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STUDY GROUP REPORTS 

The Director”General has the honour to communicate to the Executive Board in conformity 
with resolution EB17.R13,1 operative paragraph 4, the attached reports2 of the following study 
groups : 

(a) The Classification of Diseases 

The Study Group assessed the Classification* s needs in the light of different objec-
tives and established a time—table for the preparatory work so that the next Revision 
Conference could be held early in 1975, the Manual published not later than the end of 
1976 and the introduction of the Ninth Revision on 1 January 1978. 

The Study Group recommended the decentralization of the activities while maintaining 
central со-operation and leadership and advised on the best use of available resources and 
the most effective working methods. The Study Group also examined the problems related 
to ICD, such as assistance to countries producing a national version; definitions in the 
field of perinatal mortality; non-medical certification of mortality and morbidity; 
Compendium of recommendations, definitions and standards, and supplementary classifications, 

(b) Hospital Medical Records 

The Study Group on Hospital Medical Records was convened to discuss the role of medical 
records departments in the work of the modern hospital; type of medical information that 
should be kept; recording techniques for medical information including computer appli-
cations; the structure of medical records and methods for their keeping and retrieval, 
and the training of personnel to work in the field of medical information in hospitals. 

The Study Group gave recommendations concerning the contents and structure of hospital 
medical records, the organization of medical records departments, training of specialized 
personnel and also of medical personnel in this field and the utilization of medical 
information in the management of hospital services. This Study Group emphasize^ the 
necessity of co-ordinating activities in the field of standardization and rationalization 
of medical documentation and also research in the application of computers for medical 
records. It was also recommended that WHO continue giving assistance to countries in 
establishing modern medical records systems and to create a special international reference 
centre as part of this activity. 

Handbook of Resolutions and Decision, 10th ed” p. 153. 
2 Documents WH0/lCD9/70e1 and WHO/HS/NAT.С0М/70.252. 
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A WHO Study Group on the Classification of Diseases met in Geneva from 20 to 24 October 
1969. Dr W. P. D. Logan, Director, Division of Health Statistics, opened the meeting on behalf 
of the Director-General and welcomed the participants. He pointed out that the Study Group had 
been convened to advise WHO on the requirements and programme for the Ninth Revision of the 
International Classification of Diseases, and stressed that members were attending as individuals 
and not as representatives of national organizations. 

1. REQUIREMENTS FOR THE NINTH REVISION OF THE INTERNATIONAL CLASSIFICATION OF DISEASES 

1.1 General objectives 

The uses to which the ICD is being put have expended considerably in recent years, and 
should be the general objective of the Ninth Revision to provide a classification that is 
basically suitable, either as it stands or by extension, for a wide variety of health and social 
requirements. These applications require the classification not only of medical causes of 
mortality, morbidity, and hospital utilization, but also of investigational and therapeutic 
procedures and of non-medical causes of health care and social service utilization. 

1.2 Implications of multiple-condition analysis requirements 

The Study Group broadly agreed that the following features are desirable in the Ninth 
Revision of the ICD so that the most value can be obtained from multiple-condition analysis： 

(1) The present mortality orientation of the Classification and the assumptions of 
etiology should be discontinued. 

(2) It would be preferable to study the association of diseases by multiple-condition 
coding rather than by using combination categories, and the latter should be eliminated wherever 
possible. 

(3) Multiple-condition coding and analysis would enable certain additional categories of 
relevant information to be used, and the Ninth Revision should therefore provide scope for the 
classification of impairments, symptoms, other secondary diagnoses, and less precise information 
that would not normally be used if only a single diagnosis could be coded. 

1.3 Implications of hospital indexing requirements 

The Group noted that WHO did not propose to adapt the Eighth Revision of the ICD for hospital 
indexing purposes for the following reasons : 

(1) Special consideration was given to this need in preparing the Eighth Revision, and 
there are indications that some countries find it suitable for this purpose; 

(2) A number of countries have themselves adapted the ICD for hospital purposes and it 
would seem reasonable to study the usefulness of these adaptations： 

(3) In view of WHO'S resources, an adaptation of the Eighth Revision could not be completed 
before the Ninth Revision of the ICD is published, and so would be out-of-date before it could 
be used； and 

(4) It is intended that the Ninth Revision of the ICD will be adequate for hospital indexing. 

It will be an advantage for the purposes of hospital indexing if the Classification remains a 
single variable-axis classification. There should be better provision for classifying certain 
matters, such as complications of medical and surgical procedures, symptomatology, and other 
causes of hospital admission that cannot be covered by diagnoses of physical and psychiatric 
illnesses. It seems inevitable that hospital indexing will frequently involve multiple-condition 
coding. 



There was some uncertainty among the Group about the degree of specificity needed for 
hospital indexing. This can only be settled after closer study by WHO. 

1.4 Implications of diagnostic coding by computer 

A computer programme for coding diagnoses is being used in the United Kingdom. At present 
computers with large memories are required but it is hoped to revise the programme for smaller 
machines. The handling of long descriptions of external causes of injury may be a problem. 
The use of this programme could assist in removing archaic, rarely-used terms from the ICD. The 
only other relevant implication of coding by computer is that changes in the numbering of 
rubrics will entail extensive re-programming, but this should not be allowed to become an 
obstacle to necessary changes. 

