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Medical records are an essential component in the effective management of patients' 
health care. The medical record contains the information needed to plan, provide, and 
evaluate the care given to the individual, it serves as a tool for communicating information 
to all the health personnel who deal with the patient, and it contributes to the continuity 
of patient care. To fulfil these functions successfully requires not only that the 
medical record meet certain minimum standards but also a system for making the information 
contained in the records available when needed. 

Over the years, a number of Member States have expressed the desire that the World Health 
Organization (WHO) prepare guidelines which could orient the development of national policies 
regarding medical records and which would also be useful to senior medical record staff 
working in hospitals. In addition, various working groupsl,2,3* have explicitly or implici~ly 
recommended that WHO undertake this important task. 

Recent resolutions of the World Health Assembly have contributed to the importance of 
having guidelines of this type and to the urgency of their publication. 

One series of resolutions (WHA28.88, WHA29.74, WHA30.43, WHA30.48, WHA3l.34, WHA32.25, 
WHA32.30, WHA32.42) deals with actions that must be taken in support of the goal, "attainment 
by all citizens of the world by the year 2000 of a level of health that will permit them to 
lead a socially and economically productive life". The major emphasis is directed to 
providing primary health care to underserved populations as a part of a country·s comprehensive 
health services. Programmes for expanding primary health care will, however, have an impact on 
health care institutions of all levels and the existence of efficient and effective medical 
record systems assumes added importance. 

Resolutions WHA30.46 and WHA3l.20 stress the importance of Member States establishing 
or strengthening their health information systems to support the development, implementation, 
and evaluation of health services. Medical records constitute an important source of data 
not only for routine reporting systems but also to respond to ad hoc requests. Medical 
records must be complete, accurate, and available if they are to serve these information 
systems effectively. 

2. Scope and underlying philosophy of the Guidelines 

In preparing the Guidelines, it was fully recognized that countries vary considerably in 
the organization of their health services, in the level of development of their medical 
records, and in the availability of resources, including health manpower of all kinds. 
Although in some situations it may not be possible to maintain any type of medical record, 
it was felt that the Guidelines should be based on the conviction that some type of record 
should be prepared. 

In an effort to keep the Guidelines within a manageable size, the focus was limited to 
records of the health and treatment of individual patients or persons. This encompasses the 
records of individuals who are well and the records maintained by non-physician health 
personnel. Other types of health records such as immunization records, family records which 
solely describe the home environment and the family members which form it, health survey 
records, etc. are, however, not included. Reporting systems based on medical records are 
also omitted. The importance of these records and reports is not questioned. 

It was further decided that the Guidelines should address general~ basic principles 
which are achievable, if not immediately, at least in the near future. This means that 

'k 
See Bibliography. 
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of patient care. To fulfil these functions successfully requires not only that the 
medical record meet certain minimum standards but also a system for making the information 
contained in the records available when needed. 

Over the years, a number of Member States have expressed the desire that the World Health 
Organization (WHO) prepare guidelines which could orient the development of national policies 
regarding medical records and which would also be useful to senior medical record staff 
working in hospitals. In addition, various working groupsl,2,3* have explicitly or implici~ly 
recommended that WHO undertake this important task. 

Recent resolutions of the World Health Assembly have contributed to the importance of 
having guidelines of this type and to the urgency of their publication. 

One series of resolutions (WHA28.88, WHA29.74, WHA30.43, WHA30.48, WHA3l.34, WHA32.25, 
WHA32.30, WHA32.42) deals with actions that must be taken in support of the goal, "attainment 
by all citizens of the world by the year 2000 of a level of health that will permit them to 
lead a socially and economically productive life". The major emphasis is directed to 
providing primary health care to underserved populations as a part of a country·s comprehensive 
health services. Programmes for expanding primary health care will, however, have an impact on 
health care institutions of all levels and the existence of efficient and effective medical 
record systems assumes added importance. 

Resolutions WHA30.46 and WHA3l.20 stress the importance of Member States establishing 
or strengthening their health information systems to support the development, implementation, 
and evaluation of health services. Medical records constitute an important source of data 
not only for routine reporting systems but also to respond to ad hoc requests. Medical 
records must be complete, accurate, and available if they are to serve these information 
systems effectively. 

2. Scope and underlying philosophy of the Guidelines 

In preparing the Guidelines, it was fully recognized that countries vary considerably in 
the organization of their health services, in the level of development of their medical 
records, and in the availability of resources, including health manpower of all kinds. 
Although in some situations it may not be possible to maintain any type of medical record, 
it was felt that the Guidelines should be based on the conviction that some type of record 
should be prepared. 

In an effort to keep the Guidelines within a manageable size, the focus was limited to 
records of the health and treatment of individual patients or persons. This encompasses the 
records of individuals who are well and the records maintained by non-physician health 
personnel. Other types of health records such as immunization records, family records which 
solely describe the home environment and the family members which form it, health survey 
records, etc. are, however, not included. Reporting systems based on medical records are 
also omitted. The importance of these records and reports is not questioned. 

It was further decided that the Guidelines should address general~ basic principles 
which are achievable, if not immediately, at least in the near future. This means that 

'k 
See Bibliography. 
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other than a brief mention of chronic disease records~ the specific needs of special programmes 
or institutions are not covered. 

Finally, it must be emphasized that the intent of the Guidelines is to facilitate the 
development of national policies and procedures on medical records. If they are to be useful, 
the Guidelines must be adapted to the needs and resources of the health care system of each 
country. This is no easy task. 

3. History and organization of the document 

In 1973~ the Regional Medical Record Officer of WHO's Regional Office for the Eastern 
Mediterranean prepared a document, "Guidelines for Medical Record Practice", which detailed 
concepts and procedures related to hospital medical records. Copies of this document were 
circulated to officers of the International Federation of Medical Record Organizations for 
their comments and suggestions. Their responses were carefully reviewed and a revised 
document was prepared. 

Concurrent1y~ however, the need to study the situation on non-hospital medical records 
became increasingly apparent and a working group was convened to develop guidelines for 
primary health care records. These guidelines were primarily in the form of principles that 
should be considered in the development of po1icies2• 

Since the two approaches - procedure and policy - complement one another, it was felt 
that a document which combined both would be most useful to Member States. 

The development and promulgation of national principles, policies, and procedures for 
medical records cannot, and should not, be done by medical record practitioners alone. The 
opinions and needs of those who contribute to the content of the record and who use it must be 
sought and considered if the record system is to be acceptable to them. Since the policies 
adopted will have short- and long-term implications on resources (staff, training, equipment, 
supplies, space) needed to support the system, those responsible for programmatic decisions 
and for resource allocation should be involved in the policy development process. 

The present document contains two main parts: 

• Part I deals with principles and policies related to medical record systems for all 
levels of health care institutions and draws heavily and expands on the guidelines 
proposed in the Report of a Working Group on Primary Health Records2• Doc~7nts which 
contain national medical record policies and standards were also consulted • Part I 
is designed to provide a general orientation to the individuals who will be involved in 
the policy-making process. Accordingly, an effort has been made to present the points 
and possible alternatives as concisely as possible, referring the reader to Part II for 
further details. 

• Part II explains certain points presented in Part I and contains medical record 
procedures which illustrate ways in which policies might be implemented. The 
procedures relate primarily to hospital medical records, the type of record system 
which has been best developed and for which the greatest consensus exists as to its 
characteristics. Many of the procedures, however~ are applicable, or can be easily 
adapted, to record systems in other health care institutions. 

While it is hoped that the Guidelines will be useful, informative, and even instructive, 
they do not pretend to constitute a textbook on medical record practice. Such textsS-13 

are included in the bibliography which has been provided to assist readers in locating sources 
of additional information. 

1:'1 .. [ .. ~" ; 
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PART I PRINCIPLES AlID POLICIES 

Written policy statements regarding medical record should serve several purposes. They 
can: 

• orient patient care 
• establish a basis for the evaluation of the medical record programme 
• help estimate current and future staff, equipment, and supply requirements 
• provide orientation to health facility planners and architects 
• identify training needs 
• improve decision making by reducing the number or arbitrary or conflicting decisions 

Certain policies, e.g., that medical record forms be standardized, can give rise to new 
areas of responsibility and activity. 

Given the importance of these policies and the consequences they can have, they must be 
the product of careful study. There will be many areas where a policy already exists 
(although perhaps not in writing) or where one is readily established. There will be other 
points where, for a variety of reasons, it will be necessary or desirable to delegate the 
establishment of a policy to the facility or service concerned. There may also be points 
where further consu1tation~ study and experience are needed before a policy decision can be 
made. 

As in all other fields of endeavour, policy-making for medical records is a dynamic 
process which never ends and this should be recognized and accepted from the outset. It is 
often better to promulgate a basic set of policies and announce that additions and improve
ments to them will be made, taking into account experience, than to delay publication until a 
total, finished product is available. This requires that a mechanism for the continuous 
review and updating of policy should be established. 

Policies are needed both at a national level and the institutional level. National 
policies will generally be broad while institutional policies will be more detailed and 
specific. 

Part I is divided into four sections: general considerations, the medical record, 
management of medical record, and organization of medical record services. 

1. General considerations 

Useful policies for medical record practice can be established only when there is 
agreement on the purposes the medical record is to serve and the position of medical records 
in the national health information system, knowledge of the legal and regulatory requirements 
relating to these records, and, most important, a clear understanding of the health care 
system that the medical records are to serve. 

1.1 Purposes or uses of the medical record 

A medical record is not an end in itself and its design should reflect the uses it is 
to be given. For each level or type of health care facility, consideration should be given 
to the use, if any, that will be made of the record for: 

• patient care 
• education 

• research 
• evaluation 
• statistics 
• administration/

management 

communication within facility; communication between facilities 
disciplines involved (e.g., physicians, nurses, etc.); use to be 
made (retrospective review of records, recording by students on 
affiliation, inservice education) ; patient education 
clinical, health services (administrative); retrospective, prospective 
patient care evaluation; programme surveillance (monitoring) 
morbidity statistics; utilization statistics (service statistics) 
data on costs, productivity, drug and supply utilization 
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Consideration should also be given to the resources that will be required and the 
responsibilities that must be assumed by the members of the health team to fulfil each of 
these purposes. If resources are limited, priorities will have to be established and agreed 
upon. The responsibilities of physicians, nurses and other health care providers, of 
administrative personnel, of medical record personnel must be defined. 

1.2 Position of medical records in the national health information system 

The increasing importance that many countries are g~v~ng to national health information 
systems (NHIS) makes it desirable to clarify the position of medical records within ito 

Medical records are an essential element in the decision-making process associated 
the care of individual patients. Medical records are needed for this purpose whether 
there is a national health information system. This patient information system is so 
important in the health delivery process that many feel that it should be considered a 
subsystem of the NHIS. 

with 
or not 

It is equally clear that medical records, as a source of morbidity and health services 
data, are an important component of the statistical subsystem of the NHIS o This is a 
secondary use of medical records and the demands on the medical record system for this purpose 
should not jeopardize the fulfilment of the primary objective which is patient care. 

Since medical records playa dual role in the NHIS, it is 
affecting them be made by a team which includes all interested 
physicians, statisticians, medical record practitioners, etc. 
of all subsystems be reconciled within the limitations of the 

important that decisions 
parties - programme managers, 
Only in this way can the needs 

resources available. 

Ministries of health and other health care organizations that operate a number of 
institutions should recognize that once medical record policies are promulgated, requests for 
technical assistance will be directed to the central level by facilities that wish to improve 
their medical record services. It is highly desirable that a qualified medical record 
practitioner be appointed at the central level to assist in providing the advice requested and 
also to identify the need for updating and modifying medical record policies and standardized 
forms. 

1.3 Medico-legal considerations 

Early in the process of establishing medical record policies it is important to review 
the laws and regulations relating to medical records which govern the institutions for which 
the medical record system is being developed. A review of the code of ethics of the national 
medical society and of other professional groups is also helpful. 

Where laws and regulations exist, these can have a direct impact on how medical records 
are created and maintained. Where the laws and regulations are silent, the need for 
establishing policies may take on added importance. 

This review can be a difficult and time-consuming task, particularly in those countries 
where it has never been done. The results are rewarding, however, since it will ensure that 
the policies developed conform to the legal requirements of the country and are not solely 
the reflection of practices of other countries whose laws may have a different basis. The 
need to propose new, or modify existing, laws and regulations may also become evident. 

Points covered can include: 

• Obligation to create/maintain medical records or secondary records (e.g., admission 
register) 
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• Ownership of the medical record and rights of access of the patient to it. In many 
jurisdictions the institution that created the record owns it. The patient mayor may 
not have legal right of access to it. 

• Confidentiality. In most jurisdictions the information acquired in a doctor-patient 
relationship is confidential or ~rivileged communication that may not be disclosed by 
the physician except upon the consent of the patient. This status may also be 
extended to the information contained in the medical record. 

• Release of information from records. The law usually specifies what: (1) conditions 
(e.g., injuries, poisonings, abortions) must be reported to the police or other legal 
authorities; (2) communicable and other notifiable diseases must be reported to health 
authorities; (3) events (births, deaths, fetal deaths) must be reported to civil 
authorities, either directly or through the family. All these reports may be made 
without the patient's consent. The facility is also obliged to provide information in 

response to a court order. 

• Consents or authorizations. Consents or authorizations can relate: (1) to the 
treatment of the patient (eog., consent for surgical operation, sterilization, diagnostic 
procedures, release against medical advice, donation of organs) or to performing an 
autopsy on his remains (when there is no legal requirement that this be done, i.e., 
coroner's case); (2) to the release of information from the medical record. The laws 
or regulations may specify who may give a consent or authorization in each of these 
instances and may indicate how special cases, e.g., incompetent adults or emancipated 
minors (individuals who have not reached the age of majority but who do not live 
under the parental roof) should be handled. 

• Retention of records. The length of time that medical records or other records should 
be retained by the health care facility may be stated explicitly or may be derived from 
the period during which legal proceedings can be instituted and for which the medical 
record may be required as evidence. 

• Admissibility as evidence. The law (or court rulings) may indicate whether tbe 
medical record is admissible as evidence in courts and whether or not microfilmed 

records are admissible. 

See also Part II, Section 11. 

1.4 Description of the health care system 

Essential to the definition of a medical record system is a clear understanding of the 
health care system it is to serve. The philosophy, programmes, organization, approaches, 
and priorities of the health care system as a whole, and the characteristics of the facilities 
and staff that form it should all be described. 

Policies and procedures must be based on this knowledge and on a realistic appraisal of 
the resources available. 

2. The medical record 

2.1 Individual unit records 

If an individual is to be provided continuous, comprehensive care, it is essential that 
a health record be maintained. To help ensure that the care is comprehensive, both 
preventive and curative records (eog., family planning, antenatal, tuberculosis) should be 
integrated into a unit record. To help ensure that the care is continuous and to avoid 
unnecessary duplication of effort, information from all clinical departments, both inpatient 
and outpatient, should be centralized in a single record. 
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1.4 Description of the health care system 

Essential to the definition of a medical record system is a clear understanding of the 
health care system it is to serve. The philosophy, programmes, organization, approaches, 
and priorities of the health care system as a whole, and the characteristics of the facilities 
and staff that form it should all be described. 

