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Hospitals are assuming a large and increasing proportion of the costs 

of health services of countries. They may be compared to industrial 

undertakings in terms of number of employees, capital investment and run- 

ning expenses, and it is therefore important that they are operated in the 

most efficient manner. Careful analysis of the use of hospitals and of 

the provision of the various kinds of services rendered is consequently 

indispensable for hos~ital administration and for the general health ad- 

ministrator on the local and national level. Hospital statistics are 

becoming of increasing importance as a means of analysing expenditure pat- 

terns of hospitals, morbidity conditions diagnosed znd treated and for 

health planning and medical research purposes. The evaluation of the 

performance of such a complex institution as a modern hospital requires 

a system of detailed and continuous recording, storage of information and 

periodic statistical reports and analyses. The present document deals 

with the medical aspects of hospital records, their evolution and applica- 

tion for health administration. 

I1 USES OF HOSF'ITAL RECORDS 

The in-patient hospital record, as a source document for the collection 

of statistics for use in health administrations, today assumes a new im- 

portance at the international level with the advent of modern methods of 

collecting, tabulating and interpreting vital and hospital morbidity sta- 

tistics. Data contained in the mediczl record has many well-recognized 

values; it serves the patient in his present illness end may be of further 

value should he become ill at some future time; it serves the hospital and 

its medical staff, and it has a definite and important place in the field 

of medical research and health administration. In general, hospital records 

have not played as important a part in medical research and health adminis- 

tration as would be desirable and progress, although commendable in some 

areas, has been all too slow and available material for study greatly limited 

and in some areas non-existent. 

Hospital in-patient records usually contain most valuable and reliable 

information on the nature and course of a disease. Although they cannot 

provide a picture of the total morbidity, hospital statistics are valuable, 

especially as a source of information on the prevalence, inside hospitals, 



of the most important disease in a community. Information on the frequency 

of certain debilitating diseases representing a constant threat to life, 

productivity and the well-being of the population, can give valuable guidance 

in planning health and welfare programmes. As a rule, hospital records give 

information on sex, age, home address, profession and many other details from 

which far reaching conclusions of social and medical interest can be drawn. 

The most important, comprehensible and reliable source of morbidity statistics 

is provided by hospital. statistics based on diagnoses from in-patient hospital 

records. 

The evolution of the medical record runs parallel with the history of 

medicine snd has continued unbroken from the earliest beginning to the 

present time even thocgh greater progress has been made in some periods than 

in others. For many years the only medical records kept were those in a 

register in which the patient's name, address, disorder, dates of admission 

and discharge were recorded with the result on discharge and the ~atient's 

financial status. Today such registers are still widely used but have been 

supplemented by variovs forms such as case histories, repcrts of laboratory 

and X-ray examinations, the vital slgns record, progress reports and surgical 

reports. Medlcal records, in some form, exist to a greater or lesser degree 

in all countries bit orgsnizational difficr1lties are encountered. To recom- 

mend a medical records system that would be of regional applicability at this 

time is not possible. However, there are certain guidelines and basic 

principles of record keeping that can be given. 

I11 RED-TS FOR Ah1 ADEnUM"I' HOSPITAL RECORDS SYSTEN 

Before inst~tuting or reorganizing any hospital medlcal records system, 

a thorough review and analysis of present procedures m m t  be undertaken by 

the administrator, interested medical staff members and persons technically 

competent in statistics and medical records. 

The following hospltal registries and medical record forms are necessary 

if ar! adequate medical records system is to be maintained: 

1. Admission registry containing the following minimum information, in 

shronological order: 

Name of patient 

Address 

Sex 



Age 

Date of admission 

Diagnosis 

Date of discharge and status on discharge (alive - dead) 

A common use of the admission registry is ,also that it serves as a 

numbering registry and thereby facilitates diagnostic indexing. 

2. Master patient index cards, filed in alphabetical order, containing 

the following minimum information: 

Name of patient (and nearest relative) 

Hospital No. 

Address 

Age / Sex / Marital status 
Space for dates of admission and discharge. 