Another programme, developed in the USA, is used for determining the underlying cause of 
death. Further simplification of the selection rules of this programme is desirable. 

1.5 Implications of the standardization of diagnostic nomenclature 

The Study Group noted that increasing specificity in the ICD could lead to some confusion 
unless improved definitions of the terms used are also provided. However, it would be more 
appropriate merely to give an indication of the content of the ICD rubrics than to supply a 
precise and formal definition of individual terms. 

The standardization of nomenclature would increase the value of data coded in accordance 
with the ICD, but at present not enough is known about what terms are actually used by doctors 
or the interpretations placed upon them. A number of studies are being made to investigate 
the frequency and meaning of terms used. It is recommended that such studies be encouraged 
by WHO, be conducted in countries with different languages, and be extended to include all the 
major forms of medical service. The information gained would be of particular assistance in 
developing the ICD Tabular List and in producing internationally accepted preferred terms. 

1.6 Other necessary modifications 

Attention was drawn to the use of the ICD for social security, health insurance, and social 
welfare schemes. It was noted particularly that the Y List of the Eighth Revision has had to 
be extended slightly in some countries to give more specificity for such purposes, and it was 
generally agreed that the special needs of many agencies should be investigated and considered 
when making the Ninth Revision. 

When the Eighth Revision of the ICD was being prepared, the International Labour 
Organisation carried out a survey to find out to what extent List С in the Seventh Revision 
(Special List of 50 Causes for Tabulation of Morbidity for Social Security Purposes) was being 
adopted in social security programmes. Of 27 countries surveyed, seven were using List С, 
three were using List С with modifications, seven were using other international lists, and 
eight were using their own classification. The limited utilization of this ICD list indicates 
that there is scope for a joint ILO/WHO study with the aim of achieving wider utilization of the 
ICD, both for coding and tabulation. 

The special requirements for rehabilitation projects and some types of morbidity 
surveys were mentioned, and it was noted that the classification of impairments and 
disabilities in the Eighth Revision is inadequate for such purposes. These requirements could 
be met by expanding the N or Y Lists and/or reintroducing a list of impairments. These lists 
should then be reconsidered together to determine whether some form of combination is desirable. 

Additional rubrics should be incorporated in supplementary classifications associated with 
the ICD (e.g., the Y Code) to cover cases where non-medical disorders of a social nature, such 
as poverty, family problems, or lack of housing, food, or personal care, necessitate the provision 
of health care. This is essentially an ICD requirement that is quite distinct from general 



classifications of socio-economic factors being developed by other organizations, although such 
general classifications may sometimes be used for special purposes in conjunction with the ICD. 

There is a need for codes of surgical, medical, and other forms of health care• 

The classification of drugs, mentioned particularly in connexion with the E Code of the 
ICD, should be investigated in consultation with the WHO Drug Monitoring Unit so as to ensure 
that consistency is maintained. 

In summary, the next revision of the ICD should provide for the classification of all 
important circumstances leading to the utilization of health care. At the same time it must 
provide for the classification of causes of death, morbidity, and impairments to full health that 
do not necessarily require medical care. 

1.7 Scope, content, and form of the Ninth Revision 

The Study Group discussed an outline for the Ninth Revision, prepared by WHO on the basis 
of suggestions made in the various working papers for the meeting. This outline envisaged an 
open-ended numbering system that is capable of sub-division to any extent required for the 
identification of clinical entities, while conserving the ability to produce meaningful 
statistical tabulations at 2, 3 or 4 digit level, and which makes a rigorous separation of 
etiological agents and their systemic manifestations, so that double coding would be necessary 
to identify, for example, the anatomical locations of neoplasms or congenital anomalies. 

The Group found many aspects of the outline attractive, but concluded that a revision of 
such magnitude and implications could be recommended only after extensive development and 
testing, and that it would be unwise to rely solely on this as yet untried proposal as a basis 
for the Ninth Revision. However, it was felt that this outline must be seriously considered 
as a basis for the Tenth Revision, and the Group recommended continued development of the outline 
if this is possible without prejudice to the preparation of the Ninth Revision. 

The Group concluded that the following requirements should be taken into account in 
preparing the Ninth Revision： 

(1) The essential basis of the Eighth Revision should be retained in respect of the axes 
of classification, the approximate number of sections, and the decimal numbering system； to 
give the Classification a completely pyramidal structure is not considered feasible. 

(2) The Classification should be meaningful at the three-digit level, and this level should 
be the limit for mandatory requirements for international statistical pusposes. 

(3) For the purposes of diagnostic indexing, all rubrics should be examined, particularly 
the residual categories； where greater specificity is required to identify clinical entities, 
a draft should be prepared using fourth and fifth digits if necessary. 

(4) The combination categories should be examined with the needs of multiple-condition 
analysis and diagnostic indexing in mind, and a list should be prepared of those that could be 
eliminated. 