Policies and procedures must be based on this knowledge and on a realistic appraisal of 
the resources available. 

2. The medical record 

2.1 Individual unit records 

If an individual is to be provided continuous, comprehensive care, it is essential that 
a health record be maintained. To help ensure that the care is comprehensive, both 
preventive and curative records (eog., family planning, antenatal, tuberculosis) should be 
integrated into a unit record. To help ensure that the care is continuous and to avoid 
unnecessary duplication of effort, information from all clinical departments, both inpatient 
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A unit medical or other health record normally implies that all health documents in an 
establishment relating to an individual are filed together in a single folder which has been 
uniquely identified. The potential advantage of every individual having a health record 
Which accompanies him to each health care facility or delivery point from which he seeks care 
is recognized. However, the logistics of transferring the record are difficult, particularly 
in countries where communications are lengthy and transport slow, infrequent, or unreliable. 
The concept of a unit medical record may, therefore, often have to be limited to each patient 
having a single record file at a given health care facility (health centre, dispensary or 
hospital). 

If the record is not transferred from one health care facility to another, provision 
should be made for communicating that information Which is needed to care for the patient. 
Referral forms, copies of case summaries, and patient-held records are examples of methods 
that might be used. 

2.2 Initiation of record 

Each country should establish a policy regarding the initiation of health records. 

In principle, an individual unit health record should be initiated for every person Who 
seeks either preventive or curative 
health centres for specified groups 
likely to receive limited services. 
unit record is not created. 

services. However, this requirement may be waived in 
of individuals, e.g., those who are transient, only 
A record will be made of each such contact even if a 

Similarly, in hospitals, the scarcity of resources may dictate that an individual unit 
record (Which implies a folder, a number, a name index card) not be created for casualty/ 
emergency patients or general outpatients or normal newborns. For the two types of 
ambulatory patients mentioned, separate, simple records or registers may be necessary; the 
normal newborn's record forms would be filed within his mother"s record. See also Part II, 
Section 6. 

2.3 Patient-held records 

Records handed over to the custody of the person to which they relate contribute to 
continuity of care. Antenatal records, infant growth and development charts, tuberculosis, 
diabetes, asthma, and immunization records are examples. They can overcome difficulties 
of identification and record retrieval, thus reducing waiting time and stimulating patient 
cooperation. If, however, no corresponding record is retained by the health worker or by 
the health care facility, it is difficult to supervise the worker or to evaluate the services 
provided. The combination of a simple patient-held record and a health centre based record 
meets both types of need. 

2.4 Content of record 

The health record should support the philosophy of care Which the country wishes to 
provide. The record should therefore be designed to reflect the health priorities, the 
activities to be carried out, and the identity and status of the health personnel responsible 
for the care given. A first step must be to define the functions to be performed at each 
level of care and what recording is required. 

As a minimum, each record should contain: (1) sufficient information to identify the 
patient (the items required will depend on varying factors such as cultural patterns) ; 
(2) date of contact; (3) reason for contact (complaint or control); (4) findings; 
(5) treatment and recommendations. 

The content of the medical record should be considered from two aspects. First, a 
determination must be made of what elements, e.g., history, physical examination, etc., will 
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form part of the medical record at each level of care and, second, the amount of detail with 
which each of these elements will be completed. 

The recording of findings and of plans for future action should be seen as an integral 
part of the care process and in programming resources time should be allowed for this 
activity. For some reports, e.g., inpatient history and physical examination, operation 
reports, discharge summaries, it may be desirable to establish explicit time limits for their 
completion. 

A well-designed form can help to obtain more complete information, may reduce recording 
time, and may facilitate the retrieval of information. Such a form can also help ensure 
the adherence to established standards of care. For example, antenatal fotms can indicate 
those points to be checked at the initial and subsequent visits and can also automatically 
identify the high risk cases and the appropriate action to be taken. 

Retrieval of information is also facilitated by filing the forms within the folder in an 
established sequence. Each health care establishment should have a written policy for this. 

See also Part II, Section 1.4. 

2.5 Forms 

The efficiency and effectiveness of any recording or reporting system depends in great 
measure on the design of the forms used and on their continued availability. 

2.5.1 Standardization of medical record forms 

1 
In 1969, the Study Group on Hospital Medical Records recommended that "consideration 

should be given to standardizing medical records at the national level (the size of case 
folders, the size of record forms [inclusion sheet~ 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 the use of 
international standard sizes of paperY'. The advantages cited were "interchangeability of 
records from one place to another, economies of printing costs, and a smaller inventory 
of forms". These points are still valid. 

If the content and design of forms is standardized, decisions must be made regarding 
what forms will be included in the programme and the amount of discretion that will be 
permitted in adopting their use. Two or more versions of the same form may be necessary; 
e.g., a very simple antenatal record for use in health posts and a more complex one for use 
in hospitals. It is essential that provision be made to revise the forms periodically to 
keep pace with changes in health care programmes. 

2 • 5.2 Des ign 

Advice regarding many aspects of form design is included in Part II, Section 2.1.1 and 
is not repeated here. For any form, simplicity is a virtue and, in the measure possible, 
the form should be self-explanatory. 

One point that cannot be stressed too strongly is the importance of having the forms 
respond to the needs of the programme for which they are intended and of the person who will 
be completing it. This requires a clear understanding of the services to be provided and of 
the resources available. This being the case, it would be inappropriate to recommend or 
even include examples of medical record forms in this document. 

2.5.3 Availability of forms 

The best designed form will not serve itR purpose if it is not in the hands of the 
individual who must complete it, when he needs it. Thought must be given to: how 
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A unit medical or other health record normally implies that all health documents in an 
establishment relating to an individual are filed together in a single folder which has been 
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WHO/HS/NAT.COM/SO.370 
page 13 

form part of the medical record at each level of care and, second, the amount of detail with 
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budgetary provisions for forms will be made; who should be responsible for estimating forms 
requirements; who is responsible for forms procurement and from what sources (internal 
reproduction, government printer, commercial printer); where will blank forms be stored and 
how they will be requisitioned and supplied; who is responsible for maintaining inventory 
records. Special attention should be given to the logistics of keeping small centres 
adequately supplied with the forms they require since the alternatives available to these 
centres are limited. 

2.6 Structure of the record 

At present, there are two basic ways in which a medical record can be structured: the 
traditional way and the problem oriented medical record. 

In the traditional medical record, data are organized according to their 
separate sections for physician notes, laboratory reports, nursing notes etc. 
is also known as the source-oriented record or disease-oriented record. 

source, with 
This record 

The problem oriented medical record (POMR), as the name implies, is structured in function 
of the patient's problems. The POMR has four basic components: (1) the data base formed 
by the initial data collected through the history (which should include a medical and social 
profile of the patient); physical examination; laboratory and X-ray examinations, etc. The 
data base should be complete and uniform, that is, the minimum set of data to be collected for 
each type of patient should be established. (2) The problem list. All the patient's 
problems - medical, social, psychiatric, etc. - derived from the data base are entered on a 
list, assigning a number to each problem. The problems can be expressed as diagnoses, 
symptoms, physiologic findings, etc. depending on what the data will support. Diagnostic 
suppositions or impressions are not recorded. The problem list is placed at the front of the 
record and serves as an index. (3) The plans. Once the problems have been identified, a 
plan should be developed for each one which indicates the actions proposed to clarify the 
diagnosis, to initiate therapeutic measures, and to educate the patient. Each plan is 
identified with the problem number and title. (4) Progress notes. Each narrative progress 
note is clearly identified with the number and title of the problem to which it refers. These 
progress notes are structured into four parts: (S) Subjective data which is what the patient 
relates; (0) Objective data; (A) Assessment, interpretation, or impression; and (P) Plan 
which covers the same points as the initial plans. Progress notes can also be recorded on 
flow sheets in which the items of interest to be followed are listed on one axis with columns 
or graphs used to record how each of these items progresses. (See also Part II, Section 1.6) 
It should be noted that the only special form that is needed to put this type of record into 
practice is the problem list. 

The POMR has found greatest acceptance in hospitals with under- and post-graduate 
medical education programmes since its structure facilitates knowing the reasoning that was 
followed to solve the patient's problems. The POMR is more than a change in record format: 
it is part of a larger concept - the problem oriented system of care - which requires a 
specific philosophic orientation as to the way in which medical information is collected, 
analysed, recorded, and used. This means that the application of the POMR concept requires 
interest and supervision on the part of the medical staff. 

This may be an area where it would be desirable to conduct and evaluate national 
experiences with the POMR before establishing a policy. 

2.7 Confidentiality 

The reliability and completeness of the information contained in the record often depends 
on the confidence that both the patient and the doctor or other health worker have that the 
information recorded will be held in confidence. 
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Policies must be established which: (1) provide that each health worker is instructed 
as to his ethical responsibilities regarding the confidentiality of patient information; 
(2) dictate sanctions to be imposed on personnel who release pa~ient information to others 
not authorized to receive it; (3) protect records against scrutiny by unauthorized 
individuals; (4) indicate what information can be released from a patient's record, and 
under what conditions, to: other health care institutions and practitioners; insurance 
companies; employers; government agencies (not authorized by law); attorneys; press, 
radio, television; researchers; students and educators; etc. See also Part II, Sections 
1.3, 11.3, 11.6. 

3. Management of medical records 

3.1 Numbering of records 

Filing in numerical sequence involves the additional chore of maintaining a separate 
alphabetical name index. However, especially where the notes of more than 10 000 patients 
are to be filed in a single sequence, the numbering of records offers several advantages: 
(1) it facilitates the identification of documents pertaining to an individual, a feature 
which is important where names are identical or similar; (2) filing is more efficient; 
(3) confidentiality is enhanced. 

The number should identify the individual. If the health worker is responsible for 
providing care to an entire family, it may be practical to determine the appropriate number 
for a particular patient by adding a prefix or suffix to the family or the house number. 

A unit numbering system is recommended as this automatically insures a unit medical 
record with all the advantages this entails. Unit numbering consists in assigning the 
individual a permanent medical record number the first time he visits the health care facility. 
This number is usually the next unused number from a series of numbers controlled by the 
facility. The number can also be assigned outside the facility (e.g., national identity 
number or social security number), or can be derived from the individual's personal 
characteristics (e.g., birth number). 

A clear distinction should be made between a number which is used to identify, file, and 
retrieve medical records within a health care facility and a number which facilitates the 
linkage of records from different facilities or sources. A national identity number could 
be useful for the second purpose but not be appropriate for the first if it were not 
universally available. 

The serial numbering system is the other major method of numbering records. Serial 
numbering consists in assigning the individual a new number each time he visits the facility. 
In this system, the individual has as many different numbers as he has contacts with the 
facility. This method can be used to number casualty/emergency records or in a small hospital 
without ambulatory services it might be used to number medical records. 

See also Part II, Section 8.1. 

3.2 Filing of records 

Where only one health worker and few records are involved, the filing system may be left 
to the personal preference of the worker concerned. Filing may be alphabetic or numeric. 
Numeric filing may be by assigned or derived individual number, or by family number (records 
of members of a family may be filed within a single folder), or by house number. Whichever 
of these sequences is adopted, it proves useful to file records in block according to village 
or locality. Geographic filing is not practical in larger health centres or where the 
population is mobile. 
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Where several health workers and many records are involved, filing should be numeric 
and, in consultation with a health record professional, it may prove desirable to suggest 
the method, e_g., straight numeric or terminal digit, most appropriate at each level of 
health care delivery. 

3.2.1 Methods of numeric filing 

Straight numeric filing consists of filing records in a serial sequence, e.g., 328782, 
328783, 328784. 

In the terminal digit method of filing, the record number is divided, usually into three 
pairs of digits, and the sequence of filing starts with the two terminal or end digits of the 
number and proceeds from right to left. The file is divided into 100 sections that run from 
00 to 99 and the records are filed in the section that corresponds to the last two digits of 
the number, e.g., all records that end in the digits 83 are filed in section 83. For large 
files, each of these sections is in turn divided into 100 divisions (which correspond to the 
two middle digits of the number), creating a total of 10 000 divisions in the file. Within 
each division records are filed in serial order of the first two digits of the medical record 
number. In smaller files, a single middle digit may be used, creating 10 divisions per 
section for a total of 1000 divisions_ In very small files, the records may be arranged in 
each section according to the first two or three digits of the record number, that is, the 
number is divided into two groups of digits and the file is divided into 100 sections (with 
no divisions). 

The advantages of terminal digit filing are: misfiles are reduced; sorting of records 
for filing is easier and faster; the file room workload is evenly distributed as activity 
is not concentrated at one end of the file; inactive records are withdrawn from each section 
of the file, eliminating the need to move massive numbers of records to fill the shelves 
which have just been emptied. 

Files can be converted to the terminal digit method without having to change the 
existing numbering system, the file folders, etc_ 

Either method of filing can be used with any unit number, regardless of how the number 
was assigned. 

3.2.2 Systems of filing (location) 

The centralized system of filing, in which all parts of the patient's record are filed 
in one place, is recommended. It is recognized, however, that the distance between different 
sections of the facility or the lack of a file area of sufficient size, may make it necessary 
to use a decentralized filing system or to establish subsidiary file rooms. (See Part II, 
Section 8.2) 

3.3 Retention of records 

Each country should establish a policy regarding the period of time records ought to be 
retained following the last contact by the patient. In general, the higher the level of 
complexity of the institution, the longer the retention period desirable_ 

There is less virtue in retaining the records of lopg dead patients, orof those who have 
emigrated, unless retrieval for retrospective research has been made possible by the mainten
ance of diagnosis and other indexes. 

Policies should a~o be agreed regarding the conditions, if any, under which a health 
record would be transferred to another health care agency or facility. 
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In establishing the retention period for medical and other records, it may be desirable 
to indicate for what part of the total" period the records should be kept in the active file. 
This decision would serve as a basis for transferring records to an inactive file or taking 
steps to preserve them through some other means, such as microfilm. 

The period of time records will be retained, the method proposed to preserve them 
(inactive storage or microfilm), and whether the entire record (or only selected parts) is 
to be retained, will affect the design of the record itself (content, format, paper) and the 
procedures for handling it. 

Policy decisions are required to indicate which forms, if any, should be retained 
permanently, which forms can be destroyed after a predetermined period of time, and which 
forms can be destroyed almost immediately. When indicating that forms can be destroyed if 
the results are "normal", explicit criteria for defining normal should exist. 

The volume of records to be retained and the period of time they are to be preserved are 
important elements in determining the cost of alternative methods for preserving medical 
records. 

See also Part II, Section 11.4. 

3.4 Patient name index 

The patient name index is a catalogue of cards filed in alphabetic (or phonetic) order 
which relates the patient to his medical record o The index should contain a card, and only 
one card (other than cross-reference cards), for each patient that has a record at the 
facility. The purpose of the patient name index is to establish if the patient has a medical 
record at the facility and, if he does, its number. The name index must be checked prior to 
assigning a unit medical record number. The index should be a single one, i.e., not divided 
by year or by sex. 

