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The aim of this study the attitude of healthcare providers towards documentation of medical records at 
the University Port Harcourt Teaching Hospital. The research study design of this study is a 
comparative design method. The population comprised of 482 healthcare providers at University of Port 
Harcourt Teaching Hospital. The data collected or gathered from the administration of the instrument 
were analysed using the IBM Statistical Package for Social Science (SPSS) version 25.  The data 
collected were using descriptive and inferential statistics. The results from the study revealed the 
respondents did not differ on the attitude of healthcare providers towards documentation of medical 
records. The t(1) = 1.284, p =.200; the p-value is greater than the chosen alpha value of 0.05 (p> 0.05). 
Therefore, the null hypothesis is not rejected, meaning that there is no significant difference on the 
attitude of healthcare providers towards documentation of medical records between University Port 
Harcourt Teaching Hospital. Therefore, the study concluded that, there is no difference between the 
study variable in University of Port Harcourt Teaching Hospital on the documentation of medical 
records. 
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INTRODUCTION 
 

In healthcare settings, the documentation of medical records is a critical aspect of providing quality patient care. It 
involves recording detailed information about a patient's medical history, diagnosis, treatment plans, medications, and 
other relevant data. The accuracy and completeness of these records are paramount for ensuring continuity of care, 
enabling effective communication among healthcare professionals, and serving as legal documentation. 

The attitudes of healthcare providers towards this process play a crucial role in maintaining the integrity and reliability  
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of medical records. These attitudes encompass a range of perspectives, beliefs, and behaviors that influence how 
healthcare professionals approach documentation. For instance, some providers may view meticulous record-keeping 
as a fundamental duty, recognizing its significance in delivering safe and effective care. They may see it as a means to 
track patient progress, identify trends, and make informed clinical decisions. 

On the other hand, there may be instances where healthcare providers perceive documentation as a time-consuming 
administrative task that detracts from direct patient care. This perception can impact the thoroughness and accuracy of 
the recorded information. Factors such as workload, time constraints, and competing responsibilities can influence these 
attitudes. Moreover, attitudes towards documentation can also be influenced by factors like training, organizational 
culture, and the availability of technological tools for electronic health records (EHRs). Healthcare professionals who 
receive comprehensive training on documentation best practices and are provided with user-friendly EHR systems may 
be more likely to approach this task with a positive and diligent mind-set. 

Understanding the attitudes of healthcare providers towards medical record documentation is crucial for identifying 
potential areas of improvement. It can lead to the development of targeted training programs, workflow enhancements, 
and technological interventions to support providers in maintaining high-quality, accurate, and up-to-date medical 
records. Ultimately, a positive attitude towards documentation contributes to better patient outcomes, improved 
communication, and a higher standard of care delivery. 

Paradiye (2020) study on the attitude and perception of health care providers towards medical documentation among 
pre-intern doctors in Sri Lanka, the result shows that the attitude and perception towards medical records documentation 
among the participants, the majority (52.266) of participants perceived that they have a satisfactory level of competency 
in writing a diagnosis card majority of them perceived that they have received adequate training on diagnosis card until 
so far the findings on attitude and level of competency in writing diagnosis card are in line with several other studies 
among health care workers (Ayele, Gobena, Birham, et al., 2021; Kalengo, 2015), and Nakate, Dahl, Drake, et al., 
(2015) on attitude toward documentation and its associated factors among nurses working in the public hospital of 
Hawassa City Administration, Southern Ethiopia. 

A study to assess the healthcare worker attitude towards documentation in Hawassa city administration public hospital 
Southern Ethiopia revealed that 58.8% of them have favorable attitudes towards documentation (Ayele, Gobena, 
Birham&Yaduta, 2021). Findings showed that knowledge of significant factors with attitude towards documenting was 
consistent with the findings of the current study. Again, attitude and practice towards the method of Medical Records 
Documentation have been demonstrated among Iranian medical students. The study has concluded that more than half 
of the study participants are not having a good attitude toward medical records documentation, it was also shown that 
77.86 of the medical students had low knowledge of Medical Documentation of records not considering the completion 
of records in the evaluation of the students can attract their practice. 

A study done to assess the current medical documentation practice of Health Professionals and attitude toward it at 
the University of Gondar Hospital, Gondar, North West Ethiopia (2016) concludes that health professionals have 
somewhat poor documentation practice and unfavorable attitude to medical documentation the study saw that the 
inconsistency might be due to the knowledge differences among study participants and other organizational differences. 