(5) The E Code is indispensable as a complementary classification of the external causes 
of the cases classified in the N Code； the number of rubrics, however, need not necessarily be 
limited to the present series 800-999. 

(6) The N Code should be reconsidered, with particular attention to the identification of 
complications of therapeutic procedures and the elimination of categories duplicated in the 
E Code (e.g., those identifying drugs); it is not necessary to use the prefix N for this code. 



(7) The Y Code should be revised to eliminate the axis of classification according to 
laboratory examination - this parameter needs a separate code, see below - and to include 
rubrics to identify social reasons for the utilization of health care. 

(8) The section dealing with symptoms and ill-defined conditions requires extension, as it 
may be needed for use with laymenf s descriptions of ill health. 

(9) Additional classifications, either within or complementary to the ICD, are needed for: 

(a) disabilities and impairments 

^b) morphological (histological) classification of neoplasms 

(c) surgical operations 

(d) other medical and surgical procedures, including laboratory examinations. 

1.7.1 Tabular list 

The Tabular List should indicate the content of rubrics, but should not attempt to define 
the meaning of diagnostic terms. The List should also be the prime reference source of 
preferred terms. 

Although the Tabular List must show what is in each rubric, it should not give the rules 
relating to the use of individual rubrics for mortality, morbidity, and other coding purposes. 
Instructions of this type would be better collated in a separate section on rules for medical 
certification and classification. 

The draft Tabular List prepared for the Ninth Revision should show the "inclusion terms" for 
each rubric. The selection of these terms should, where possible, be based upon studies of the 
terms actually used in various countries. 

1.7.2 Index 

The Group strongly recommended that the programme for the Ninth Revision should ensure that 
both Volume 1 (Tabular List) and Volume 2 (Index) are published in good time and well before the 
new Revision comes into operation. If possible, both volumes should be published together. 

The Index could be abbreviated considerably by eliminating most of the cross references. 
The feasibility of using different type faces to indicate whether or not reference to the 
Tabular List is desirable for the most appropriate coding of terms should be investigated. 

1.7.3 Rules of selection and classification 

An effort should be made to simplify the rules that relate mainly to single coding for 
mortality statistics. It is not feasible to formulate general rules that will be appropriate 
for all the other uses of the ICD; it was noted in passing that morbidity uses could be the 
predominant influence in developing the Ninth Revision. 

Although the Clasification will remain basically unchanged, 
in the handling of manifestations and their etiological agents. 
to light WHO should prepare suggestions for consideration at the 

1.7.4 Certificate of cause of death 

Experiments should be encouraged with various forms of death certificate, including 
forms for multiple-cause analysis and for single-cause analysis based on some alternative to the 

there are some inconsistencies 
When such inconsistencies come 
next preparatory meeting. 



underlying cause, e.g., the condition that was the main consumer of medical care. The results 
of these experiments will be needed by the end of 1972 if any change in the form of certificate 
is to be considered for the next Revision. 

2. PROGRAMME OF THE NINTH REVISION 

2.1 Working methods 

The use of automatic data-processing methods to produce the final versions of the Ninth 
Revision and any intermediate drafts was discussed. The Group concluded that such methods are 
essential to the efficient and timely completion of the Ninth Revision. 

2.2 Respective roles of WHO Headquarters units. Centres for Classification of Diseases 
and Regional Offices 

The ICD unit has established liaison with other specialized WHO headquarters units and with 
the International Agency for Research on Cancer, which will assist in formulating proposals for 
revision of the ICD. Representatives of some units have indicated a number of areas of special 
interest to them that may need revision, but no major matters of principle are involved. The 
Group expressed deep appreciation of the assistance being given by the other WHO headquarters 
units, and welcomed further collaboration. 

WHO Centres for Classification of Diseases have an important function in relation to the 
interpretation, application, and revision of the ICD. They work in the four reference languages, 
and are able to contact specialists working in the field in their own language and to promote 
inter-country and inter-Centre activities. They also have some responsibilities in assisting 
development of the various official-language versions of the ICD. WHO should see that the 
various tasks connected with the Ninth Revision are suitably shared out. 

The WHO Regional Offices assist, in so far as their facilities allow, by promoting studies 
and organizing seminars and meetings on classification problems of special regional interest. 

2.3 Role of other agencies 

CIOMS is developing an international nomenclature of diseases in English, French, Russian, 
and Spanish. This will be a valuable reference work, giving clinical descriptions of diseases 
that could be used as criteria for diagnoses. The CIOMS project is linked to ICD rubric terms, 
and close liaison will be maintained between the ICD Unit and the CIOMS team. 

National committees dealing with health classification and statistics could be a helpful 
source of advice to WHO, and the Organization should make full use of them. The assistance of 
national committees would be particularly valuable in the study of areas of the Classification 
not covered by WHO headquarters units, and lists of these areas could be circulated to national 
committees. 

The International Labour Office has also stated its willingness to assist in certain special 
areas. 

2.4 Time-table and resources needed 

A programme analysis will be made after the Group's recommendations have been considered. 
This PERT approach (programme evaluation and review technique) should make it possible to draw 
up a detailed time-table and to assess the resources that will be required. 