3. Hospitalization summary sheet or admission and discharge sheet initiated 

on admission and completed on discharge to contain the following information: 

a. Personal characteristics: name, address, age, sex, marital status, 

nearest relative, occupation, financial pay status, dates of 

admission and discharge. 

b. Admission diagnosis. 

c. Discharge diagnosis, including complications and other diagnostic 

findings. 

d. Name and date of operative procedure. 

e. Condition on discharge (alive - dead). 

f. If death - autopsy (yes - no). 
4. History sheet to contain date of onset of disease, symptoms and history 

of present illness. 

5. Report of physic81 examination. 

6. Laboratory report sheet. 

7. X-ray report sheet (if applicable). 

8. Operative report. 

9. Physicians order sheet and progress notes. 

10. Vital sips record (temperature, pulse and respiration charts). 
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11. Nurses bedside notes. 

12. Desirable but not absolutely essential are the following registries: 

a. Registry of blrths: to contain all information required on legal 

birth certif~cate. 

b. Registry of deaths: to contain rill informl-tion required on legal 

death certificate. 

C. Registry of operations. 

d. Registry of foetal deaths. 

The various hospital departments that will be involved in recording 

procedures are the admission department, nursing, medical staff, X-ray and 

laboratory departments and other adjunct departments which m?.y exist such 

as physical therapy department. In other words, almost a11 departments of 

the hospital are to a greater or lesser extent involved with the ~atient 

and therefore medical recording procedures must exist for these departments. 

All forms used for medical recording should be reviewed with a view to 

standardization of size, content and quality of paper used. Forms should 

not be cluttered with information that is not of some u-se. Too much empha- 

sis carnot be placed upon the need to develop forms that will promote good 

medical records from the point of view of conformance to good standzrds plus 

adaptatian to the individual hospital's needs. Forms sho1:ld be kept simple, 

and few in number to provide flexibility and reduce record bulk so as to 

take up less filing space. 

Up to this point there hzs been no mention of the final disposition of 

the medical record once the patient has been discharged. In order'to make 

the collection of statistical data.as simple as possible, it is most desira- 

blezto have a-centralized.medica1 reccrds office where all discharge hospital 

records are automaticelly sent. From a flow chart, which will show the 

movements of the patient and his individual records from the admitting de- 

narhent*spital w a r d 9 t h e r  department-ischarge, it 7s possible 

to list in tabular form the respective functions of the admitting d~part.nlent, 

the nursing unit and the medical records department. It is very essential 

that a liaison exist between the admission office, where all admissions and 

discharges are recorded, and the medical records office so that proper checks 

can be made to be sure all discharge records zre received. Forthis purpose 

a daily admission and discharge list should be compiled in the edmission office 



with a copy sent tz the records office. Fromthis list it is also possible 

to make up the daily hospital census report, and from these daily census 

reports, monthly repo~ts for the medical staff and 3dministrator are compiled 

concerning admissions, discharges, births, deaths, total hospital days, 

percentage of occupancy, etc. Before such r̂  censi3s reporting system can 

be organized it is necessary to define certain hospital terms which are used 

in censlls reports such as - what constitutes an admission, what is a hospital 
bed, what is meant by bed capacity, what is a patient day, etc. Witho~?t r̂  

uniform set of hospital definitions a prooer hospital censlL.s system cannot 

be set up. The responsibility for compiling the overall census of the 

hospital varies with different institutions. This may be the responsibility 

of the admitting department, the business office or, in a few &stances, the 

medical records librarian. Whether compilation of the census Ls the specific 

duty of a medical records librarian or not, he should know the principles 

involved in their compilation. 

IV ANALYSIS OF HOSPITAL RECORDS 

In order to give a picture of the type of illnesses cared for by the 

hospital and their end results, some type of analysis of hospital service 

is necessary. Such analyses are usually done on a daily cumulative basis 

from the individval patient records completed at the time of discharge. 