Ayele, et al., (2021) in the study of attitude toward documentation and its associated factors among nurses working in 
public Hospitals of Hawassa city Administration shows that according to the result that 24.3 (58.8%) of nurses have 
favorable attitudes towards documentation the same is in line with the result of the studies conducted in Zambia 54% 
(Kalengo 2015), Uganda 54% (Nakate 2015), Addis Ababa 55%, Hana 2017 and Amhara region 50% (Andualem, 
2018). On the other hand, these findings are higher than the findings from European Hospitals like Slovenia 44% 
(Petkovek & Skela-Savic 2015) and Norway 46% (Bjerka& Olsen 2017) though the discrepancy could be a result of 
differences in the size of the study sample and the number of hospitals included in the studies. Moreover, the findings 
that the study conducted in Indonesia 83% (Mote 2016), Iran 55% (Aghdan et al (2012), India 95.86 (Juliet & Sudha, 
2013) South Africa 71.7% (Oliver, 2010) and Gondar 60.7% (Kebede, 2017). Though it could be afraid that the 
discrepancy might be due to nurses' lack of attention to nursing documentation as professional duties and 
responsibilities or high workload or even lack of in-service training and induction on documentation on component-wise 
attitude, 205 (49.6%) of respondents said documentation ensures counting of care which was lower than the findings of 
a study done in Nigeria (98.5%) (Taiye, 2015). This difference might be due to the knowledge difference of respondents 
about documentation having a positive impact on patient safety which is in line with the study done in a European 
hospital in Slovenia (Petkovsek & Skela, 2015). In this study 49.6% of the respondents like documentation because it 
ensures continuity of care. This finding was also inconsistent with the findings of a study conducted in Nigeria 100% 
(Taiye, 2015). The inconsistency might be due to the knowledge difference among study participants about 
documentation and other organizational differences. 

All over the world, the delivery of quality healthcare lies in the way medical records are been managed by healthcare 
providers in the healthcare facilities which also involves documentation of all services rendered. Documentation is any 
communicable material that is used to describe, explain or instruct regarding some attributes of an object, system or  
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procedure, such as its parts, assembly, installation, maintenance and use (Ada, 2019. Examples are user guides, white 
papers, online help, and quick-reference guides. Medical records are a chronological written account of the examination 
of the patient, medical history and complaint, caregivers’ findings, and the result of the tests, procedures, and 
medications therapeutic services. (UK Data Archive, 2009).  

Good documentation is crucial to a data collection’s long-term vitality; without it, the resource will not be suitable for 
future use. Proper documentation contributes substantially to a data collection’s scholarly value. At a minimum, 
documentation should provide information about a data collection’s contents, and structure, and the terms and 
conditions that apply to its use. It needs to be sufficiently detailed to allow the data creator to use the resource in the 
future, when the data creation process has started to fade from memory. It also needs to be comprehensive enough to 
enable others to explore the resource fully, and detailed enough to allow someone who has not been involved in the 
data creation process to understand the data collection and the process by which it was created. 

Similarly, Huffman (2021) stated that medical records are linked to the term who, what, why, where, when, and how of 
the patient care during an episode of care rendered. She further opined that the idea behind the terms is to provide care 
to the beneficiaries through careful documentation of every detail of healthcare activities that have with the patient/client. 

Medical records which are also called hospital records according to McGibony (1952) in Aqyeman, et al (2018) are a 
chronicle of both medical and scientific processes found in the hospital. Medical records have been adjudged as an 
important primary tool in the practices of medicine, and literature has also revealed medical records as a storehouse of 
knowledge concerning patients' care and medical history. Sahile, et al., (2020) averred medical records as a collection of 
data on patients including but not limited to history, statement of the current problem, diagnosis, and treatment 
procedures. Furthermore, medical records contain details of patients’ medical care and demographic data like name, 
address, gender, and date of birth among others (Natrayan, 2010). 

Medical records compiled timely in a manner should also contain sufficient data to identify the patient, support the 
diagnosis or reason for health care episode to justify treatment, and accurately document the results to have visible 
evidence, of hospital clinical activities and accomplishments. Globally, proper management of medical records in health 
facilities has been a challenge ranging from loss of patients’ case notes, improper filing, lack of records retention and 
disposal policy, and engagement of non-professionals in medical records management practices (Danso, 2015; Ondieki, 
2017). 

Oftentimes, medical records are either in the format of paper-based or electronic-based. But, the management of 
individual health facilities adopts and implements the format that it feels best suits its activities. According to Adeleke 
(2014), a paper-based medical record is seen as a systematic collection of patients’ personal information which includes 
health history that is documented or written on a paper form.  In contrast, Berg (2001) observed electronic medical 
records format as a computerized medium that accommodates clinical information recorded based on healthcare 
providers’ interaction with patients/clients in the course of healthcare service delivery. However, Torray (2011) opined 
that electronic medical records (EMR) as an e-version of patients’ health information that has been created, used, and 
stored in a paper chart for future usage by authorized persons. 