The Group considered that regional and inter-country seminars to organize preparatory work 
for the Ninth Revision would be most helpful. 



It is essential that governments be given adequate time prior to the Ninth Revision 
Conference to consider the final draft. 

Subject to a few minor changes of prority, the Group endorsed the main features of the time-
table proposed by WHO in Working Paper ICD/WP/бЭ.4, and requested that the following items be 
available for consideration at the next meeting of the Study Group： 

(1) The general outline at least of those parts of the Classification that are undergoing 
major change, and if possible a complete first draft of the Ninth Revision. 

(2) A list of individual terms requiring re-classification, discussed above in section 1.7 
together with WHO* s recommendations. 

(3) A progress report on the computer coding of ICD terms. 

The main features of the time-table can be summarized as follows: 

1969 Consideration of the present Group1s report and PERT study. 
1970 Next preparatory meeting to review the first draft of the Ninth Revision. 
1971 Further preparatory meeting. 
1972 All major proposals for revision must be received by the end of this year. 

Circulation of the second draft of the ICD for comment. 
1973 Review of national comments, re-circulation. 
1974 Expert Committee to recommend the final draft# 
1975 International Revision Conference, submission of the Ninth Revision to the 

World Health Assembly. 
1976 Publication of the Manual. 

The Group attaches great importance to this programme, although the staff and financial 
resources needed to carry it out can only be determined in detail by WHO. The highest priority 
should be placed on the preparation of all working drafts in English, French, Russian and Spanish. 

2.5 Education 

The Study Group welcomed the proposal to hold regional and other seminars to introduce the 
Ninth Revision, and to produce sets of teaching material for coders in English, French, Russian, 
and Spanish. Any local training courses that might follow the nominars should be widely 
publicized. 

The problem of familiarizing medical students and, where relevant, other health personnel 
with the ICD was discussed. The introduction of this topic at an appropriate stage in the 
curriculum should be encouraged. 

3. ASSISTANCE TO COUNTRIES PRODUCING VERSIONS OF THE ICD IN OTHER LANGUAGES 

Countries producing versions of the ICD in languages other than English, French, Russian 
and Spanish will need to receive the Manual at least a year before the Ninth Revision comes into 
operation. WHO could assist by providing experts and consultants, but the major form of 
assistance may be to provide information on the use of a tomatic data-processing methods similar 
to and compatible with those being used by the Organization. Countries wishing to prepare 
their own versions of the ICD should consider the preparation of computer tapes of glossaries in 
their own language as a first priority. They could then work with WHO1s own programme. 



4. REVIEW OF EXISTING DEFINITIONS AND RECOMMENDATIONS,； WITH SPECIAL EMPHASIS ON 
PERINATAL MORTALITY 

The definitions of foetal death, live birth, and other related terms require further study. 
It is not essential to deal with this problem at the Revision Conference, but it would be very 
desirable to do so. It is recommended that WHO investigate the various national practices and 
findings on this point with a view to discussion at a subsequent meeting of the Group or by a 
specially convened committee• 

5. ADAPTATION OF THE ICD TO SPECIAL NEEDS, WITH EMPHASIS ON NON-MEDICAL CERTIFICATION OF 
MORBIDITY AND MORTALITY 

Attention was drawn to the impossibility of obtaining medical certification for the majority 
of deaths in many less developed areas with low doctor/population ratios. It has been estimated 
that the proportion of deaths throughout the world for which the cause is certified by medical 
practitioners is at present somewhat less than 30%. There is a substantial demand for better 
classification schemes, for non-medical certification, and a special study should be carried out 
by WHO. However, this should not be allowed to inferfere with the orderly progress of work on 
the ICD. If this study is carried out, and proves successful, it may be possible to incorporate 
some of the special requirements for non-medical certification in the Ninth Revision. 

6. OTHER ACTIVITIES 

6.1 Compendium of recommendations, definitions, and standards 

The Group examined a draft compendium, prepared by WHO, of recommendations, definitions, and 
standards relating to health statistics. It was felt that the draft compendium gave some 
unnecessary historical details and recommendations and should be re-drafted in a more concise 
form. The compendium should be published as soon as practicable, preferably in loose-leaf form. 
It will have to be brought up to date from time to time. 

6.2 Code of surgical operations 

A draft classification of surgical operations and procedures has been prepared by WHO. 
It is suggested that the draft be circulated for comment to countries concerned, together with 
the code of operations published in the US adaptation of the ICD. Although WHO does not intend 
to submit the final draft for consideration by the International Revision Conference, the next 
preparatory meeting should consider the code and the comments received from Member States. 
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A WHO Study Group on Hospital Medical Records met in Geneva on 27-31 October 1969. 
Dr W. P. D. Logan, Director, Division of Health Statistics, opened the meeting on behalf of 
the Director—General. 