The name index card contains the patient's full name and medical record number plus 
selected data elements which assist in making a positive identification. These can include: 
date of birth (should be recorded if possible), sex, address, birthplace, name of father, 
name of mother, etc. Which of these data elements are selected will vary from country to 
country and possibly within a country. In addition to these identifiers, some hospitals add 
date of admission and of discharge, ward, etc. This requires that the card be updated on each 
admission. The name index should not include any information that is not contained in the 
medical record_ It is important not to lose sight that the purpose of the index is to locate 
the record of a specific patient. Therefore, an item should be included on the name index 
card only if it can be demonstrated that its use justifies the effort required to record it. 

In order to conserve paper and file space, the smallest, standard-size card that will 
accommodate the data items to be recorded should be selected. The dimensions should not 
exceed 125 x 75 mm (5 x 3 inches). Hospitals in several countries use cards that are 57 x 
75 mm (2-1/4 x 3 inches) which permits filing twice as many cards in the same space, allowing 
a divider between two rows of cards. Every effort should be made to ensure that once 
established, the dimensions of the card are strictly observed. A difference of only one or 
two millimetres in the vertical dimension of the card can decrease the efficiency of filing 
and retrieval. 

A sufficient number of tabbed guides should be used in the index to increase the 
efficiency with which the cards are filed and the index consulted. 

The name index should be located in the area where the greatest number of medical records 
are opened, thus making it possible to query the patient directly. If records are opened in 
different areas of the facility, the name index should be placed in the file area. An 
adequate communication system should exist between the name index and other sections of the 
facility which have need to consult it. The index should be accessible 24 hours a day to 
authorized personnel. 
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to be retained, will affect the design of the record itself (content, format, paper) and the 
procedures for handling it. 

Policy decisions are required to indicate which forms, if any, should be retained 
permanently, which forms can be destroyed after a predetermined period of time, and which 
forms can be destroyed almost immediately. When indicating that forms can be destroyed if 
the results are "normal", explicit criteria for defining normal should exist. 

The volume of records to be retained and the period of time they are to be preserved are 
important elements in determining the cost of alternative methods for preserving medical 
records. 

See also Part II, Section 11.4. 

3.4 Patient name index 

The patient name index is a catalogue of cards filed in alphabetic (or phonetic) order 
which relates the patient to his medical record o The index should contain a card, and only 
one card (other than cross-reference cards), for each patient that has a record at the 
facility. The purpose of the patient name index is to establish if the patient has a medical 
record at the facility and, if he does, its number. The name index must be checked prior to 
assigning a unit medical record number. The index should be a single one, i.e., not divided 
by year or by sex. 

The name index card contains the patient's full name and medical record number plus 
selected data elements which assist in making a positive identification. These can include: 
date of birth (should be recorded if possible), sex, address, birthplace, name of father, 
name of mother, etc. Which of these data elements are selected will vary from country to 
country and possibly within a country. In addition to these identifiers, some hospitals add 
date of admission and of discharge, ward, etc. This requires that the card be updated on each 
admission. The name index should not include any information that is not contained in the 
medical record_ It is important not to lose sight that the purpose of the index is to locate 
the record of a specific patient. Therefore, an item should be included on the name index 
card only if it can be demonstrated that its use justifies the effort required to record it. 

In order to conserve paper and file space, the smallest, standard-size card that will 
accommodate the data items to be recorded should be selected. The dimensions should not 
exceed 125 x 75 mm (5 x 3 inches). Hospitals in several countries use cards that are 57 x 
75 mm (2-1/4 x 3 inches) which permits filing twice as many cards in the same space, allowing 
a divider between two rows of cards. Every effort should be made to ensure that once 
established, the dimensions of the card are strictly observed. A difference of only one or 
two millimetres in the vertical dimension of the card can decrease the efficiency of filing 
and retrieval. 

A sufficient number of tabbed guides should be used in the index to increase the 
efficiency with which the cards are filed and the index consulted. 

The name index should be located in the area where the greatest number of medical records 
are opened, thus making it possible to query the patient directly. If records are opened in 
different areas of the facility, the name index should be placed in the file area. An 
adequate communication system should exist between the name index and other sections of the 
facility which have need to consult it. The index should be accessible 24 hours a day to 
authorized personnel. 
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The index cards should be filed daily, following written filing rules. 

3.5 Classification of diseases. operations. and other procedures 

The medical record can be used for research, education, patient care evaluation, and as 
a source of morbidity statistics. These uses will vary with the type of health care facility 
and will influence the procedures that are adopted. For example, a university hospital will 
require a disease index to locate medical records for clinical research; a health centre would 
probably not have need for such an index. In some countries, outpatient morbidity data might 
be reported routinely while in others these data might be obtained by s~pling medical records. 
It is important to define for each type of health care facility (1) the anticipated uses that 
will be made of the medical record for research, education, patient care evaluation and 
(2) the characteristics of its reporting systems. 

3.5.1 Recording 

The recording of the patient's diagnosis or problem in his medical record aids 
communication among the personnel who care for the patient as it provides a shorthand way of 
summarizing the patient's symptoms, his treatment needs, and his prognosis. Good patient 
care thus dictates that these diagnostic or problem statements be recorded. If this 
recording is to be effective, consideration should be given to terminology and to the 
organization of the record. 

The terminology used will vary according to the type of health care facility. If the 
care is being provided by personnel who have had very little medical training, the patient's 
problems should be recorded using his own words rather than attempting to interpret these to 
fit some classification. Physicians, on the other hand, should be encouraged to use disease 
nomenclatures whose function is to provide the clearest and most acceptable diagnostic terms 
to describe a particular clinical case. Some countries have developed general disease 
nomenclatures and a number of nomenclatures have been prepared to address specific disease 
groups of organ systems, e.g., International Histologic Classification of Tumours,40 
Provisional International Nomenclature. 2b A joint WHO-CIOMS (Council for International 
Organizations of Medical Sciences) project is currently dedicated to the preparation of the 
International Nomenclature of Diseases which will be published in volumes. Where nomen
clatures are not available, diagnoses should be expressed as completely and exactly as 
possible, indicating site, etiology, variety, etc. 

Medical record forms should be designed to facilitate the recording of these statements. 
In addition, if morbidity statistics are planned which are based on single-cause analysis, 
the treating physician should indicate which is the main condition and which are the other 
diagnoses. Standard recording methods should be recommended for this. 

3.5.2 Classification 

For study purposes, the diagnostic statements must be classified into groups. This 
involves a coding process and the classification selected will depend on the characteristics 
of the data and the purpose to be served. 

If data from rural health centres are to be reported, the Lay Reporting of Health 
Information,39 adapted to local conditions, would probably be appropriate. 

For more complex levels of care, the International Classification of Diseases published 
by WHO (or the national adaptation ofICD where this exists) should be used to code the 
diagnoses. The Ninth Revision of lCD, which went into effect on 1 January 1979, maintains 
the same general arrangement as the Eighth Revision but with much additional detail. For 
the first time WHO has published an International Classification of Procedures in Medicine 
which covers surgical, laboratory, radiology and other types of procedures. This 
classification consists of nine chapters, six of which are included in Volume 1 and three 
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in volume 2. For a more complete description of these classifications see Part II, 
Section 10.1.2, and the introduction to each of the classifications. Decisions should be 
made regarding the level of detail to be coded and which types of procedures are to be 

included. 

For the purposes of a disease index, coding should be based on the Detailed List 
(volumes 1 and 2 of the ICD). If coding is to be done solely for statistical purposes, 
consideration can be given to using WHO's one-volume leD Basic Tabulation List with 
Alphabetical Index. 

3.5.3 Reporting 

If diagnoses are reported to some agency for morbidity statistics purposes, a policy 
should be established to determine whether coding will be centralized or whether each 
facility (or facility of a certain level of complexity) will be responsible for this. The 
effect on the number and type of staff that must be trained is obvious. The advantages of 
centralized coding are: it is more consistent, trained staff can be better utilized, and 
fewer coding books are required. The advantages of coding at the facility level are: 
coding is more exact as the record or the physician can be consulted, the coding workload is 
distributed over a large number of facilities and backlogs at the central level are avoided. 
Consideration should be given to developing combined recording and reporting forms. 

3.5.4 Disease and operation index 

The disease and operation index is a catalogue of cards (or sheets) each headed by a 
diagnostic code and title and which list the patients who had that disease or operation. 
The purpose of the disease and operation index is to permit retrieval of medical records 
by diagnosis or operation, for clinical or health services research or for patient care 
evaluation studies. Indexing can be manual, or mechanical or automated data processing 
techniques can be used. Non-manual indexing methods can be performed by a central agency, 
sometimes as a part of the processing or morbidity data. 

The maintenance of a disease and operation index is an expensive function which requires 
trained staff. While this activity is justified in large teaching hospitals, its 
usefulness in less complex facilities may be questionable. It is therefore important to 
establish at what types of institutions a disease and operation index should be maintained. 
The conditions, if any, under which outpatient diagnoses will be indexed should also be 
decided. 

3.6 Appointment systems 

The use of appointment systems for ambulatory patients should be promoted in order to 
reduce the amount of time that patients must wait before being seen and to permit the 
physician (or other health care personnel) and the file room staff to work more efficiently. 
In health programmes (antenatal care, well child care, tuberculosis, etc.) where the periodic 
control of the individual is important, an appointment system will permit the identification 
of those individuals who failed to come in for whom a home visit may be indicated. 

Frequently, it is not possible to establish systems where the patient can be given an 
appointment for a specific hour of the day, but even the appointing of patients to a 
particular date or to a specific clinic session can permit an improved distribution of 
patient load and the retrieval, in advance, of medical records. For an appointment system 
to work it is important that it represent some benefit to the patient and to the staff. 

Transportation and other problems may make it difficult for patients to keep 
appointments. Care should be taken that the appointment system is not applied so rigidly 
that the patient is unduly penalized or the programme objectives jeopardized; policies may 
be needed in this regard. 
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The index cards should be filed daily, following written filing rules. 
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problems should be recorded using his own words rather than attempting to interpret these to 
fit some classification. Physicians, on the other hand, should be encouraged to use disease 
nomenclatures whose function is to provide the clearest and most acceptable diagnostic terms 
to describe a particular clinical case. Some countries have developed general disease 
nomenclatures and a number of nomenclatures have been prepared to address specific disease 
groups of organ systems, e.g., International Histologic Classification of Tumours,40 
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diagnoses. Standard recording methods should be recommended for this. 
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For study purposes, the diagnostic statements must be classified into groups. This 
involves a coding process and the classification selected will depend on the characteristics 
of the data and the purpose to be served. 

If data from rural health centres are to be reported, the Lay Reporting of Health 
Information,39 adapted to local conditions, would probably be appropriate. 

For more complex levels of care, the International Classification of Diseases published 
by WHO (or the national adaptation ofICD where this exists) should be used to code the 
diagnoses. The Ninth Revision of lCD, which went into effect on 1 January 1979, maintains 
the same general arrangement as the Eighth Revision but with much additional detail. For 
the first time WHO has published an International Classification of Procedures in Medicine 
which covers surgical, laboratory, radiology and other types of procedures. This 
classification consists of nine chapters, six of which are included in Volume 1 and three 
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in volume 2. For a more complete description of these classifications see Part II, 
Section 10.1.2, and the introduction to each of the classifications. Decisions should be 
made regarding the level of detail to be coded and which types of procedures are to be 

included. 

For the purposes of a disease index, coding should be based on the Detailed List 
(volumes 1 and 2 of the ICD). If coding is to be done solely for statistical purposes, 
consideration can be given to using WHO's one-volume leD Basic Tabulation List with 
Alphabetical Index. 

3.5.3 Reporting 

If diagnoses are reported to some agency for morbidity statistics purposes, a policy 
should be established to determine whether coding will be centralized or whether each 
facility (or facility of a certain level of complexity) will be responsible for this. The 
effect on the number and type of staff that must be trained is obvious. The advantages of 
centralized coding are: it is more consistent, trained staff can be better utilized, and 
fewer coding books are required. The advantages of coding at the facility level are: 
coding is more exact as the record or the physician can be consulted, the coding workload is 
distributed over a large number of facilities and backlogs at the central level are avoided. 
Consideration should be given to developing combined recording and reporting forms. 

3.5.4 Disease and operation index 

The disease and operation index is a catalogue of cards (or sheets) each headed by a 
diagnostic code and title and which list the patients who had that disease or operation. 
The purpose of the disease and operation index is to permit retrieval of medical records 
by diagnosis or operation, for clinical or health services research or for patient care 
evaluation studies. Indexing can be manual, or mechanical or automated data processing 
techniques can be used. Non-manual indexing methods can be performed by a central agency, 
sometimes as a part of the processing or morbidity data. 

The maintenance of a disease and operation index is an expensive function which requires 
trained staff. While this activity is justified in large teaching hospitals, its 
usefulness in less complex facilities may be questionable. It is therefore important to 
establish at what types of institutions a disease and operation index should be maintained. 
The conditions, if any, under which outpatient diagnoses will be indexed should also be 
decided. 

3.6 Appointment systems 

The use of appointment systems for ambulatory patients should be promoted in order to 
reduce the amount of time that patients must wait before being seen and to permit the 
physician (or other health care personnel) and the file room staff to work more efficiently. 
In health programmes (antenatal care, well child care, tuberculosis, etc.) where the periodic 
control of the individual is important, an appointment system will permit the identification 
of those individuals who failed to come in for whom a home visit may be indicated. 

Frequently, it is not possible to establish systems where the patient can be given an 
appointment for a specific hour of the day, but even the appointing of patients to a 
particular date or to a specific clinic session can permit an improved distribution of 
patient load and the retrieval, in advance, of medical records. For an appointment system 
to work it is important that it represent some benefit to the patient and to the staff. 

Transportation and other problems may make it difficult for patients to keep 
appointments. Care should be taken that the appointment system is not applied so rigidly 
that the patient is unduly penalized or the programme objectives jeopardized; policies may 
be needed in this regard. 
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3.7 Quality control 

Quality control, for the purposes of this document, is defined as those evaluation 
procedures that are performed systematically to ensure that established policies and 
standards are being met. These procedures include the quantitative and qualitative review 
of medical records; the evaluation of medical record services; and the evaluation of patient 
care or medical audit. The evaluation of patient care is mentioned because of the great 
dependence of this type of evaluation has on the availability of complete and accurate 
medical records. 

3.7.1 Review of medical records 

Quantitative analysis is the review of medical records to ensure that they are complete 
and accurate and meet the standards established for them (either by a national group, the 
medical record committee, or both). It is the responsibility of medical record personnel to 
perform this analysis on inpatient and outpatient records. In centres that are staffed by 
only one person, this type of analysis may be a function of the supervisor who visits the 
centre periodically. 

Qualitative analysis is the review of the record to ensure that: (1) it contains 
sufficient information to justify the diagnosis, the treatment, and the end result; (2) all 
opinions are supported by the findings; and (3) there are no discrepancies or errors. 
The responsibility of this review falls on physicians (or other health care professional) and 
on the medical record committee. 

Policies should specify what records are to be reviewed, what points are to be included 
in the review, and who is responsible for the review. 

3.7.2 Evaluation of medical record services 

This evaluation should provide information on how effectively medical record services 
are being performed. For example, how accurate is filing in the patient name index; what 
percentage of the records of patients with appOintments are in the clinic at the start of 
the clinic session; how accurate is the disease coding; how timely are reports being 
submitted. WHO is preparing a document of this important topic. 