Medical records can be viewed through the following indicators, accessibility, filling, retrieval, dissemination, and 
usage. Accessibility of medical records can be beneficial to both, the patients, clients, the caregivers as it enhances 
prompt communication between the two-party as well as helps the patients to better understand their health condition, 
and this is usually achieved through proper documentation. Filing of medical records involves a systematic way of 
arranging patients' case notes in the hospital using a defined criterion. Furthermore, the management of medical records 
in the hospital which involves proper filing, enhances prompt retrieval, dissemination, usage, and proper continuation of 
care not to be aligned with appropriate documentation. 

Documentation according to Isaruk (2021), is the act of capturing/creating or entering data elements or information on 
treatments rendered to patients or organizational business transactions within or outside its environment using approved 
formats and methods. He further maintained that documentation of health or medical records must comply with a 
stipulated standard like clear and accurate capturing or recording of things or activities in a legible manner with the use 
of signs, symbols, and abbreviations that were appropriate for readability, sharing, and reproducibility when future 
demands occur. 

Wang, Yu, and Halley (2013) opined that the documentation process, format, and structure, focus mainly on the 
completeness and accuracy of detained medical records. According to Hasanain and Cooper (2014), documentation of 
medical records is an integral part of good health professional practices in the delivery of quality care, whether it is in 
paper-based or electronic base records management. This helps in communication amongst professionals, eases 
continuity of care, and also helps to guarantee good quality healthcare to patrons. To ascertain effective and efficient 
health service delivery to people, medical records documentation is required to record, facts, results, and investigations 
as well as an observation about an individual’s health history, as well as past and present illnesses, and plan of 
alternatives for future care management. Therefore, the study evaluated the attitude of healthcare providers towards 
documentation of medical records at the University Port Harcourt Teaching Hospital. 
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Statement of the Problem 
 

Medical records are scientific data that support and serve as evidence of services provided by healthcare practitioners 
in hospitals to patients/clients irrespective of their diverse health situations. However, studies have shown that medical 
records in the majority of hospitals in developing nations are often not well carried out in tandem in meeting up its 
primary (patient care) and secondary (administrative) purposes thereby leading to poor quality of healthcare services 
delivery (Danso, 2015; Luthuli & Kalusope, 2017). In Nigerian hospitals, Ajayi (2010) posited that the continuous long 
waiting time for patients to get their medical records before being seen, treated, or referred by healthcare providers in 
public hospitals has been a challenge over time. Similarly, Omang, et al., (2020) averred that the issue of the long 
waiting times of patients at public healthcare facilities is becoming a major challenge to Nigerians across the different 
regions of the country. In addition, long waiting time also presents challenges for healthcare providers and managers 
because it denies them the opportunity of connecting with the patients due to a loss of confidence in the healthcare 
service delivery system (Omang et al., 2020). Therefore, the study investigated the attitude of healthcare providers 
towards documentation of medical records at the University Port Harcourt Teaching Hospital. 
 
 
Objectives of the Study 
 
The objective of this study is to investigate the attitude of healthcare providers towards documentation of medical 
records at the University Port Harcourt Teaching Hospital. The specific objective of this study is to: 
 
a. Examine the attitude of healthcare providers towards documentation of medical records at the University Port 
Harcourt Teaching Hospital. 
 
 
Research Questions 
 
The following research questions are formulated to guide the study: 
 
1. What is the attitude of healthcare providers towards documentation of medical records at the University Port 
Harcourt Teaching Hospital? 
 
 
Hypotheses 
 
Three null hypotheses are formulated by the researcher to guide this study. 
 
H01: There is no significant difference on the attitude of healthcare providers towards documentation of medical 
records between University Port Harcourt Teaching Hospital. 
 
 
METHODOLOGY 
 
The research study design used in this study is a survey design. The population was 482 healthcare providers at 
University of Port Harcourt Teaching Hospital. Total enumeration was adopted for the study. The nature/sources of data 
for this study is the primary source, it is a questionnaire. Data for this study were collected through the primary sources 
of data. The data collected or gathered from the administration of the instrument were analysed using the IBM Statistical 
Package for Social Science (SPSS) version 25.  
 
 
RESULTS AND DISCUSSION OF FINDINGS 
 
This section presented the results from the analysis of data administered to the representative sample and discussion. 
The results section includes answers to research questions. 
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Research Question One: What is the attitude of healthcare providers towards documentation of medical records at the 
University Port Harcourt Teaching Hospital? 
 