INTRODUCTION 

The Study Group was convened to undertake a general review of medical records activities 
on a broad basis. More specifically, its aims were as follows: 

(1) to examine existing practices in connexion with hospital medical records; 
(2) to discuss the basic principles involved in the handling and maintenance of 
medical records and to suggest guide-lines for the development and improvement of 
national and international programmes in this field; and 
(3) to indicate ways in which WHO might be able to stimulate development, 
modernization and research in the field of medical records in various regions and 
countries of the world. 

In preparation for the meeting of the Study Group, a questionnaire on the organization 
of medical records in hospitals was sent by WHO to many countries throughout the world to 
determine the present status of and practice with regard to medical records, medical records 
units, and medical records personnel• The questionnaire requested information on the following 
points : 

(1) the existence of medical records in hospitals at present; 
(2) regulations concerning medical records that have been issued 
by national authorities； 

(3) any standard medical record forms that have been designed, and the hospitals 
in which their use is obligatory; 
(4) the unit in the hospital that is responsible for the organization and maintenance 
of medical records; 
(5) the existence of recommendations or legislation concerning the length of time 
medical records should be kept following a patient's discharge; 
(6) the number of personnel concerned with medical records work in the hospital； 

(7) the existence of training facilities for medical records personnel； and 
(8) the organization or technical department responsible for medical records at the 
national level, with an indication of this department's responsibilities and recent 
activities in the field. 

Replies to the questionnaire were received from 103 countries. The information in the 
replies was summarized in a working paper that was furnished to the Study Group as background 
information. The information thus summarized will also be valuable for evaluation and follow-
up studies* From an analysis of this material it became clear that in many countries effective 
work is being carried out in the development of medical records at both local and national 
levels. 

Hospital records are of many types and constitute only part of the medical records 
dealing with the patient directly or indirectly. Owing to the great scope of the subject 
and the limited time available for discussion, the Group concentrated on the activity of the 
modern hospital medical records system. While agreeing to this limitation, some participants 
noted that out-patient services are an integral part of hospital work in many parts of the 
world and that in such areas out-patient records should be considered as part of modern 
medical record systems. 



1. THE RECORDING OF MEDICAL INFORMATION 

Necessity for and uses of medical records 

The necessity for medical records can best be illustrated by detailing the various uses 
to which they are put and the essential information that they provide. 

Clinical uses 

The medical record is first and foremost of value in the treatment of the patients, since 
it is a record of what the physician, nurse, social worker, and technician has personally 
observed and performed during the patientTs illness- It should also include the previous 
history of the patient so that every relevant fact is permanently available for reference. 

Education and research' 

When the quality of medical records is high the task of the student is simplified. 
Conversely, when the medical record is poor the student's task is made more difficult and 
his progress is impeded. 

Although much of the clinical information in patients' case records can be summarized, 
the summaries being of use in the initial stages of retrospective research, those undertaking 
research on a particular disease will wish to have available complete medical records of 
selected patients. 

Research in medicine and surgery depends to a great extent on the accurate recording of 
observations. At present many hospital records are totally inadequate for research purposes 
in that the basic information they contain can be retrieved only with extreme difficulty, 
either because of inadequate recording or because of the filing and storing methods used. 

Legal purposes 

It is recognized that the legal status of the medical record will vary from country to 
country. With the increasing litigation consciousness of the public the medical record has 
perhaps assumed, in recent years, greater importance as a legal document tha it had formerly. 

Hospital medical statistics 

The medical record is the basis of all hospital statistics on patient care. Consequently 
simplicity, standardization, and the attention of medical staff to quality and accuracy of 
recording are of paramount importance. The reliability of such statistics is dependent on 
good original medical records. 

Hospital administration and health planning 

Good medical records contribute to increased efficiency in the hospital service and 
information derived from them is of use to the hospital administrator in making decisions. 
Good records also provide information that is useful in planning future hospital services. 

Uniformity of medical records 

Present-day medical records do not meet present-day requirements in that they do not 
provide an efficient, accurate, and reliable method of storing medical data on patients or 
of making such data available to users other than the recording physician. Part of the 
difficulty lies in the lack of standardization of the data that are to be recorded, the form 
in which they should be recorded, and the format of the recording sheets. Such standardi-
zation would help to overcome some of the deficiencies. 



Problems exist in many medical records departments. Often there is an accumulation 
of information stored in narrative, tabular, or graphic form that has not been linked together 
or that can be retrieved only with difficulty. Standardized methods of linkage and retrieval 
could improve the situation. 

The advantages of standardized medical records and linkage and retrieval procedures 
include flexibility, interchangeability of records from one place to another, economies in 
printing costs, and a smaller inventory of forms. 

The Group suggested that consideration be given to standardizing medical records as 
follows : 

(1) at the national level, the size of the case folder, the size of medical record 
forms (inclusion sheets), and the content of the case summary should be standardized; and 
(2) at the hospital level, or within all hospitals of a hospital system, medical record 
forms of standard size and format should be developed (the use of international standard 
paper sizes should be considered), 

In relation to the problem of data needed for statistical purposes (morbidity-mortality 
returns), it was suggested that a statistical summary sheet should be prepared for each in-
patient, giving the following information： 

Minimum requirements 

Hospital case reference number 
Date of birth (or approximate age at admission where date of birth is not known) 

Dates of admission and discharge 
Status at discharge and type of discharge 
Principal diagnosis 

Highly desirable if resources permit and if relevant 

Other diagnoses 
Surgical operations 
Cause of death 
Marital status 
Admission diagnosis 

It would be desirable to maintain separate in-patient summary sheets for obstetric patients. 