3.7.3 Patient care evaluation (medical audit) 

The purpose of patient care evaluation is to help ensure that care of acceptable quality 
is being provided. The most efficient way of performing this evaluation is to have 
physicians or other health professionals review medical records. Various approaches can be 
used to select the records for this review, e.g., the records of patients who died, who had 
prolonged hospitalizations, who were hospitalized only one day, etc. 

Another, more effective, alternative is to (1) select one or more diagnoses (which 
occur frequently) or health programmes for study; (2) establish the criteria of good care 
for that condition in that particular facility or type of facility; (3) review the medical 
records to determine the degree with which these criteria are being met; (4) recommend 
corrective measures and educational programmes, if indicated; (5) communicate the findings 
and recommendations to medical staff and other professionals of the facility; (6) repeat 
the evaluation after several months to determine if imp~ovements have taken place. 

Where standards of care for each type of health facility have been developed as part of 
the patient referral process, or independent of it, these can serve as a basis for this 
evaluation. 

4. Organization of medical record services 

If medical record services are to be provided effectively and efficiently, attention 
must be directed to organizational structure, functions, procedures, staff, space, equipment, 
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supplies, and communication and transportation systems. The importance of each of these 
points will obviously vary depending on the type of facility. 

4.1 Organizational structure 

Whenever there is more than one person working in an organization, it is necessary to 
devise a structure that will show how the people relate to one another in accomplishing the 
organization's objectives. 

Where two or more people are engaged in medical record activities within an institution, 
the organizational structure must be viewed from two perspectives: (1) how the medical record 
department relates to the organization as a whole, and (2) how the internal activities of 
the department are organized. 

Medical records is a technical activity and as such the chief of the department should be 
responsible to the director of the institution or to the clinical director. Although the 
data processed by the medical record department are useful to the administrative branch of the 
institution, the relationships that must be maintained between the medical record department 
and the medical staff and other health care professionals are such that it is advisable that 
the department be grouped with the other technical departments. 

How the medical record department itself is organized will depend ort the number of 
medical record staff members, the functions assigned to the department, the location of the 
offices, etc. 

Organization charts for both the establishment as a whole and for the medical record 
department should be kept up to date and should be available to show staff members how they 
relate to other employees in the organization. 

When the establishment forms part of a system of health care institutions it is also 
necessary to define the relationship that exists with medical record personnel in other 
facilities and with regional or national health record staff. 

4.2 Medical record committee 

The medical record committee serves as a liaison between the medical record department 
and the medical staff. The function of the committee is to review medical records for 
adequ&cy and completeness and to determine whether the records meet the required standards 
for promptness, completeness, and clinical pertinence. To this end, the committee should 
recommend policies (within the framework of any national policies) regarding the content and 
completion of medical records and see that these policies arlf"'observed; approve any new 
medical record forms that are proposed; and check periodically that the work of the medical 
record department is being performed correctly and is current. 

If the institution is so small that it is impossible to appoint a medical record 
committee, a physician should be designated to serve as an adviser to the medical record staff. 

4.3 Functions 

The functions assigned to the medical record department should be clearly defined. Many 
health care establishments have found it useful to assign to medical records the admitting. 
outpatient registration, outpatient reception and appointments, casualty/emergency registrat
ion, liaison with satellite health centres, clinical secretarial, and ward' clerk functions. 
The auvantages are that the medical record department can exercise greater control over the 
medical record from the moment of its inception and can provide new staff with the training 
that is needed to ensure that patient identification data are obtained accurately and 
completely, that filing is done correctly and promptly, and that all record procedur~s are 
followed. A disadvantage of having clinical secretaries and ward clerks under medical 
records is the staff member concerned may feel that he has two supervisors - the physician 
or nurse with whom he is working directly and medical records. 
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supplies, and communication and transportation systems. The importance of each of these 
points will obviously vary depending on the type of facility. 
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Whenever there is more than one person working in an organization, it is necessary to 
devise a structure that will show how the people relate to one another in accomplishing the 
organization's objectives. 

Where two or more people are engaged in medical record activities within an institution, 
the organizational structure must be viewed from two perspectives: (1) how the medical record 
department relates to the organization as a whole, and (2) how the internal activities of 
the department are organized. 

Medical records is a technical activity and as such the chief of the department should be 
responsible to the director of the institution or to the clinical director. Although the 
data processed by the medical record department are useful to the administrative branch of the 
institution, the relationships that must be maintained between the medical record department 
and the medical staff and other health care professionals are such that it is advisable that 
the department be grouped with the other technical departments. 

How the medical record department itself is organized will depend ort the number of 
medical record staff members, the functions assigned to the department, the location of the 
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Organization charts for both the establishment as a whole and for the medical record 
department should be kept up to date and should be available to show staff members how they 
relate to other employees in the organization. 
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necessary to define the relationship that exists with medical record personnel in other 
facilities and with regional or national health record staff. 

4.2 Medical record committee 

The medical record committee serves as a liaison between the medical record department 
and the medical staff. The function of the committee is to review medical records for 
adequ&cy and completeness and to determine whether the records meet the required standards 
for promptness, completeness, and clinical pertinence. To this end, the committee should 
recommend policies (within the framework of any national policies) regarding the content and 
completion of medical records and see that these policies arlf"'observed; approve any new 
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If the institution is so small that it is impossible to appoint a medical record 
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The functions assigned to the medical record department should be clearly defined. Many 
health care establishments have found it useful to assign to medical records the admitting. 
outpatient registration, outpatient reception and appointments, casualty/emergency registrat
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WHO/HS/NAT.COM/80.370 
page 22 

4.4 Procedure manual 

There should be up-to-date, written procedures which describe how the medical record 
functions should be performed. These procedures help standardize the job, facilitate the 
training of new employees, and establish a basis of control (supervision). 

4.5 Staff 

Staff should be sufficient in quantity and quality to perform the assigned medical record 
activities. 

In very 
vigilance to 
accomplish. 
be provided. 

small units staffed by only one person, it is important to maintain continuous 
ensure that the sum of the tasks assigned does not exceed what one person can 
Training in the correct completion and processing of records and reports should 

The number and qualifications of staff members in medical record departments will vary 
depending on the functions the department performs, the hours of service it provides (e.g. 40 
or 168 hours a week), workload, procedures, equipment, layout, etc. All these points must be 
taken into account when establishing personnel requirements or making comparisons. So that 
uninterrupted service can be provided, it is useful to make allowances for vacation and sick 
leave, preferably through the use of relief clerks. 

For each post within the department there should be a written description which outlines 
the duties to be performed, the education and experience requirements, and the personal 
qualities needed. 

To help motivate the staff, the posts should be structured to permit advancement within 
the department. A position classification and remuneration scheme which will help attract 
and retain competent staff should also be encouraged. 

Each medical record department should have a programme for orienting new staff and for 
providing on-the-job training. There should be at least two people trained to perform each 
routine function carried out within the department. 

See also Part II, Section 7.2. 

4.6 Equipment 

Proper and sufficient equipment contributes to the efficiency with which medical record 
activities are performed. The possibility (or impossibility) of obtaining equipment such as 
typewriters will influence form design and the type of staff skills required. Space 
requirements will vary according to the type of filing equipment that is acquired. 

In small health units, particularly those located in multi-purpose buildings, it may be 
desirable to consider the use of filing cabinets with drawers which can be locked for the 
filing of medical records. Where large numbers of medical records are to be filed, however, 
metal shelving is recommended since it is less expensive, more efficient, and occupies less 
space than filing cabinets. 

The filing unit can have six or more shelves. The greater the number of shelves, the 
more records that can be filed in the same area. But as the height of the shelving increases, 
the use of ladders or stools becomes necessary and this decreases filing efficiency (unless 
the upper shelves are reserved for inactive records). 

Adaptations of shelf filing tnclude manual rotary shelf-filing units (carousel); mobile 
shelving in which the units are mounted on tracks eliminating individual aisles; motorized 
filing units in which the shelves move vertically, etc. In evaluating alternative types of 
filing equipment it is helpful to calculate the cost per filing centimetre; the number of 
linear centimetres per square metre of floor space (including aisles); the weight of the 
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records and equipment per square metre of floor space (including aisles). The last item 
is important also since the floor should be of sufficient strength to support the weight of 
the records (about 37 kilos per linear metre of A-4 records), equipment, and personnel. 
Building engineers should be consulted to determine the floorload stress factor. 

Mobile shelving appeals to architects who see it from the standpoint of space savings. 
The larger the ratio of rows of shelving to one aisle, the greater the space reduction but 
also the greater the inaccessibility of the records. A great deal of time can be wasted in 
waiting to open an aisle where needed. Mobile shelving is therefore not recommended for 
active files serviced by several clerks. 

It is virtually impossible to justify the cost of filing medical records in motorized 
files since there is neither sufficient saving in space nor increase in productivity to offset 
the high cost of the equipment. Motorized files can often be justified for large patient 
name index files but it is essential that there be a dependable source of electricity of 
stable voltage and that trained mechanics to service the equipment and spare parts are 
readily available. 

Filing and other equipment needed by a medical record department are described at greater 
length in Part II, Sections 7.3 and 7.4. 

4.7 Space 

The efficiency with which the medical record department functions is greatly influenced 
by its location within the facility and by the amount of space it has available. In 
hospitals, space and location assume greatest significance with regard to the file area as this 
often determines· whether a unit medical record is possible or not. See also Part II, 
Sections 7.3 and 7.4. 

The- amount of file space needed should be based on the maximum quantity of records that 
must be maintained in the file room at any given time. This normally would be the volume of 
records on hand at the end of the year plus the estimated expansion to be accumulated during 
the coming year. The maximum quantity of records is a function of the policies which 
establish how long medical records will be retained. 

The file area should be free from the danger of flooding, leaks, or other sources of 
excessive humidity. The construction should be such that it discourages invasion by rodents 
or insects. Only authorized personnel should be allowed access to the file which should be 
locked when it is not attended. 

4.8 Supplies 

The importance of having an adequate budget and a supply system which assures the 
availability of medical record forms has already been mentioned. This observation extends 
to all supplies required by the medical record system. 

4.9 Communications and transportation 

The larger health care institutions should establish good systems of internal communic
ation and transportation. In general, the first of these systems is formed by telephone or 
other intercommunication devices and the transportation of medical records is usually done by 
messengers and pos3ibly dumbwaiters (whic.h move records from one floor to another). 
Transportation systems which use pneumatic tubes or conveyor belts are usually so expensive 
that it is impossible to justify their cost. 

It is equally important to give thought to the communicatiDn and transportation 
mechanisms between health care institutions, particularly those which are linked for the 
purposes of patient referral, performance of diagnostic examinations, etc. 
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4.4 Procedure manual 

There should be up-to-date, written procedures which describe how the medical record 
functions should be performed. These procedures help standardize the job, facilitate the 
training of new employees, and establish a basis of control (supervision). 

4.5 Staff 

Staff should be sufficient in quantity and quality to perform the assigned medical record 
activities. 

In very 
vigilance to 
accomplish. 
be provided. 

small units staffed by only one person, it is important to maintain continuous 
ensure that the sum of the tasks assigned does not exceed what one person can 
Training in the correct completion and processing of records and reports should 
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See also Part II, Section 7.2. 

4.6 Equipment 

Proper and sufficient equipment contributes to the efficiency with which medical record 
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The filing unit can have six or more shelves. The greater the number of shelves, the 
more records that can be filed in the same area. But as the height of the shelving increases, 
the use of ladders or stools becomes necessary and this decreases filing efficiency (unless 
the upper shelves are reserved for inactive records). 

Adaptations of shelf filing tnclude manual rotary shelf-filing units (carousel); mobile 
shelving in which the units are mounted on tracks eliminating individual aisles; motorized 
filing units in which the shelves move vertically, etc. In evaluating alternative types of 
filing equipment it is helpful to calculate the cost per filing centimetre; the number of 
linear centimetres per square metre of floor space (including aisles); the weight of the 
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availability of medical record forms has already been mentioned. This observation extends 
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ation and transportation. In general, the first of these systems is formed by telephone or 
other intercommunication devices and the transportation of medical records is usually done by 
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Transportation systems which use pneumatic tubes or conveyor belts are usually so expensive 
that it is impossible to justify their cost. 
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PART II - MEDICAL RECORD PROCEDURES 

Procedures may be either (1) specific and detailed guidelines for the explanation of 
policy or (2) a listing of a series of tasks, usually in logical sequence, designed to perform 
a function or activity. Both these types of procedures are contained in Part II. 

Some of the procedures describe several levels of performance or different methods of 
approach. Which alternative is selected will depend on workload, availability of trained 
staff and other resources, etc. 

The procedures listing tasks are for application to medical record services in general 
hospitals; many of them, however, with little or no modification, can be applied to medical 
records of health centres, specialized hospitals or clinical services. 

The point of the procedures presented in this Part is to: 

(a) 

(b) 

(c) 

(d) 

(e) 

( f) 

(g) 

(h) 

make the medical records precisely identified for each individual patient; 

make them readily accessible for legitimate users; 

make information within them readily retrievable for legitimate users; 

trace their movements, whether in process of creation or loan; 

make them complete - by quantitative checking of entries; 

make them adequate - by qualitative control of entries; 

develop derivative indexes, e.g., disease and operation indexes; 

produce secondary data, e.g., hospital service analysis statistics; 

(i) " perform allied procedures requ~r~ng use of the medical records, e.g., medico
legal uses and conducting of a medical audit. 

These procedures are included for purposes of illustration. Some medical record 
practitioners will find that they differ from procedures used successfully in their own 
institutions. This is to be expected as procedures must always be adapted to each 3pecific 
situation. 

The procedures are for application to medical record services in general hospitals; but, 
suitably modified, or varied, can be applied to the medical records of health centres and 
specialized hospitals or clinical services, as well. 

Some of the procedures contained, have been described at several levels of performance 
or from different methods of approach. Readers, thus, can elect to make use of the set of 
criteria appropriate to the degree of development of medical record services - and ideas and 
resources, generally available in their country. 

1. The medical record 

1.1 Definition 

A medical record is a collection of data compiled on a patient to assist in the clinical 
care of present and future illness. By clinical care is meant treatment by doctors, nurses 
and others in the health team, in a hospital, an outpatient clinic, or primary care by a 
family doctor. 

As a document, the medical record is not only a repository of information, it is also 
a continuing record which acts as a means of communication between members of the health team. 

A famous maxim concerning the medical record is: "To be complete, the medical record 
must contain sufficient data, written in sequence of events, to justify the diagnosis and 
warrant the treatment and end results". 
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But good medical records in a hospital or an outpatient clinic do not just happen. The 
medical record staff must always be trying to get cooperation from doctors, nurses and other 
members of the health team towards the prompt completion of patients' records. 

Essentials of a good medical record 

A good medical record should: 

- identify clearly the person about whom it is written; 
- be legible and able to be understood by anyone likely to use it; 
- be accurate, concise and logical in its organization; 
- be consistent in lay-out and in the size of papers used in it; 
- identify the people contributing to the record so that they can be asked for further 

information if necessary; 
- be promptly retrievable when required. 

1.2 Values of the medical record 

1.2.1 To the patient 

(a) It facilitates continuity and excellence of care, if all details of all treatments, 
both previous and current, ~re recorded in it. It may save repetition of X-ray and pathology 
examinations which is often necessary if all notes on all previous investigations and treat
ments are not available to the doctor at the most recent admission or outpatient consultation. 