The assignment of service in the discharge analysis can be done in either 

of two ways; it may be based on the final diagnosis on discharge, or on 

the service treatj~ng the patient in a hospital which has organized ae- 

partments. As a minimum, three basic services should be reported, medicine, 

surgery and obstetrics. A newborn service is also necessary for statistical 

purposes but should be reported separately. Using the daily census report 

and cumulative daily analysis of hospital services along with reports from 

the adjunct departments, X-ray, laboratory, surgical deuartment, etc., a 

comparative monthly report of professional performance can be compiled and 

also a detailed monthly analysis of hospital services. These reports can 

be kept monthly on a cumulative hasis and wo~;ld make i:p the annual reoort 

with comparison from the prev'oa~s year. 

More detailed statistical information for use by the medical staff, ad- 

ministrator or the varlous reporting agencles can be obtained directly from 

the medical records themselves. The Manual of the International Statistical 

Classification of Diseases, Injuries end Ca~ises of Death published by WHO, 



can be i~sed for indexing hospital records for this purpose. To implement 

the International Classification of Diseases, indexes of dlseases and 

operations should be set up. These indexes are not only the key to the 

location of records of patients with variol~s diseases for plirposes of 

study and research but are also cseful in compiling certain statistics about 

medical care given in the hospital. 

The main puraose of filing hospital reco~ds is to facilitate complete 

and quick retrieval of nertinent information from them whenever the need 

arises. Four main steps are involved in this filing process: 

1. Organizing the material on each patient, to arrange it in a convenient 

manner; 

2. Identifying each record; 

3. Placing the records in the file; and 

4. Keeping track of them when they are withdrawn from the file. 

V EDUCATION Ah?) TR4INIM OF MEDICAL RECORDS OFFICERS AND OTHW PERSONNEL 

It can be conclllded from the foregoing that medical record keeping is 

a highly comalex field and the medical records librarian is becoming an 

increasingly important person in the hospital today. In order to organize 

and properly stlpervise a medical records de~artment, it is necessary that 

educationally qualified individuals be trained in medical records library 

science, a relatively new field which requires a background in the business 

and medical field to deal with the complexities of this profession. Pro- 

ficiency in typing and various business office procedures are necessary along 

with a basic kqowledge of the history of medicine, anatomy and physiology, 

medical terminology, medical scienceprinciples of disease classification, 

coding and indexing, medical statistics, departmental organization and 

mznagement. 

Before any medical records programme can be started responsible hospital 

administrative officrals and medical staff must be d'cated as to its need 

and once it has been determined that such a need exists and reorganization 

of present systems are necessary, technically competent persons in the medical 

records and medical statistical field should meet with hospital officials 

interested in improving their medical records system and render advice based 

Jn thorough studies and review. No such ambitious scheme can ever be embarked 



upon without the total co-operation of an interested medical staff. A most 

important prereqilisite to the establishment of a soud medlcsl records system 

is that increasing or new em~hasis must be  laced on proper medical recording 

procedvres in the training period of the physician and other paramedical 

personnel. 

VI HOSPITAL RECORDS AS A LINK IN THE hIATION@L HECLTH STP.TISTICS SYSTEM 

The following comment was made at the Conference on Hospital Statistics 

and their Application in Health Administration, sponsored by the WHO Regional 

Office for Europe and held in Geneva in November 1958: "In view of the fact 

that hospital statistics in so many countries are compiled from medical 

records designed for local u.se, it is indeed astonishing that national health 

administrations, with apyarently very few.exceptions,.do not collect this 

valuable statistical material Ln nation-wide surveys". 

The Seminar on Vital and Health Statistics, organized in 1963 by the 

WHO Regional Office for the Eastern Mediterranean, found that acci.+rate 

health statistics, so essential for soilnd economic and social development, 

are very limited in the countries of the Region. Hospital morbidity sta- 

tistics were dealt with in more detail at a Group Meeting on Vital and Health 

Statistics held .in Alexandriz in 1965. This Meeting was of opinion that 

conditions in the countries of the Region generally allow the development 

of hospital morbidity statistics and supported strongly L5e i.sefrlness of 

such development. The Meeting recommended the establishment in all large 

hospitals of a record room and the employment of a full-time records officer 

to be in charge of recording and reporting. 
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