Although the Group accepted the above list of basic requirements for in-patient records, 
it recognized that in some countries differences in practice in relation to out-patients 
and emergency departments may lead to considerable modification of the minimum requirements. 

Centralization of medical records 

Medical records should always be available when required by medical staff. The main-
tenance of records in individual departments of the hospital results in very little exchange 
of information from one specialty to another and also in unnecessary duplication of effort. 
It also means that there is no complete and accurate hospital index and no way of comparing 
the results of one physician with those of another, even within the same specialty. 
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2. ORGANIZATION AND METHODS OF WORK IN MEDICAL RECORDS DEPARTMENTS 

The responsibility of the medical records department is to provide services to the 
patients and to the medical officers and other hospital personnel. In every hospital there 
should be a central records office under the responsibility of a trained supervisor with a 
sufficient number of adequately trained personnel and a suitable training system for new 
staff. 

The chief medical records officer (librarian) should be graded as a departmental head. 
To assist him in the establishment of policies a medical records committee, of which he 
should be a member, should be established. The responsibilities of the chief medical record 
officer should be as follows: 

(1) to design, plan, and administer the medical records services of the hospital or 
health centre; 
(2) to co-ordinate and centralize all systems of records, indexes, and reports related 
to the care of the patient； 

(3) to plan the staffing, space, and equipment requirements of the department; 
(4) to establish procedures for the control, storage, and retrieval of records; 
(5) to plan dictation and transcription services and to design record forms; 
(6) to develop and institute methods for the collection and presentation of 
statistical data; 
(7) to plan and conduct in-service programmes of training for medical record 
personnel and to participate in the training of allied personnel in the uses of the 
records : 
(8) to recommend policies concerning the release of information from medical records; 
(9) to participate in research on medical record content and on patient information 
systems, to assist the medical staff in evaluating the quality of the records, and to 
develop methods for such evaluation; 
(10) to provide the medical staff with classification systems so that appropriate 
information may be retrieved from the records, and to assist them in scientific studies; 
(11) to collect the appropriate data for vital statistics, births, deaths, and noti-
fiable diseases; 
(12) to serve on medical-record and other committees, as appropriate, within the hos-
pital or health care institutions; 
(13) to prepare teaching material as requiredj and 
(14) to assist in determining methods of data linkage. 

However, careful consideration must be given to local requirements and the functions of 
medical records officers should be adapted to the needs of the hospital and area concerned. 

The Group suggested that a study be undertaken of ways in which medical records could be 
more adequately maintained in areas where patients go direct to the hospital rather than to 
a physician and where the usual quality of recording expected in hospital specialty practice 
is unlikely to be achieved. 

Indexing, filing, and retrieval 

The efficient filing and retrieval of medical records is dependent on (1) the indexes 
(e.g. name or diagnosis) used to locate the records, (2) the method of filing, (3) the control 
system for locating records not in the file, and (4) the filing equipment used. 



The quantity of medical records in a hospital makes a numerical filing system the most 
practical. This requirès a name index to permit the location of the medical record of a 
given patient and a diagnostic index to locate medical records of patients with a given 
diagnosis. 

In many areas where the low level of education of record clerks and a heavy patient load 
make alphabetical patient indexes impracticable, other methods (such as identification cards 
containing the patient's record number) are used. However, alphabetical indexes should be 
developed in such areas as resources permits 

In large filing rooms where medical records are active, the terminal digit method of 
filing is generally considered to be the most efficient. Economies of space and personnel 
time are achieved when shelves rather than filing cabinets are used for storing medical records. 

The Group felt that it would be of value to study the different methods of performing 
the routine procedures noted above, so as to identify those that are more efficient and to 
provide a base-line against which to evaluate procedures developed in the future» 

Diagnostic index 

The Group discussed several aspects of indexing and coding and suggested that, although 
large teaching hospitals must maintain a diagnostic index, this could be optional in very 
small hospitals (it might be possible for indexing to be carried out for the latter hospitals 
by a central agency). 

3. TRAINING IN THE FIELD OF MEDICAL RECORDS 

Training of medical and nursing staff 

Undergraduate medical education does not at present include enough instruction in the 
practical application of techniques used in the field of medical information and particularly 
in the field of medical records. The importance of national health statistics and how they 
are produced and of the legal applications of medical records should be made clear to medical 
undergraduates. Furthermore, physicians should be educated in modern methods of searching 
and editing medical information and medical students should, where possible, have organized 
visits to existing medical records departments where basic functions and techniques could be 
demonstrated and explained. 

The general recommendation of the Group was that WHO should undertake further studies of 
ways in which this apparent deficiency in medical education could be rectified. In this 
connexion, studies of the situation in different countries might be of value. 