(b) It can give valuable supportive evidence, if needed, in court cases. 

1.2.2 To the doctor 

(a) He can review his cases, e.g., to reconsider therapy he has been giving for a certain 
disease, etc. 

(b) With the assistance of the medical record staff, and a good disease index or operation 
index, he can have selected for him groups of medical records relating to a certain disease 
operation - for research purposes. 

(c) The medical record, as evidence, can also help him in a court case. 

1.2.3 To the hospital 

(a) The medical record forms a book of facts on medical staff competence and shows whether 
their efforts, supported by hospital facilities, i.e., staff and equipment, are in accordance 
with reasonable expectations in a clinical medical service. 

(b) From an accurate and complete medical record, discharge analysis statistics can be drawn 
and these can be used by the hospital's management in estimating and planning for present and 
future patient services. 

(c) A complete medical record can be of immense value in a litigation suit brought against 
the hospital. 

1.2.4 Education 

The medical record is invaluable for teaching of medical, paramedical and nursing 
students. "This record shows what the patient complained of", when explaining the symptoms 
of a particular disease and how it was treated. 

1.3 Uses of medical records 

There are two ways in which a medical record can be USED. 
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1.3.1 As a PERSONAL DOCUMENT, i.e., relating to a particular patient, as an individual. 

(a) On admission - when a patient is to be admitted, the staff of the medical record 
department (MRD) should produce any existing medical record so that it may be taken to the 
ward at the same time as the patient. Special arrangements may be necessary for the 
production of records relating to patients admitted outside normal hours. 

(b) On admission of the patient to another hospital - a copy of his clinical discharge 
summary should be sent, on that hospital's request for information. 

(c) On OP attendance - when a patient is to attend an outpatient clinic, the staff of the 
MRD should produce any existing medical record, so that it will be available to the clinician 
when he sees the patient. 

The patient medical record is a confidential document held in trust for the patient by 
the hospital. It is the property of the hospital or the health authority, not the patient. 
All the examples above are legitimate uses of the record which do not require the patient's 
authorization because, as they deal with clinical care, users can be expected to have the 
patient's welfare at heart. On the other hand, a lawyer may be working for another person 
and not have the patient's benefit at heart at all. So, if such a person wants to see the 
medical record, or notes from it, the hospital must first have the patient's written consent to 
such a release of information. This is usually provided for by an "Authorities Sheet" in the 
medical record where also "Permission for Operations", "Permission for Performance of 
Autopsy" and "Release from Responsibility for Premature Discharge" are included. 

The patient himself is likely to misunderstand his medical record and for his own benefit 
should never see it unless the doctor having that patient under his care indicates that he may. 
All that should be told directly to him from it are dates of admission/discharge. He should 
be told to ask for any other details from the doctor who treated him. It is very bad practice 
to have medical records lying around in hospital wards so that patients or their relatives 
can read them. 

1.3.2 As an IMPERSONAL DOCUMENT. The major use here is for basic data for research. In this 
case, the identity of the individual is of no interest, rather it is the disease, operation, 
or other variable which is under study that is important. This is legitimate use of the 
records, for patients' benefit and so records can be freely released for it to members of the 
hospital's own staff. Doctors from outside the hospital can use the records for this purpose 
too, but must first have written authorization from the hospital because it is the hospital 
which is the owner of the records. When the record is used as an impersonal document care 
should be taken so that the individual patient cannot be identified in any report or publica
tion. 

1.4 What the medical record should contain 

This will vary according to resources but there should as shown in the following table 
be some items of information included in every record ("minima" in the table) but it is best 
if all the items shown under "optima" can be included. 

1.5 Records for sufferers from chronic disease 

It has been said that no society will ever be able to educate and support enough doctors 
for care of chronic illnesses. Only nurses and self-care and support (or health maintenance) 
mechanisms may help the solution of this crisis. 

Consideration is accordingly limited here to the m~n~mum record per visit needed by a 
health visitor (a trained nurse) to assess if she is coping with the predominating problem 
faCing the patient, and for reporting. 
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Identification: name 
sex 

Epidemiology: 

date of birth 
unit number 
locality of residence 

(e.g., village) 
address 
occupation 

environmental conditions 
immunizations 

Medical history: complaint 

Physical 
examinations: 

problem statement or list 
family health history 
previous history of patient 

findings 

Plan for treatment 
Treatment given 
Progress notes 

Outcome: referral - yes or no 
level to which referred, if yes 
disposal: discharged 

continuing 
surveillance 

health education 
further treatment 

Identity of provider of health care 

Minima 

x 
x 
x 

x 

x 
x 

x 

x 

x 
x 
x 

x 
x 

x 

Optima 

x 
x 
x 
x 

x 
x 
x 

x 
x 

x 
x 
x 

x 

x 
x 
x 

x 
x 
x 

x 
x 
x 

x 

The predominating objectives of primary care of the handicapped and chronically ill are 
to prevent deterioration as far as possible by: 

1.6 

postponing invalidity, dependence or increased disability; 

extending the span of meaningful, useful and productive life; 

checking recurrence, disease complications and side-effects of treatment; 

alleviating pain and discomfort; 

influencing the environment to include the patient in community activities. 

The problem-oriented medical record (POMR) system 

"Problem-oriented" medical record system is a concept used as an alternative to 
"Disease-oriented" medical record. The system was first advocated by Dr L. L. Weed, and has 
since been championed by many others. In brief it is an attitude to treatment which says: 

- a person has a problem; 

- that person must be treated as a whole person; 

- except for accident trauma, a problem is unlikely to exist by itself, it will be 
related to the person's occupation, life style or environment which may in themselves 
constitute other problems; 

WHO/HS/NAT. COM/80. 370 
page 33 

_ it is then important to record the person's own (subjective) declarations and how 
the other factors such as his life style, his job, his environment may possibly 
have affected him; 

"objective" information is obtained by physical examination, history-taking, 
pathological tests, X-rays, etc.; 

an "assessment" is then made of the person's problems from which a problem list can be 
compiled; 

_ a "plan" can then be made for the treatment of each problem. 

Some problems will be seen, when documented, to be part of a whole and would therefore 
be put together and the objective findings could probably define a problem. For instance, 
the patient says that he has had a persistent cough for the past week (problem 1): he has 
also had a feeling of not being able to get his breath (problem 2). The history 
might reveal a personal or family history of asthma, and so problems (1) and (2) resolve to 
one: asthma. On top of this there will probably be other problems - for instance, diffi
culties with relatives, worry over money - which will make the condition worse. These then 
are listed as other problems which have to be addressed - depression over difficulties with 
relatives (problem 3), poor living conditions (problem 4), unemployment (problem 5). The 
other problems may need intervention by other agencies, social workers, for instance. It 
is no use solving the first problem if the others are not tackled. The patient may be 
"cured" with drugs only to return to the same background which caused his referral. It will 
be seen that the problem-oriented medical record (POMR) is more than just a recording method. 
It does need a minimum of recording principles, whether used in primary care or in a hospital: 

_ problem to be defined as "active" or "inactive", the latter being active problems 
which have been solved but which should be documented as part of the person's 
history; 

_ definition of problems. Initially, particularly in a hospital, different staff 
will pick up different problems - the patient may well tell the doctor about his 
medical problem but not say much about the social ones. It might be a nurse 
or social worker who learns about these. The staff treating the patient therefore 
need to come .together to pool their knowledge and produce a definitive problem list 
on which each problem is numbered; 

from this a plan is produced for each problem; 

- progress notes should be in the form of S 0 A P for each problem: 

S (subjective) how the patient says he feels 
o (objective) changes as shown by temperature, pathology results, etc. 
A (assessment) is the plan working? 
P (plan) change in plan, if necessary, e.g., change drug or change dosage. 

2. Forms 

2.1 General advice on medical record form design and production 

2.1.1 Design 

In designing medical record forms, the following points should be borne in mind: 

(a) the purpose the form is to serve, and by whom it is to be used; 
(b) identification of the patient; 
(c) retrieval of the form; 
(d) hospital requirements, e.g., consultant's requirements; 
(e) if form is certificate, provision must be made for duplicate, etc. 
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Identification: name 
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unit number 
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(e.g., village) 
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occupation 
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immunizations 
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Physical 
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x 
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x 
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x 

x 
x 
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x 
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x 
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x 
x 

x 
x 
x 

x 
x 
x 

x 

The predominating objectives of primary care of the handicapped and chronically ill are 
to prevent deterioration as far as possible by: 

1.6 

postponing invalidity, dependence or increased disability; 

extending the span of meaningful, useful and productive life; 
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alleviating pain and discomfort; 
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The problem-oriented medical record (POMR) system 

"Problem-oriented" medical record system is a concept used as an alternative to 
"Disease-oriented" medical record. The system was first advocated by Dr L. L. Weed, and has 
since been championed by many others. In brief it is an attitude to treatment which says: 

- a person has a problem; 

- that person must be treated as a whole person; 

- except for accident trauma, a problem is unlikely to exist by itself, it will be 
related to the person's occupation, life style or environment which may in themselves 
constitute other problems; 
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_ it is then important to record the person's own (subjective) declarations and how 
the other factors such as his life style, his job, his environment may possibly 
have affected him; 
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P (plan) change in plan, if necessary, e.g., change drug or change dosage. 
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(b) identification of the patient; 
(c) retrieval of the form; 
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Size 

Many countries have now adopted the international paper size series as an attempt at 
standardization in the field of printing and form production. It is advisable for medical 
record form sizes to be selected from this series. 

Usually, only two are needed: 

A4 

B6 

Paper 

2lO x 297 

125 x 175 

mm, 

mm, 

for large forms; 

for clinical investigation request and report forms, intended for 
attachment to an A4 backing sheet. 

Where possible thick paper should be used for forms to be kept permanently. Thinner 
paper may be used for forms such as fluid balance charts and normal composite graphic charts 
which can be discarded from the record on the patient's discharge and before assembling the 
latest admission into the unit record folder. As medical records are subjected to much wear, 
these outer folders should be of good quality, durable manila board. 

Print 

This should be easily legible the type front of choice being sanserif. 

Colour coding 

This is recommended only if funds permit and it should be used to distinguish each form. 
However, it is advisable to print only on white paper, making colour-code bands on the right 
hand margin with space for the title, the identifying symbols for each form, in place of 
different coloured papers. Coloured paper can suddenly go out of stock at the printing 
house, necessitating confusing changes of colour in the documentation scheme. Apart from 
this, certain colours cause difficulty in microfilming and photocopying, and thus should be 
avoided in case reproduction is required at a later stage. 

It has been found useful for all sheets in a group of forms e.g., nursing forms, to have 
the same colour in the identifying band. Individual forms in the set can still be precisely 
identifiable by use of different geometric shapes in the border, e.g., stripes, squares, 
diamonds, etc. The use of printed shapes is also desirable because, sooner or later, the 
records may be used by colour-blind staff, who are likely to be confused when more than five 
colours are used. 

Terminology 

This should be consistent and explicit throughout the forms. Also, each form's title 
should be clear, concise and give an exact indication of its contents. 

Standardized arrangement of data 

Wherever possible on the forms, the basic format and common data should be laid out 
in a standardized way, especially spacing, the left-hand and right-hand margins and patient 
identification data at the head of the form. This approach to form design prepares the way 
for embossing machines for patient data and anticipates future use of punch cards and 
computers (see Appendix). 

Form numbers 

It is suggested that there should be a form identification number at the foot or top 
of the colour-code right-hand margin of each form. The number will indicate where each is 

I 
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located in the set of medical record forms and will make for facility in the assembling 
process of medical records of discharged patients. For unit records (a unit record is a 
file containing the record of all of a patient's contacts with the hospital or health service, 
irrespective of the number of different specialist departments attended for consultation 
or concerned with his treatment and care), a likely special form number series could run 

"UR1, UR2, UR3" , etc. 

A disadvantage of using the form number to indicate its placement 
is the difficulty of adding a new form to the sequence, or of changing 
forms when the users feel that this is indicated. 

2.1.2 Production 

in the medical record 
the sequence of the 

Constant efforts should be directed towards finding methods which will reduce overall 
costs of medical record form production which is intrinsically expensive. Rationalization 
suggested hereunder should assist this aim, consistent with provision of adequate space for 

necessary clinical entries on the record. 

(a) Quantity estimations 

These should be made systematically, always bearing in mind usage of particular forms 
in previous years and, therefore, likely needs for the current one. But as well, as a general 
rule, a quarter more than the estimated maximum quantity needed for a year should be printed 
to allow for wastage caused by errors in usage. 

Also required would be folders of good quality manila and printed according to a 
standard design, with marked space for the patient's full name, and with the unit number, 
preferably preprinted in very bold large type or with spaces for the digits to be entered 
subsequently in three groups (e.g., 17 35 26). 

(b) Printing on both sides of the paper 

It is further suggested that useful economies could be effected by having the following 
forms, among others, printed on both sides of the paper: 

clinical progress notes; 
nurses' notes; 
nurses' observation chart; 
composite graphic chart; 
fluid balance summary; 
diabetic chart; 
treatment sheet. 

(c) Form introduction and revision 

An attempt should always be made to reduce to a m~n~mum the requisite basic forms in the 
medical records, as is the modern practice in hospitals and other organizations. Because as 
well as being expensive, too many forms will be found confusing and a strain on stationery 
storage resources. When the basic set of medical record forms has been decided upon and 
introduced, samples together with short instructions on their use, should be kept by 
hospital administrations and also the medical record committee (see section 9.2). Decisions 
~n revision or alteration of forms presently in use or introduction of new ones should be 
made by the medical record committee, i.e., there should not be permitted uncontrolled 
introduction of such forms by individuals, acting on their own behalf. 
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2.2 Standard unit medical record forms 

The use of medical record forms of standard size and format is recommended (see section 
2.1.1). The specific content and design is also extremely important in helping ensure that 
a complete record is obtained as efficiently as possible. Since the record must respond 
to the needs of the institution (or group of institutions) involved, no designs are proposed 
here. A description of forms that might form a medical record is, however, provided. 

Although it has been attempted here to describe a basic set of forms which adequately 
allow for the most commonly occurring clinical entries on a medical record, some users may 
feel the need to economize further, by amalgamating two or more forms. This could be done, 
if desired, with the anaesthetic record and operation sheet; the physical examination sheet 
and clinical progress notes; the nurses' notes and nurses' observation chart. The unit 
summary sheet could be deleted also, though this would not be desirable. 

In fact, any approach which tries to achieve maximum economization of budgetary resources, 
consistent with the need to allow for full clinical reporting, must be approved. 

On the contrary, a lax approach allowing introduction of any new forms without challenge 
by the person or committee concerned with budget, deserves censure. 

2.2.1 Unit medical record folder 

This is printed on good quality manila board and should be 'adequate to hold a medical 
record of at least 3 cm thickness which is achieved by having a 2 cm gusset at the spine of 
the folder. Dimensions of the folder are 51 x 31 cm opened out and 24 x 31 cm when the gusset 
has been folded in. Along the top border of the long edge of the front cover is printed: 

Family name Given names 
(Terminal digit groups) 
Unit number 0 

1 
2 
~ 

to 9 

If terminal digit filing is to be used, a colour-code band may be printed on the right
hand edge of the folder, according to the scheme outlined in section 8.2.2(b). 

