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SECTION A (THIS SECTION IS COMPUSORY)
QUESTION ONE
2

Select the most correct choice
1. What is the primary purpose of a medical record?
A. To advertise hospital services
B. To record patient data for entertainment
C. To justify diagnosis and therapy given to a patient
D. To track hospital finances

2. Which of the following is NOT typically found in patient case notes?
A. Diagnostic test results
B. Hospital construction plans
C. Temperature and blood pressure charts
D. Records of operations

3. What is a Master Patient Index (MPI)?
A. A directory of hospital employees
B. A central index containing data about all patients
C. A billing system
D. A list of hospital assets

4. X-rays are not stored with case notes because:
A. They are digital only
B. Their size is too large for standard files
C. They are confidential
D. They are not part of the patient record

5. Which of the following is NOT a characteristic of good medical records?
A. Accessibility
B. Accuracy
C. Popularity
D. Completeness


6. The term “Authentication” in medical records refers to:
A. Backing up electronic data
B. Verifying patient’s insurance
C. Confirming the content of the entry by signature or initials
D. Ensuring payment is received

7. A SOAP note includes all the following EXCEPT:
A. Subjective
B. Observation
C. Assessment
D. Plan

8. The PAIP format is used for documenting:
A. Billing procedures
B. Medical history
C. Follow-up sessions and therapy progress
D. Legal consent forms

9. Which of these is a hospital-based record?
A. School health records
B. Patient notes retained by the hospital
C. Pharmacy receipts at home
D. Home remedy logbooks

10. Records must be stored in cabinets made of:
A. Glass
B. Timber
C. Fire-resistant materials
D. Plastic



11. A key feature of electronic filing systems is:
A. Unlimited access to all users
B. Controlled access to specific information
C. Permanent deletion of old records
D. Storage of paper charts
12. A unitary filing system means:
A. Using multiple files for each visit
B. Using one file for each patient
C. Filing according to doctor’s preference
D. Filing based on hospital location

13. What determines the retention period for medical records?
A. Patient request
B. Legal, clinical, audit, and research requirements
C. Number of pages
D. Age of hospital

14. A narrative note is best described as:
A. Time-based, showing chronology of events
B. A list of medications
C. The final discharge note
D. A handwritten invoice

15. Which of the following is stored in the Patient Master Index?
A. Patient’s complaints
B. Full clinical history
C. Identification details
D. Discharge summaries



16. The PRIMARY reason for creating medical records is:
A. To ensure continuity of care
B. To satisfy hospital management
C. For patient entertainment
D. For legal lawsuits

17. What does “timeliness” in record-keeping ensure?
A. Printing is done daily
B. Information is documented close to real time
C. Emails are answered quickly
D. Meetings are held regularly

18. Which type of case note includes a mental status examination?
A. SOAP
B. Opening note
C. Narrative
D. Discharge summary

19. One main advantage of hybrid medical record systems is:
A. They are paperless
B. They combine paper and electronic records for flexibility
C. They are easier to dispose of
D. They need no training

20. HMIS is primarily used for:
A. Patient entertainment
B. Evidence-based planning and decision-making
C. Salary computation
D. Storing surgical tools







SECTION B (ANSWER NY THREE QUESTIONS IN THIS SECTION)

QUESTION TWO
"Medical records are critical for providing effective patient care, conducting research, and ensuring legal compliance. However, accessing and using these records must be done responsibly, following policies that protect patient rights and ensure data security." In view of this; 
a) Discuss five the importance of medical records in healthcare delivery, research, and legal contexts.  										(10 Marks)
b) Explain the ethical and legal considerations that govern the access, use, and security of medical records. 									(10 Marks)


QUESTION THREE
You are a Records Officer at a busy outpatient department. A clinician has submitted documentation of a patient visit using the SOAP format, but the note appears incomplete. As a Records Officer; 
a) Explain the SOAP format and explain the role of each component in ensuring accurate clinical documentation.						 		(10 Marks)
b) Demonstrate what would you expect to see under each section of the SOAP note to meet documentation standards. 							(10 Marks)

QUESTION FOUR
You have received a patient case note from the diabetic clinic documented in PAIP format. As part of the records audit, you must verify its completeness and accuracy. As a Records Officer; 
a) Write in full the acronym PAIP and explain the function of each section in promoting quality medical records?						 		(10 Marks)
b) Using the scenario above, illustrate the kind of information you would expect to be documented under each PAIP component for completeness		 	(10 Marks)

QUESTION FIVE 
"Medical records are a critical component of clinical care and support services in health facilities." In view of this;
a) Explain five (5) key functions of medical records in a clinical setting. 		(10 Marks)
b) Discuss five (5) benefits of maintaining accurate and complete medical records for both patients and healthcare providers. 						(10 Marks)





QUESTION SIX
A university hospital has collected detailed medical records from 5,000 patients during a long-term study on hypertension. A group of international researchers has requested access to this data to conduct a collaborative study on global patterns of cardiovascular disease. The dataset contains sensitive personal and medical information, including patients’ demographics, diagnoses, treatment histories, and genetic information.
a) As a Records Officer or Data Custodian, what data protection concerns should be addressed before sharing this data internationally? 					(06 Marks)
b) Explain four steps the researchers take to ensure legal and ethical compliance when accessing and using this patient data? 						(08 Marks)
c) Explain three roles of informed consent in the use of patient medical data for research, particularly in an international collaboration. 					(06 Marks)

QUESTION SEVEN
As the Health Records Officer at IHK Hospital, you have been assigned to audit and strengthen the EHR system to improve efficiency, patient safety, and legal compliance.
a) Identify and explain four major challenges specific to the use of Electronic Health Records (EHRs) in a modern health center like IHK Hospital.		(10 Marks)
b) Describe five practical steps you would take as the Records Officer to enhance data quality, security, and usability within the EHR system at IHK.    		(10 Marks)                                 	   
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