It is also desirable that nurses and other paramedical personnel be instructed in the 
importance and use of medical records» 

Training of medical records personnel 

Medical records training programmes are vital to the provision of a sound and efficient 
medical records service• 

Different terms are used to describe personnel engaged in medical records work in 
different countries. Although these terms are not exactly equivalent and none of them 
adequately describes the work carried out, medical records personnel can be broadly classi-
fied into two categories - professional medical records officers (librarians), who are trained 
to supervise medical records departments, and technicians or records clerks who carry out 
routine medical records activities at hospital level• 



The training of personnel should be adapted to the functions they will have to fulfil -
e.g. in accordance with the functions of records departments in a given area. 

Short-term local courses would be of value for the basic grade of staff. However, there 
might be a shortage of teaching staff for such courses, since sufficiently qualified teachers 
might have extensive commitments and not always be available on demand• The long-term solu-
tion to the problem of basic grade staffing is a graded career structure with commensurate 
salary scales. For the professional grade, good hospital background experience is essential 
before personnel are selected for overseas training. 

In view of the wide variations in medical record practice from one country to another, 
it would be advisable to undertake studies of training schemes so as to identify the 
particular areas that should be covered at each level. It was further recommended that WHO 
consider the possibility of assisting governments to establish local training programmes in 
countries where this is felt to be a need. It is hoped that WHO will also find it possible 
to continue to organize training courses for medical records personnel and to provide fellow-
ships in this field. 

The Group considered that there is a need for the application of modern educational 
methods (audio-visual) techniques in medical records training courses, 

4. RESEARCH IN THE FIELD OF MEDICAL RECORDS 

In recent years little has been published on research on new subjects in the medical 
records field. Attempts are being made to find more efficient and effective ways of recording 
information in the medical record, although much of the progress has been evolutionary rather 
than the result of research. Furthermore, it is sometimes difficult to evaluate new pro-
cedures, owing to the many changes that may be brought about as a result of reorganization. 

The Group discussed possible projects such as "What is an adequate records system?" and 
considered that not enough effort is being devoted to simplifying medical records. It 
suggested that future research be devoted to records techniques and to teaching and training 
methods. 

Out-patient records and statistics have been neglected in many areas up to date. The 
sheer number of out-patients has possibly acted as a deterrent in this respect. It is 
recommended that WHO encourage and co-ordinate research on out-patient medical records and 
statistics. 

Further studies were recommended to determine whether more useful forms of indexing than 
the diagnostic index could be developed, and what their cost would be. 

During the past three years WHO has sponsored several studies of ways in which the quality 
of recording could be improved in drug monitoring services. If the form on which a patient * s 
clinical history is recorded were to include a space for recording any adverse effects of chemo-
therapy, useful information could be more readily extracted for use by national drug-monitoring 
centres. 

Computers and medical records 

Computers have been used during the past decade for hospital administration (ordering, 
salaries, bookkeeping, etc.), for medical research and statistics, and for laboratory auto-
mation. However, little work has been carried out on the total application of computers to 
medical records. One of the reasons for this may be the lack of definition of a medical 
record from the administrative and medical points of view, 

A computer system for medical records should be able to record, store, retrieve, and 
present both administrative and medical data. It should accept both alphabetic and numerical 
information. Further studies, analyses, and experiments on the total or partial application 
of computers to medical records are necessary. 



The Group recommended that in addition to the education of medical records officers and of 
medical personnel in the potential value of computers in relation to medical records the 
possibility of WHO establishing experimental practical units in selected areas was put forward. 

It would appear that no practical recommend at i on can be made on computer storage of records 
while the legal aspects of retention are in doubt. Furthermore, difficulties may arise where 
a signature cannot be stored» The Group.recommended that WHO consider the possibility of 
devoting further attention to such problems. 

Consideration should also be given to training of staff in data processing methods that 
will be essential to the medical record department of the future. 

5. WHO ACTIVITIES IN THE FIELD OF MEDICAL RECORDS 

When the assistance of WHO is requested in a particular area (e.g. where help is needed 
in solving problems of personnel training) it would be valuable, wherever feasible, to assess 
the problem on both a regional and local basis. Further activities of WHO in the following 
areas would also be of values (1) the standardization of medical record terminology; (2) 
studies of different systems of indexing and numbering records, and of their relative costs 
in relation to filing and retrieval； and (3) the analysis of present practice in the teaching 
of techniques for handling medical records, and the further development of such techniques. 

The Group also recommended that an international information and reference centre be 
established for the purpose of receiving, collating and disseminating information from research 
articles in medical records throughout the world, and that considerable benefit could be 
obtained from the inclusion of medical records research articles in WHO publications. It 
may be that if such an information centre could be established a more selective project could 
be considered by WHO into certain disease documentation which may from time to time carry a 
higher priority in terms of need, such as cancer, chest diseases and mental health disease 
records, 

6. CONCLUSIONS AND RECOMMENDATIONS 

The conclusions and recommendations of the Group are summarized below for convenience. 

Medical records are essential for proper medical care of the patient and in addition are, 
either directly or after consolidation into summaries, useful in medical education, research, 
hospital administration, and health planning and as a basis for hospital medical statistics. 