A metal file fastener clip is used with such a folder, all forms in the record having 
two holes punched in them, at the time of printing, to take it. Use of such a clip enables 
firm retention of folder contents, while not causing any excessive thickness at particular 
points of the folder, as less well designed methods of attachment do. 

Some hospitals find it useful to print an activity legend - a vertical list of years 
(1975, 1976, 1977, etc.) - on the outside of the folder. The number of the year is ticked or 
crossed out the first time the patient visits the institution that year. The last year that 
the patient visited, and thus the activity of the record, is thereby readily ascertained. 

2.2.2 Deficiency slip 

Size of this form is as in the sample below: 
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Staff concerned and method 

Medical record staff will attach such slips into the inside front cover of the folders 
of discharge patients' medical records. This is made at the time of "assembling" groups 
of records for a day's discharges. The deficiencies should be made good by the indicated 
medicalofficer(s) as soon as possible. The medical officers' names appearing on this slip 
will also be noted on the patient's car4 in the incomplete index. 

2.2.3 Unit summary sheet 

DEFICIENCY SLIP 

Doctor ............................ . 

Doctor ............................ . 

THIS RECORD LACKS: 

Provisional diagnosis 
Final diagnosis 
Progress notes 
Operation details 
Operation dates 
Condition on discharge 
Signature 
Signature 

N .B.: All details ticked above must be 
entered to complete this medical 
record. 

This form should be A4 size, i.e., approximately 210x297 mm. There should be positions 
for entry of patient's name and his unit number, date of admission and discharge or outpatient 
visit, full entry of diagnoses and operations for one admission, or the name of an outpatient 
clinic attended and the name of the attending doctor. Some hospitals find it useful to 
record important data such as drug sensitivities on this form so that all who treat the 
patient will have immediate access to it. This arrangement presupposes a centralized unit 
system is in use, with both inpatient and outpatient notes as one record for the one patient. 

Staff concerned and method 

This should be the first 
contents. It is inserted by 

sheet in all unit medical records forming an index to the 
medical record department staff at the time of assembling a 

discharged patient's medical record after 
should be listed for following admissions 

his first period of hospitalization. Like details 
or visits. 

2.2.4 Admission summary sheet 

to 
This form should be A4 size. The top (admission) 

specifically identify this patient, viz., name, unit 
birthplace, occupation, parents' names, 
admission and provisional diagnosis. 

as well as date 

section includes sociological details 
number, address, sex, age, birthdate, 
and time of admission, source of 

The lower (discharge) section includes post-discharge details, viz., final diagnoses 
operations, coding of these, signatures of junior and senior house medical officers (see 
section 2.2.33). 

and 
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Staff concerned and method 

The admission section should be completed by the doctor, ~ or clerk taking details from 
the patient at the time of his admission. Provisional diagnosis can be entered at this stage. 
The discharge section is filled in firstly by the junior house medical officer. He should 
note there all final diagnoses and operations (with dates when done), the coding for these, and 
write or dictate a draft for the clinical discharge summary. The senior house medical officer 
should then routinely check record for quality of entry, viz.: 

(a) that the final diagnosis entered is in accordance with the facts revealed during 
hospitalization from special laboratory tests, X-rays, biopsies, etc.; 

(b) that all diseases and conditions present have been mentioned as final diagnoses; 

(c) that all operations done have been entered, with dates; 

(d) that correct and full coding, by the published classification in use by the 
hospital, has been done; 

(e) that a clinical discharge summary has been done and is full and complete in all 
its aspects; then 

(f) he can sign the medical record in the indicated place to show that he considers 
it fully complete and accurate. 

2.2.5 Admission advice slip 

In size, this is a special case, as it is merely a duplication of the top identification 
section of the admission summary sheet. In the present example, thus, it is approximately 
11.5 x 21.5 cm. It can be produced by (i) inserted carbon paper; (ii) interleaved carbon 
paper (coming from the printer as a set of forms); (iii) chemically-sensitized paper 
(coming from the printer as a set of forms; NCR or "no carbon required"); (iv) embossed 
pIa te mach ine . 

It is sent to the medical record department, with all the others for one day's admissions, 
as proof of admission, by the admission office, where this office is not part of the medical 
record department. 

Staff concerned and method 

(a) Medical officer, nurse or clerk taking admission details from the patient 

(b) Medical record staff who will use it to check in patients' name index whether or not 
the patient is a readmission (see definition of this term in section 14). If a readmission, 
the patient will already have an existing unit medical record and unit number. At hospital 
where unit filing includes purely OP records, these will also be brought to light as a result 
of checking the patients' name index. 

2.2.6 Authorities' sheet 

This is an A4 form. It consists of the following four sections: 

(i) 
(ii) 

(iii) 
(iv) 

authority for operation or other special therapy; 
release from responsibility for premature discharge; 
permission for release of information; 
permission for autopsy. 

I 

Staff concerned and method 

(a) Authority for operation or other special therapy 
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This should be obtained at the time of a patient's admission as a blanket permission for 
therapy measures deemed necessary. It must be explained to the patient (or parent or 
guardian) by a medical officer who countersigns that the procedure has been explained to the 
patient who freely gave his consent and signed the permission. 

Sometimes hospitals find it advisable to reobtain such a consent specifically, just prior 
to a particular operation, transfusion, etc. Examples of procedures for which it might thus 
be obtained are enucleation of an eyeball, amputation of a limb or leucotomy. 

(b) Release of hospital from responsibility for premature discharge 

If a patient wishes, he has a legal right to leave hospital before his treatment is 
concluded and against medical advice. In such cases, it is vital that the attending house 
medical officer gets this release signed by the patient, to protect the hospital against 
possible future claims of negligence towards this patient. The medical officer concerned 
countersigns the release. 

In the case of a minor (someone below the adult age), premature discharge can be 
permitted if the patient or guardian signs the release form. 

In the case where a patient absconds from the hospital before treatment is completed, 
particulars of such an event should be noted in the "Police File". 

(c) Permission for release of information 

In insurance claims or litigation, it can be to the patient's advantage to allow extracts 
from his medical record to be released to his insurance agent or lawyer. To protect his 
rights against wrongful use of such data by the other side in such disputes, however, any 
such release must be signed, as permitted, by the patient and countersigned by the chief 
medical record officer, or equivalent in this hospital. (Information in a medical record is 
privileged communication between doctor and patient and the latter has a right to have this 
confidentiality protected). However, when records are being used for medical research which 
can be assumed to be to the potential benefit of the patient or future patients, such 
permission is not necessary. 

(d) Authority to perform an autopsy 

This should be on separate pads of forms, for patients' peace of mind, to be attached to 
the authorities' sheet only when completed. The permission should be obtained from next of 
kin, guardian or other appropriate person, and, preferably, by the attending medical officer. 

2.2.7 Referring letter sheet 

This is an A4 form. Any referring letters or documents, less than quarto size and 
received with the patient at time of admission should be attached to it. 

By this means, small slips of paper of varying sizes, yet with information of clinical 
importance for the patient's care, will be brought up to A4 size, in company with the other 
sheets in the medical record and should not easily be lost. 

Staff concerned and method 

Ideally, this should be attached by the admission office staff at the time of the patient's 
admission. However, it may be missed and be left for ward clerks (who, like admission office 
staff, may form part of the medical record personnel), ward nursing staff or other medical 
record department staff to do after patient's discharge. The latter is reprehensible of course, 
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Staff concerned and method 

The admission section should be completed by the doctor, ~ or clerk taking details from 
the patient at the time of his admission. Provisional diagnosis can be entered at this stage. 
The discharge section is filled in firstly by the junior house medical officer. He should 
note there all final diagnoses and operations (with dates when done), the coding for these, and 
write or dictate a draft for the clinical discharge summary. The senior house medical officer 
should then routinely check record for quality of entry, viz.: 

(a) that the final diagnosis entered is in accordance with the facts revealed during 
hospitalization from special laboratory tests, X-rays, biopsies, etc.; 

(b) that all diseases and conditions present have been mentioned as final diagnoses; 

(c) that all operations done have been entered, with dates; 

(d) that correct and full coding, by the published classification in use by the 
hospital, has been done; 

(e) that a clinical discharge summary has been done and is full and complete in all 
its aspects; then 

(f) he can sign the medical record in the indicated place to show that he considers 
it fully complete and accurate. 

2.2.5 Admission advice slip 

In size, this is a special case, as it is merely a duplication of the top identification 
section of the admission summary sheet. In the present example, thus, it is approximately 
11.5 x 21.5 cm. It can be produced by (i) inserted carbon paper; (ii) interleaved carbon 
paper (coming from the printer as a set of forms); (iii) chemically-sensitized paper 
(coming from the printer as a set of forms; NCR or "no carbon required"); (iv) embossed 
pIa te mach ine . 

It is sent to the medical record department, with all the others for one day's admissions, 
as proof of admission, by the admission office, where this office is not part of the medical 
record department. 

Staff concerned and method 

(a) Medical officer, nurse or clerk taking admission details from the patient 

(b) Medical record staff who will use it to check in patients' name index whether or not 
the patient is a readmission (see definition of this term in section 14). If a readmission, 
the patient will already have an existing unit medical record and unit number. At hospital 
where unit filing includes purely OP records, these will also be brought to light as a result 
of checking the patients' name index. 

2.2.6 Authorities' sheet 

This is an A4 form. It consists of the following four sections: 

(i) 
(ii) 

(iii) 
(iv) 

authority for operation or other special therapy; 
release from responsibility for premature discharge; 
permission for release of information; 
permission for autopsy. 

I 

Staff concerned and method 

(a) Authority for operation or other special therapy 
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This should be obtained at the time of a patient's admission as a blanket permission for 
therapy measures deemed necessary. It must be explained to the patient (or parent or 
guardian) by a medical officer who countersigns that the procedure has been explained to the 
patient who freely gave his consent and signed the permission. 

Sometimes hospitals find it advisable to reobtain such a consent specifically, just prior 
to a particular operation, transfusion, etc. Examples of procedures for which it might thus 
be obtained are enucleation of an eyeball, amputation of a limb or leucotomy. 

(b) Release of hospital from responsibility for premature discharge 

If a patient wishes, he has a legal right to leave hospital before his treatment is 
concluded and against medical advice. In such cases, it is vital that the attending house 
medical officer gets this release signed by the patient, to protect the hospital against 
possible future claims of negligence towards this patient. The medical officer concerned 
countersigns the release. 

In the case of a minor (someone below the adult age), premature discharge can be 
permitted if the patient or guardian signs the release form. 

In the case where a patient absconds from the hospital before treatment is completed, 
particulars of such an event should be noted in the "Police File". 

(c) Permission for release of information 
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from his medical record to be released to his insurance agent or lawyer. To protect his 
rights against wrongful use of such data by the other side in such disputes, however, any 
such release must be signed, as permitted, by the patient and countersigned by the chief 
medical record officer, or equivalent in this hospital. (Information in a medical record is 
privileged communication between doctor and patient and the latter has a right to have this 
confidentiality protected). However, when records are being used for medical research which 
can be assumed to be to the potential benefit of the patient or future patients, such 
permission is not necessary. 

(d) Authority to perform an autopsy 
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the authorities' sheet only when completed. The permission should be obtained from next of 
kin, guardian or other appropriate person, and, preferably, by the attending medical officer. 
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This is an A4 form. Any referring letters or documents, less than quarto size and 
received with the patient at time of admission should be attached to it. 

By this means, small slips of paper of varying sizes, yet with information of clinical 
importance for the patient's care, will be brought up to A4 size, in company with the other 
sheets in the medical record and should not easily be lost. 

Staff concerned and method 

Ideally, this should be attached by the admission office staff at the time of the patient's 
admission. However, it may be missed and be left for ward clerks (who, like admission office 
staff, may form part of the medical record personnel), ward nursing staff or other medical 
record department staff to do after patient's discharge. The latter is reprehensible of course, 
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as it is during hospitalization of the patient 
to be lost - not after the patient's discharge 
filing in the medical record department. 

2.2.8 Medical history sheet 

that the small referring documents are likely 
and the record's preparation for permanent 

This is an A4 form. It is important that it is done consistently and well as it 
commences the medical section proper of the unit record. 

Staff concerned and method 

The admitting medical officer should use this form to record scientific and full notes 
on the patient's presenting symptoms, history of present illness, past history, family history 
and drug habits, especially when the latter have same bearing on his present reason for 
hospitalization. 

Exceptionally, taking the initial medical history may be delayed until the patient has 
reached his ward. It is then taken there by the house medical officer, at the time that the 
full physical examination is being done, but this is not the preferable arrangement. 

The same applies to any specialized medical history form, e.g., obstetric and labour 
record or gynaecological history. 

2.2.9 Short-stay record 

Some hospitals like to use a special form, for cases likely to be in hospital for only 
about 48 hours. (Beyond that period, the normal forms of the medical record should be used.) 
Examples of types of cases concerned are: tonsillectomies and adenoidectomies, cystoscopies, 
minor lacerations, excisions of superficial new growths and accident cases still under 
observation. 

Brief statements, a mixture of medical and nursing observations, are typical of this 
form. Reasons why it is not recommended for universal use are: 

(a) many hospitals consider that the few specialized forms saved do not equate with 
the confusion caused when, as frequently happens, the patient is in for more than 
48 hours and the varied details written here must be continued on a separate form; 

(b) as the form has both medical and nursing items on it, a clash of interest between 
users may well occur. 

2.2.10 Physical examination sheet 

This is an A4 form. Cross-rulings, for notes, should be continued on the back of the 
form. 

Some institutions find that recording and retrieval of data is facilitated if the points 
to be examined are printed as a reminder at the top or in the margin of the form. 

Staff concerned and method 

Once the patient has arrived in the ward to which he is being admitted, the house medical 
officer concerned should routinely conduct a full physical examination. All body systems 
should be checked in a cephalo-caudal progression with special emphasis, of course, on that 
particular system where it is suspected that the disease process may lie. 

Although discussed here, there is no real need to have a separate physical examination 
form printed. Once the medical history has been completed, the physical examination can 
be written on the first sheet of the clinical progress notes (see section 2.2.11). At the 
end of the entry of the physical examination, initial therapy and treatment orders should be 
entered. 

I. 

I 
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The three items, medical history, physical examination and initial therapy orders, 
should routinely commence the medical section of all records if these are to be adequate and 

complete. 

2.2.11 Clinical progress notes 

These notes form the backbone of the medical section of a record This is an A4 form. 
as they are the periodic entry of salient observations of a patient's progress during 

hospitalization. 

Staff concerned and method 

Though routinely entered by the house medical officer, from time to time, they may also 
contain pertinent comments by the Registrar, or senior resident, supervising the house medical 
officer or the specialist in control of the whole clinical team. 

They should be written as often as there are significant data to report. In acute cases 
this may be daily, but on more long-term cases, such as fractures and psychiatric disorders, 
there may be nothing to report for a week or longer. 

Typical items would include: 

(a) a significant change in the patient's general condition; 

(b) positive (pathological) results from clinical investigations done; 

(c) histopathological findings on biopsy or operation specimens which may alter the 

provisional diagnosis; 

(d) a note stating transfer to another ward or doctor; 

(e) a note on patient's condition at discharge and estimate of prognosis. 

