Resource Limitations
	2. Confidentiality and Security Concerns
	3. Interoperability Issues
	4. Resistance to Change and Staff Training Gaps
	5. Legal, Ethical, and Policy Challenges
	6. Volume and Complexity of Health Data

	Future Trends in Health Records Management
	1. Widespread Adoption of Electronic Health Records (EHRs)
	2. Interoperability and Health Information Exchange (HIE)
	3. Cloud-Based Health Records
	4. Artificial Intelligence (AI) and Data Analytics
	5. Mobile Health (mHealth) and Patient-Centered Records
	6. Blockchain Technology for Security
	7. Telemedicine and Remote Health Records
	8. Global Health Data Integration

	Self-Assessment Questions
	References