It would be desirable to standardize not only medical record forms but also the type of 
data collected, methods of linking records of a given patient, and methods of retrieval# 
Standardization might help to overcome some of the deficiencies of present-day medical records. 

Consideration should be given to standardizing medical records at the national level (the 
size of case folders, the size of record forms /inclusion sheets/, and the content of the case 
summary) and within the individual hospital or within all hospitals of a system (medical 
record forms of standard format and size should be developed, consideration being given to 
international standard sizes of paper). 

A standard statistical summary (morbidity-mortality return) should be prepared for each 
in-patient; this summary should contain: 

As minimum requirements 

Hospital case reference number 
Date of birth 
Sex 
Date of admission and discharge 
Status at discharge 
Principal diagnosis 



If resources permit and when relevant 

Other diagnoses 
Surgical operations 
Cause of death 
Marital status 
Admission diagnosis 

Record linkage, both within the hospital and on a wider basis, is of great importance 
for the future development of long-term medical care and for the use of the medical records 
in epidemiological and genetic studies, public health planning, and other fields. 

In every hospital there should be a central records office under the supervision of a 
trained medical records officer (or librarian) who should be graded as a department head. 
A medical records committee should be established as a policy making body and to ensure inter-
departmental co-ordination. The medical records supervisor should be a member of this 
committee. 

The duties of the medical records officer (or librarian) should be as follows: 

(1) to design, plan, and administer the medical records services of the hospital or 
health centre; 
(2) to co-ordinate and centralize all systems of records, indexes, and reports related 
to the care of the patient; 
(3) to plan the staffing, space, and equipment requirements for the department; 
(4) to establish procedures for the control, storage, and retrieval of records; 
(5) to plan dictation and transcription services and to design record forms； 

(6) to develop and institute methods for the collection and presentation of statistical 
data; 
(7) to plan and conduct in-service programmes of training for medical record personnel 
and to participate in the training of allied personnel in the uses of the records; 
(8) to recommend policies concerning the release of information from medical records; 
(9) to participate in research on medical record content and on patient information 
systems, to assist the medical staff in evaluating the quality of the records, and to 
develop methods for such evaluation. 
(10) to provide the medical staff with classification systems so that appropriate 
information may be retrieved from the records, and to assist them in scientific studies; 
(11) to collect the appropriate data for vital statistics, births, deaths, and notifiable 
diseases； 

(12) to serve on medical-record and other committees, as appropriate, within the hospital 
or health care institutions. 
(13) to prepare teaching material as required； and 
(14) to assist in determining methods of data linkage. 

Undergraduate medical education should include instruction in the field of medical records, 
the importance of national health statistics, and the legal applications of medical records. 
The Group recommended that WHO should study ways in which this apparent deficiency in medical 
education might be rectified. With regard to the training of medical records personnel, it was 
suggested that studies should be undertaken on teaching and training techniques, and on the 
particular skills required of medical records personnel. Such studies would serve as a guide 
to the development of training courses. It was also suggested that WHO consider the possibi»-
lity of assisting governments in the establishment of local training programmes in countries 
where they are felt to be a need. 



In recent years little has been published on research on new subjects in the medical 
records field. Although attempts are being made to find more efficient ways of recording 
information in medical records, most of the progress has been evolutionary rather than the 
result of direct research. General research on medical records methods should be encouraged. 

Many hospitals contain large out-patient departments and the records produced by these 
departments are properly part of the medical records of the hospital. Furthermore, there 
have been few studies of the problem of out-patient records and their utilization. The Group 
recommended that research and development in this field should be encouraged and suggested that 
WHO could play a role in encouraging and co-ordinating such research. 

Comparatively little work has been done in the field of medical records for hospitals 
primarily concerned with long-lasting conditions such as cancer, tuberculosis, and chronic 
psychiatric illnesses, and the Group suggest that WHO encourage studies of the medical records 
problems of such institutions. 

It would be of value to study different routine procedures for indexing, filing, and 
retrieving medical records, in order to identify those that are most efficient and to provide 
base-line data against which future improved procedures could be evaluated. The Group also 
recommended studies to determine whether more useful forms of indexing than the diagnostic 
index could be developed, and what their cost would be. 

Since computers will be used to an increasing extent and will ultimately be of major 
importance in the field of medical records, both medical personnel and medical records 
personnel should be trained in their potential value and use. Further studies in this area 
are needed, and field trials of the application of computers to medical records should be made 
in different* areas of the world. The Group recommended that WHO consider encouraging and 
co-ordinating such trials. 

In medical record terminology there is wide divergence in the meaning and usage of 
apparently standard terms from one country to another, and studies of this problem should be 
undertaken. It is to be hoped that ultimately an internationally accepted glossary of terms 
will be published. 

The Group was unanimous in recommending that an international information and reference 
centre be established for the purpose of receiving, collating and disseminating information 
from research on medical records throughout the world. They felt that since WHO was the 
logical organization for this purpose, it should consider organizing and establishing such a 
centre. 