As this part of the medical record can tend to become voluminous, it is as well to have this 
form printed on both sides. 

2.2.12 Consultation request and report 

This is an A4 form. 

Staff concerned and method 

A senior doctor in one specialty, e.g., a specialist physician may require advice on 
aspect of care of the disease suffered by one of his patients from a member of another 
specialty, e.g., a specialist surgeon or neurologist. He will direct his house medical 
officer to organize a consultation with the other specialist. The house medical officer 
should write up the request on the head of the consultation report, including full details 
the provisional diagnosis, the object of the consultation and all relevant clinical notes. 

some 

on 

The reply, including agreement to take over care of the patient, if this is decided upon 
and agreed to, should be entered by the specialist consultant under the heading "Consultant's 

Report" • 

2.2.13 Anaesthetic record 

This is an A4 form. Such forms are, typically, very detailed as required to obtain 
significant data for anaesthetic administration during an operation. It may be advisable to 
combine this record with the operation report where the anaesthetic details are brief. 
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particular system where it is suspected that the disease process may lie. 

Although discussed here, there is no real need to have a separate physical examination 
form printed. Once the medical history has been completed, the physical examination can 
be written on the first sheet of the clinical progress notes (see section 2.2.11). At the 
end of the entry of the physical examination, initial therapy and treatment orders should be 
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I. 

I 
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should routinely commence the medical section of all records if these are to be adequate and 

complete. 

2.2.11 Clinical progress notes 

These notes form the backbone of the medical section of a record This is an A4 form. 
as they are the periodic entry of salient observations of a patient's progress during 
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Staff concerned and method 

Though routinely entered by the house medical officer, from time to time, they may also 
contain pertinent comments by the Registrar, or senior resident, supervising the house medical 
officer or the specialist in control of the whole clinical team. 

They should be written as often as there are significant data to report. In acute cases 
this may be daily, but on more long-term cases, such as fractures and psychiatric disorders, 
there may be nothing to report for a week or longer. 
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(a) a significant change in the patient's general condition; 

(b) positive (pathological) results from clinical investigations done; 

(c) histopathological findings on biopsy or operation specimens which may alter the 
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As this part of the medical record can tend to become voluminous, it is as well to have this 
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A senior doctor in one specialty, e.g., a specialist physician may require advice on 
aspect of care of the disease suffered by one of his patients from a member of another 
specialty, e.g., a specialist surgeon or neurologist. He will direct his house medical 
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on 

The reply, including agreement to take over care of the patient, if this is decided upon 
and agreed to, should be entered by the specialist consultant under the heading "Consultant's 

Report" • 

2.2.13 Anaesthetic record 

This is an A4 form. Such forms are, typically, very detailed as required to obtain 
significant data for anaesthetic administration during an operation. It may be advisable to 
combine this record with the operation report where the anaesthetic details are brief. 
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Staff concerned and method 

(a) Entries on premedication ordered and given are usually done by the house medical officer 
and ward nur se • 

(b) Relevant aspects of the patient's present physiological state and past history are 
entered by the house medical officer. 

(c) The house anaesthetist writes notes on special precautions which may be required due to 
some physical disability and technical difficulties encountered when anaesthesia is commenced. 

(d) The specialist anaesthetist will report on complications occurring during the course of 
the operation. He also notes aspects of fluid balance and supplementary drugs given. 
A graph allows for visual recording of, e.g., anaesthetic agents used, depth of anaesthesia, 
pulse, blood pressure, respiration, etc. 

2.2.14 Operation report 

This is an A4 form. Two possible versions can be considered. One incorporates brief 
anaesthetic details, so providing an example of a reduction of forms which can be considered 
quite legitimate where funds are insufficient for all the basic forms to be printed (see also 
section 2.2. on this point). 

Staff concerned and method 

The premedication section should be completed by a ward nurse administering drugs ordered. 
The remainder of the form should be completed by the anaesthetist, assistant surgeon or surgeon, 
where appropriate. 

Once the incision has been made and an initial examination made by the surgeon 'performing 
the operation, it may become obvious that further or different surgical procedures will be 
required. Therefore (a) operation(s) proposed and (b) operation(s) performed, with steps of 
the operation(s), pathological findings and specimens sent for histopathological examination 
should all be recorded. 

An accounting for swabs and instruments used during the operation should be done by the 
theatre sister. 

Post-operative instructions by the surgeon or assistant surgeon and recovery room notes 
by the attending nurse(s) should be written where indicated. 

2.2.15 Pathology request and report 

This is an A4 form. It is intended for use for: 

(1) histopathological reports on (a) biopsy specimens; (b) excised tissue, organs or parts of 
organs; 

(2) lengthy reports on haematological examinations, e.g., bone marrow reports; 

(3) reports on radioisotope examinations; 

(4) other lengthy reports from the pathology laboratory or other clinical investigation 
section, if desired, e.g., a pulmonary function laboratory; 

(5) all special clinical studies requiring use of tables or graphs which can be overprinted 
onto it, as needed. 

Staff concerned and method 
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Operative specimens, suitably labelled, should be forwarded from the operating theatre 
to the histopathology laboratory for macroscopic and microscopic examination and report. 
This could be seen to by the theatre sister. 

For the information of the exam1n1ng histopathologist, full relevant clinical notes 
should be entered at the head of the form by the surgeon requesting the examination. The report 
title and report itself should be entered by the pathologist reporting. 

2.2.16 Pathology/X-ray reports sheet 

This is an A4 form and essentially a backing sheet only. During the course of a 
patient's hospitalization, quite a large number of forms -X-ray, haematology, microbiology, bio
chemistry, etc. _ can accumulate. These will be B6 international paper size, as described for 
the next few forms discussed. All such B6 forms should be pasted onto this backing sheet. 

Staff concerned and method 

While the patient is still in the ward, ward nursing staff or their assistants should be 
responsible for attaching B6 forms to this sheet and after the patient's discharge (or death) 
and for outpatients it will be the medical record staff's responsibility. All B6 forms 
should be attached along their top borders only on the lines indicated. Each pathology/x-ray 
reports sheet is intended to hold 12 such investigation reports. 

2.2.17 Laboratory request and report 

This is a B6 form, i.e., approximately 175 x 125 mm. A great variety of tests are done 
in tbe microbiology and biochemistry sections of pathology laboratories in hospitals. Most 
of these can be reported on a general form. Particular test formats can be impressed thereon 
either by embossed plate handset or with a rubber stamp. Then it only remains for the patho
logist to enter and sign results found in the appropriate parts of the form. A stamp or 
pressure sensitive, colour-coded sticker, to indicate the section of pathology from which the 
report emanates must be used at the foot of the form. 

Staff concerned and method 

The request for any clinical investigation must have full, relevant clinical notes written 
in the space indicated at its head, by the house medical officer or other requesting it. 

The report will be dealt with, as outlined above, in the pathology section. 

On receipt in the ward, the form should be attached to the pathology/X-ray reports 
sheet currently being used on the patient's medical record by ward nursing staff and drawn 
to the attention of the house medical officer concerned. 

If the patient has already been discharged and his medical record sent to the medical 
record department, this form must be sent there too, for the attachment, e.g. it is very 
common for the last of a series of TB culture reports to miss the patient j 'th~ ward. as 
such cultures take weeks to complete. 

2.2.18 Haematology report 

This is a B6 form. It allows for reporting on: 

(a) full blood countB; 

(b) specific reports, e.g., on platelets; 

(c) any other haematological tests which may become necessary. 
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Staff concerned and method 
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common for the last of a series of TB culture reports to miss the patient j 'th~ ward. as 
such cultures take weeks to complete. 

2.2.18 Haematology report 

This is a B6 form. It allows for reporting on: 

(a) full blood countB; 

(b) specific reports, e.g., on platelets; 

(c) any other haematological tests which may become necessary. 



WHO/HS/NAT.COM/80.370 
page 44 

Staff concerned and method 

Identical with 2.2.17, except that only a specialist haematologist will be reporting here. 

2.2.19 X-ray request and report 

This is a B6 form. 

Staff concerned and method 

Relevant details of clinical condition and investigation required should be entered in 
the request part of the form (back) by the house medical officer concerned or a nurse, if he 
has delegated this duty to her. 

The radiologist reporting should enter his report, or have it typed, in the report section 
of the form (front). The best and usual time for this to be done is with the radiologist 
checking a film on a viewing screen and dictating directly to a medical secretary beside him. 

2.2.20 Blood transfusion 

This is a B6 form. 

Staff concerned and method 

The house medical officer should complete the brief clinical notes at the head of the 
form: the haematology technician should perform and record blood group and compatibility 
checks. 

Once the first bottle of blood or plasma has been set up, the house medical officer 
concerned can record "commenced by, time started, time ended, reactions (if any)", and repeat 
this for any further bottles used. 

2.2.21 Electrocardiogram report 

This is an A4 form. It includes cuttings from standard leads traced and the cardiolo
gist's impression. To protect tracings, either a folder type form should be used with the 
originals or the tracings be photocopied and only this be placed on the record, the original 
being kept in the ECG or cardiology department. The tracing section of the form should have 
"dry" gum impregnated, at time of printing. This only becomes tacky when wetted, so that 
forms cannot be over-glued. 

Staff concerned and method 

The house medical officer concerned should enter relevant clinical notes at the head of 
the form, including whether previous ECGs have been done and a note on current drug 
therapy, excluding digoxin, blood pressure and weight. The ECG technician should mount (paste) 
the ECG lead tracings in the indicated place. The cardiologist should make his overall comment 
in the report section of the form and notes on wave data at the foot of the form where 
indicated. 

2.2.22, Electroencephalogram request and report 

This is an A4 form. 

Staff concerned and method 

The house medical officer concerned should enter full details of neurological signs and 
symptoms, as indicated in the request section of the form. Also, he should give details of 
current drug therapy and clinical investigations done. 
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The neurologist's interpretation of the ECG tracing(s) should follow at the foot of the 
form. The tracings themselves should be filed in the ECG section. 

2.2.23 Paramedical request and report 

This is an A4 form. 

The clinical paramedical specialties, e.g., physiotherapy, occupational therapy, speech 
therapy, social work should use the form. The particular section using anyone form can be 
shown on the identification margin by a colour-coded sticker or rubber stamp. 

Staff concerned and method 

Clinical notes and reason for referral should be entered by the house medical officer 
requesting the treatment or interview. Reports on specific treatment given or interviews 
conducted should be entered by the appropriate paramedical. 

2.2.24 Nurses' notes 

This is an A4 form. It is useful to keep scientific note of a patient's condition in 
the doctor's absence. They complete the picture of the patient's case, started with the 
doctor's clinical progress notes. If full and adequate, they will be useful for research and 
teaching and subsequent care of the patient. Also, they have been known to help protect a 
doctor or hospital in a lawsuit. The form should be printed on both sides. 

Staff concerned and method 

Full details requested should be entered at the head of the form by the nurse on duty. 
Notes should include only relevant comments on nursing care given and any abnormal signs and 
symptoms observed in the absence of the house medical officer. 

2.2.25 Nurses' observation chart - ICU 

This is an A4 form designed for the recording of frequent observations. 

Staff concerned and method 

Nursing staff on intensive care units or recovery rooms should use this form to do 
progress estimates of the various physiological indicators concerning seriously-ill patients 
under their care. Thus a useful, up-to-date visible index of such data is available for 
the house medical officer's information at any time. 

2.2.26 Composite graphic chart 

This is an A4 form. It allows for four-hourly or twelve-hourly entry of temperature, 
pulse and blood pressure. There is also space for graphic recording of respiration, and 
written comments on bowel motions, urine, sputum, weight and any other observations required. 

Thus the form could, to some extent, serve the purpose of an intensive care unit as well 
as the general nursing areas. 

2.2.27 Daily fluid balance chart 

This is an A4 form. 

Recording of intake and output should be done as indicated. Provision is also made, at 
the foot of the form, for estimates of the current electrolyte balance and on the back for 
orders or intravenous and oral administration of fluids. Totals should be transferred 
weekly to the fluid balance summary (the following form) then the daily fluid balance can be 
discarded for that period. 
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Staff concerned and method 

Identical with 2.2.17, except that only a specialist haematologist will be reporting here. 

2.2.19 X-ray request and report 

This is a B6 form. 

Staff concerned and method 

Relevant details of clinical condition and investigation required should be entered in 
the request part of the form (back) by the house medical officer concerned or a nurse, if he 
has delegated this duty to her. 

The radiologist reporting should enter his report, or have it typed, in the report section 
of the form (front). The best and usual time for this to be done is with the radiologist 
checking a film on a viewing screen and dictating directly to a medical secretary beside him. 

2.2.20 Blood transfusion 

This is a B6 form. 

Staff concerned and method 

The house medical officer should complete the brief clinical notes at the head of the 
form: the haematology technician should perform and record blood group and compatibility 
checks. 

Once the first bottle of blood or plasma has been set up, the house medical officer 
concerned can record "commenced by, time started, time ended, reactions (if any)", and repeat 
this for any further bottles used. 

2.2.21 Electrocardiogram report 

This is an A4 form. It includes cuttings from standard leads traced and the cardiolo
gist's impression. To protect tracings, either a folder type form should be used with the 
originals or the tracings be photocopied and only this be placed on the record, the original 
being kept in the ECG or cardiology department. The tracing section of the form should have 
"dry" gum impregnated, at time of printing. This only becomes tacky when wetted, so that 
forms cannot be over-glued. 

Staff concerned and method 

The house medical officer concerned should enter relevant clinical notes at the head of 
the form, including whether previous ECGs have been done and a note on current drug 
therapy, excluding digoxin, blood pressure and weight. The ECG technician should mount (paste) 
the ECG lead tracings in the indicated place. The cardiologist should make his overall comment 
in the report section of the form and notes on wave data at the foot of the form where 
indicated. 

2.2.22, Electroencephalogram request and report 

This is an A4 form. 

Staff concerned and method 

The house medical officer concerned should enter full details of neurological signs and 
symptoms, as indicated in the request section of the form. Also, he should give details of 
current drug therapy and clinical investigations done. 
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The neurologist's interpretation of the ECG tracing(s) should follow at the foot of the 
form. The tracings themselves should be filed in the ECG section. 

2.2.23 Paramedical request and report 

This is an A4 form. 

The clinical paramedical specialties, e.g., physiotherapy, occupational therapy, speech 
therapy, social work should use the form. The particular section using anyone form can be 
shown on the identification margin by a colour-coded sticker or rubber stamp. 

Staff concerned and method 

Clinical notes and reason for referral should be entered by the house medical officer 
requesting the treatment or interview. Reports on specific treatment given or interviews 
conducted should be entered by the appropriate paramedical. 

2.2.24 Nurses' notes 

This is an A4 form. It is useful to keep scientific note of a patient's condition in 
the doctor's absence. They complete the picture of the patient's case, started with the 
doctor's clinical progress notes. If full and adequate, they will be useful for research and 
teaching and subsequent care of the patient. Also, they have been known to help protect a 
doctor or hospital in a lawsuit. The form should be printed on both sides. 