 Hospital 
Items UPTH = 199 RSUTH = 147 
 Yes(%) No(%) Yes(%) No(%)  p-

value 
I see documentation of medical records as 
one of their primary functions to do every 
day. 

159(80) 40(20) 114(78) 33(22) 1.555 .212 

I see documentation as not vital task to do 43(22) 156(78) 44(30) 103(70) 5.033 .143 
I always shows partial interest in 
documentation of medical records in this 
hospital 

150(75) 49(25) 102(69) 45(31) 1.301 .254 

Documentation is seen as not necessary 
since everybody can document medical 
records without professional training 

168(84) 31(16) 115(78) 32(22) .176 .675 

I view documentation as a criterion for 
quality healthcare delivery 

154(77) 45(23) 116(79) 31(21) 8.338 .104 

I believe that documentation is a waste of 
time 

55(28) 143(72) 35(24) 112(76) 4.109 .143 

Documentation is a yardstick for evaluation 
and medical audit 

137(69) 62(31) 99(63) 48(33) 4.545 .133 

 
In Table 1above, majority of the respondents from health facilities accept most the items “I see documentation of 

medical records as one of their primary functions to do every day” UPTH = 159(80%); “I see documentation as a not vital 
task to do” UPTH = 156(78%); “I always shows partial interest in documentation of medical records in this hospital” 
UPTH = 150(75%); “Documentation is seen as not necessary since everybody can document medical records without 
professional training” UPTH = 168(84%); “I view documentation as a criterion for quality healthcare delivery” UPTH 
=154(77%). However, they both disagree on this item “I believe that documentation is a waste of time” UPTH = 
143(72%); and accept the item “Documentation is a yardstick for evaluation and medical audit” UPTH = 137(69%). From 
the analysis of the respondents’ responses, it shows they have positive attitude towards documentation of medical 
records. 
 
 
Test of Hypotheses 
 
Hypothesis One: There is no significant difference on the attitude of healthcare providers towards documentation of 
medical records between University Port Harcourt Teaching Hospital. 
 

Health Facilities N Mean Std. Dev. df t-value p-value Decision  
UPTH 199 5.377 1.387     
    344 1.284 .200 Not Significant  
RSUTH 147 5.177 1.465     

 
In Table 2 above, UPTH (M = 5.38, SD = 1.39 did not differ on the attitude of healthcare providers towards 
documentation of medical records. The t(1) = 1.284, p =.200; the p-value is greater than the chosen alpha value of 0.05 
(p> 0.05). Therefore, the null hypothesis is not rejected, meaning that there is no significant difference on the attitude of 
healthcare providers towards documentation of medical records between University Port Harcourt Teaching Hospital. 
 
Discussion of Findings 
 

The results from the study revealed the respondents have positive attitude towards documentation of medical records, 
there is no difference on the attitude of healthcare providers towards documentation of medical records from both 
facilities and also it revealed that there is no significant difference on the attitude of healthcare providers towards 
documentation of medical records between University Port Harcourt Teaching Hospital. This finding is similar to the 
findings of Paradiye (2020) and Ayele et al. (2021).  
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Paradiye (2020) studied the attitude and perception of health care providers towards medical documentation among 

pre-intern doctors in Sri Lanka. The result shows that the attitude and perception towards medical records 
documentation among the participants, the majority of participants perceived that they have a satisfactory level of 
competency in writing a diagnosis card majority of them perceived that they have received adequate training on 
diagnosis card until so far the findings on attitude and level of competency in writing diagnosis card are in line with 
several other studies among health care workers. Ayele et al. (2021) investigated the attitude toward documentation and 
its associated factors among nurses working in public Hospitals of Hawassa city. Their result revealed that most of the 
nurses have favorable attitudes towards documentation. 
 
 
CONCLUSIONS 
 

The study assesses the attitude of healthcare providers towards documentation of medical records at the University 
Port Harcourt Teaching Hospital. From the investigation, it was revealed that there is no difference on the attitude of 
healthcare providers towards documentation of medical records. The study also revealed that there is no significant 
difference on the attitude of healthcare providers towards documentation of medical records in University of Port 
Harcourt Teaching Hospital. Therefore, the study concluded that, there is no difference between attitude of healthcare 
providers on documentation of medical records at the University Port Harcourt Teaching Hospital. 
 
 
RECOMMENDATIONS 
 
Based on the significant of the findings, the study made the following recommendation that: 
 
1. The hospital management should encourage the healthcare providers more on the positive attitude of 
documentation of medical records in other to maintain quality health delivery services. 
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