Staff concerned and method 

Full details requested should be entered at the head of the form by the nurse on duty. 
Notes should include only relevant comments on nursing care given and any abnormal signs and 
symptoms observed in the absence of the house medical officer. 

2.2.25 Nurses' observation chart - ICU 

This is an A4 form designed for the recording of frequent observations. 

Staff concerned and method 

Nursing staff on intensive care units or recovery rooms should use this form to do 
progress estimates of the various physiological indicators concerning seriously-ill patients 
under their care. Thus a useful, up-to-date visible index of such data is available for 
the house medical officer's information at any time. 

2.2.26 Composite graphic chart 

This is an A4 form. It allows for four-hourly or twelve-hourly entry of temperature, 
pulse and blood pressure. There is also space for graphic recording of respiration, and 
written comments on bowel motions, urine, sputum, weight and any other observations required. 

Thus the form could, to some extent, serve the purpose of an intensive care unit as well 
as the general nursing areas. 

2.2.27 Daily fluid balance chart 

This is an A4 form. 

Recording of intake and output should be done as indicated. Provision is also made, at 
the foot of the form, for estimates of the current electrolyte balance and on the back for 
orders or intravenous and oral administration of fluids. Totals should be transferred 
weekly to the fluid balance summary (the following form) then the daily fluid balance can be 
discarded for that period. 
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2.2.28 Fluid balance summary 

This is an A4 form. It is the record of calculations of the daily total of patient's 
fluid intake and output. For cases such as chronic nephritis, diabetes insipidus or other 
conditions of, or affecting, the urinary system, it could be retained on the medical record 
after patient's discharge. For other types of cases, it could well be discarded at that time. 
It can be printed on both sides. 

Staff concerned and method 

It is usual 
However, in some 
medical officer. 

for such a form to be completed by ward nurses attending the patient. 
countries, completion of such forms is made the responsibility of the 

Method of completion is as above. 

2.2.29 Diabetic chart 

This is an A4 form. It should be printed on both sides. 

Staff concerned and method 

house 

It is usual for such a form to be completed by ward nurses attending the patient. 

completion of such forms is made the responsibility of the house 
However, in some countries, 
medical officer. 

Space is allowed at the head of the form for entry of relevant notes on current therapy, 
including insulin, and diet. Below, graphic presentation can be made of the sugar content 
of a patient's urine and statements can be given on acetones present, insulin dosage and 
blood sugar content. 

2.2.30 Treatment sheet 

This is an A4 form. 
be printed on both sides. 

Staff concerned and method 

Its format could have many variations. It is recommended that it 

The attending house medical officer, registrar or specialist can make entries on this 
form. Space is given at the head of the form for entry of any drug allergy or other allergy 
present which could have bearing on the type of therapy chosen. The doctor should enter and 
sign the treatment he prescribes. When any treatment is suspended, the date of each 
suspension should be entered and initialled by the doctor concerned. 

2.2.31 Post-mortem report 

This is an A4 form. 

Staff concerned and method 

The histopathologist who conducts the post-mortem examination should make appropriate 
macroscopic and microscopic reports on his findings on this form. 

2.2.32 Clinical discharge summary 

This is an A4 form. It is a brief resume.of patient's course and therapy in hospital, 
follow-up arrangements and recommendations for future medical management. The form should 
be printed in two versions: 

(i) 
(ii) 

without horizontal lining for typing; 
fully lined for written entries. 

and 

Staff concerned and method 
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The clinical discharge summary should be written as a rough draft, or dictated by electric 
dictating device by the house medical officer. Preferably, this should be done before the 
medical record leaves the ward on patient's discharge, but if this chance is missed, then 
the house medical officer must go to the medical record completion cubicle for doctors in 
the medical record department. 

Groups of these rough drafts, or a series of recordings from a dictating machine should be 
typed in daily routine by medical secretaries who must be well versed in medical terminology. 

The c~inical discharge summary should be prepared in triplicate: the original going to 
the referring agent (doctor, hospital or clinic), while the duplicate and triplicate are kept 
in the medical record for future correspondence needs relating to this admission. If 
required to be sent to an outside inquirer, a copy of the summary should be accompanied by an 
explanatory letter. 

2.2.33 Chart dividers 

The aim in creating a unit record is to make it and all its parts readily accessible to 
a legitimate user at need. This has been the aim served by unit numbering, colour-coding, 
terminal digit filing, etc. Each period of hospitalization or "admission" must be clearly 
distinguished from those that precede and follow it. This is achieved by use of chart 
dividers. 

Chart dividers are index-tabbed sheets of ledger paper, preferably yellow coloured, for 
easy visibility. They have tabs cut on their identification margins (right side if reading 
from front to back in European language arrangement). A further similarly cut set of five 
is left blank so that all following admissions after the fifth can be written in. 

An OP chart divider with a longer tab can also be provided although such a division will 
not be appropriate in all circumstances with an integrated unit medical record system. Thus, 
where an IP spell has been preceded by OP investigations related to the same episode of illness, 
it may be desirable to place together the OP and IP notes relating to this episode. 

Paper tabs soon curl and tear in use. Tab materials thick enough to stand up to wear 
without such deterioration add to the bulk of each set of notes. An alternative way of 
grouping documents is by using separate fasteners to attach the papers to the inside front 
and back covers of the folder. Using a folder with an internally projecting spine, with 
fasteners facing forwards mounted on it, two further groups of documents can be separated. 
With some increase in bulk, folders with double and triple internally projecting spines can 
be used to separate the case notes into six or up to eight groups. An advantage of multi
fastener groupings is that documents can be added to any group without .disturbing the others. 
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The clinical discharge summary should be written as a rough draft, or dictated by electric 
dictating device by the house medical officer. Preferably, this should be done before the 
medical record leaves the ward on patient's discharge, but if this chance is missed, then 
the house medical officer must go to the medical record completion cubicle for doctors in 
the medical record department. 

Groups of these rough drafts, or a series of recordings from a dictating machine should be 
typed in daily routine by medical secretaries who must be well versed in medical terminology. 

The c~inical discharge summary should be prepared in triplicate: the original going to 
the referring agent (doctor, hospital or clinic), while the duplicate and triplicate are kept 
in the medical record for future correspondence needs relating to this admission. If 
required to be sent to an outside inquirer, a copy of the summary should be accompanied by an 
explanatory letter. 

2.2.33 Chart dividers 

The aim in creating a unit record is to make it and all its parts readily accessible to 
a legitimate user at need. This has been the aim served by unit numbering, colour-coding, 
terminal digit filing, etc. Each period of hospitalization or "admission" must be clearly 
distinguished from those that precede and follow it. This is achieved by use of chart 
dividers. 

Chart dividers are index-tabbed sheets of ledger paper, preferably yellow coloured, for 
easy visibility. They have tabs cut on their identification margins (right side if reading 
from front to back in European language arrangement). A further similarly cut set of five 
is left blank so that all following admissions after the fifth can be written in. 

An OP chart divider with a longer tab can also be provided although such a division will 
not be appropriate in all circumstances with an integrated unit medical record system. Thus, 
where an IP spell has been preceded by OP investigations related to the same episode of illness, 
it may be desirable to place together the OP and IP notes relating to this episode. 

Paper tabs soon curl and tear in use. Tab materials thick enough to stand up to wear 
without such deterioration add to the bulk of each set of notes. An alternative way of 
grouping documents is by using separate fasteners to attach the papers to the inside front 
and back covers of the folder. Using a folder with an internally projecting spine, with 
fasteners facing forwards mounted on it, two further groups of documents can be separated. 
With some increase in bulk, folders with double and triple internally projecting spines can 
be used to separate the case notes into six or up to eight groups. An advantage of multi
fastener groupings is that documents can be added to any group without .disturbing the others. 
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CHART DIVIDERS 

(a) Showing how they look, separated. 

(b) As they appear, overlapping each other, 
in a unit medical record 

Note: Neither card shown full size. 
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(c) A further, blank set - arranged as above - can be 
written on to indicate all admissions beyond the fifth. 
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3. Medical record procedures 

3.1 Registers, indexes and files used in the medical record depal"tment 

3.1.1 Admission register (if no separate admission office exists) (book) 

The permanent record of all patients admitted to the hospital, chronologically arranged 
by their date and time of arrival. 

3.1.2 Unit number register (book or cards) 

The permanent record of allocations of unit numbers to patients. Each patient gets only 
one number which is given out at the time of his first admission and reallocated on all sub
sequent admissions, so that all clinical data on the one patient accumulate in one record 
only. Where an integrated unit filing system (see 6.1.1) has been adopted, the patient's 
unit number may be allocated on the first OP attendance, should this be his initial contact 
with the hospital. 

3.1.3 Patient's name index (cards) 

The permanent record of all patients admitted to the hospital, arranged alphabetically by 
patients' surnames (or equivalent). On a patient's first admission, a card is typed or 
written for this index with as much identifying data on the patient as can be obtained, 
including unit number. The card is then added to the index in strict alphabetical order. 
On all subsequent admissions, dates of admission are stamped on this card. This is the most 
important index in the department, as it is the guide to all the medical records therein. 
A medical record department lacking such an index cannot provide efficient retrieval of its 
medical records. 

Where an integrated unit record system is adopted, a card would be added to the index 
on first OP attendance, if this should be his initial contact with the hospital. Thus the 
index includes the names of patients who have not been inpatients of the hospital. Such an 
index is commonly referred to as the master name index. 

There should be dividers in the index for each letter of the alphabet. When the index 
becomes large, and therefore more difficult to keep in order and slower to find the right 
card, the following can help: 

- additional dividers for common names - if there are many of them extra guides by initial; 

- extra divider every 300-400 cards with a name on it to help in locating similar names; 

- label the outside of the cabinet with first name and last name in cabinet. 

3.1.4 Daily list of discharges and deaths (sheet) 

Compiled from the verified consolidation of daily ward censuses headings: unit NO./ 
patient/clinical serVice/result of treatment. Its main use is for daily entry of details on 
the "monthly discharge analysis" worksheet (i.e., towards discharge analysis statistics). 
It can also provide a double check on the discharge date of a patient. It may also be useful 
to the finance department. 

3.1.5 Workcard indexes (cards) 

Each time a patient is admitted or readmitted, a workcard is typed for 
a temporary card which traces his medical record throughout its progress to 
Initially this card will be filed in the: 

him. This is 
comple tion. 
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(c) A further, blank set - arranged as above - can be 
written on to indicate all admissions beyond the fifth. 
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on first OP attendance, if this should be his initial contact with the hospital. Thus the 
index includes the names of patients who have not been inpatients of the hospital. Such an 
index is commonly referred to as the master name index. 

There should be dividers in the index for each letter of the alphabet. When the index 
becomes large, and therefore more difficult to keep in order and slower to find the right 
card, the following can help: 

- additional dividers for common names - if there are many of them extra guides by initial; 

- extra divider every 300-400 cards with a name on it to help in locating similar names; 

- label the outside of the cabinet with first name and last name in cabinet. 

3.1.4 Daily list of discharges and deaths (sheet) 

Compiled from the verified consolidation of daily ward censuses headings: unit NO./ 
patient/clinical serVice/result of treatment. Its main use is for daily entry of details on 
the "monthly discharge analysis" worksheet (i.e., towards discharge analysis statistics). 
It can also provide a double check on the discharge date of a patient. It may also be useful 
to the finance department. 

3.1.5 Workcard indexes (cards) 

Each time a patient is admitted or readmitted, a workcard is typed for 
a temporary card which traces his medical record throughout its progress to 
Initially this card will be filed in the: 

him. This is 
comple tion. 
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(a) Inpatient index (cards) 

A temporary index arranged 
patients currently in hospital, 
admission papers are located. 

in alphabetical order by patient's name, which indicates all 
and also automatically, the wards in which their current 

On the patient's discharge, the workcard has necessary details added to it and is then filed in the: 

(b) Incomplete index 

A temporary index arranged in alphabetical order by patient's 
location and stage of completion of a discharged patient's medical name, which indicates 

record. 
(c) The final use of 
the admission Summary 
in numerical order by 
cards. 

the workcard is to hold disease 
sheet of the patient's record. 
the first disease code, awaiting 

and operation code numbers copied from 
The workcards are now filed temporarily 
transfer to disease and operation index 

3.l.6 Disease and operation indexes 

These are visible or vertical arrangements of cards, one or more for each category in 
use from the disease and operation classification being used at the hospital. Entries for 
individual patients on these cards include their unit numbers and precise category code 
numbers so that retrieval of medical records for study, if the indexes are kept up to date, is made easy and efficient. 

3.1.7 Study record 

To show the use made of the records, in groups, for clinical research, such a record can 
be kept. A ruled-up exercise book will suffice for the purpose. 

3.1.8 Out-guides/tracer cards 

Of stiff cardboard or plastic 
are inserted, on the filing 
Columns on the guides allow 
retrieval of the record, on 

and slightly larger than the medical record folders, 
shelves, in place of records out of the department on loan. 
entry of all necessary details of the loan, to ensure quick 
request, no matter what its present location may be. 

these 

4. 

4.1 

4.l.l 

Admission functions 

O~tside medical record department 

Source of admission 

This may be: 

(a) 

(b) 

(c) 

the casualty/emergency room as an immediate admission; 

from a specialist outpatient clinic; 

from a follow-up (aftercare) clinic; 

(d) 
in a patient's due turn, according to a waiting list, maintained in the admission 
office. The waiting list can be divided into URGENT and NON-URGENT sublisting; 
with the former to be admitted within 48 hours; the latter whose ailment is of a 
type not requiring immediate medical care, will wait a definite time before 
hospitalization; 

(e) from outside doctor or another hospital or clinic; 
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(f) as a personal order from the hospital's administrator, though this manner of entry 
should be regarded as exceptional and rarely used. 

4.1.2 Admission procedures 

1. The hospital may have a separate admission office or have all procedures relating to 
patient admission and discharge done in the medical record department. Whatever the arrange
ment, the staff member responsible for interviewing the patient and completing the admission 
documents should be thoroughly trained for this function. 

2. In either case, an admission register should be maintained. 
entered in this for each admitted patient. 

Various details should be 

3. An admission advice slip or admission record should be prepared by the clerk interviewing 
the patient for admission. These may be either separate small slips of paper or carbon 
copies of the identification section at the head of the admission summary sheet (for 
discussion of this form refer to section 4.2 following). Copies are sent to: 

(i) Medical record department - so that previous medical records of readmitted patients 
can be sent to wards and other admission processing necessary to that department be done. 

(ii) Admission office - to form an alphabetical index of patients who are currently 
hospitalized. 

(iii) Business office - providing details for establishment of an account, if the 
hospital does not give free care. 

The admission office or medical record department should also be responsible for 
verifying ward returns of patient census data. These should be prepared each midnight, 

'by charge nurses, to show patient movement in each ward for the previous 24 hours. 

Verified copies of such census forms should be provided to: 

(i) Hospital administrator - to keep him informed of how bed facilities are being used. 

(ii) Medical record department 

- to enable its inpatient and incomplete indexes to be kept up to date; 

- for knowledge of which medical records must be returned from the wards (those of 
patients discharged or died in the last 24 hours); 

- for use with preparation of daily discharge ana~ysis statistics. 

4. Authorizations - Signed authorizations for medical and/or surgical treatment should also 
be obtained from the patient (or parent or guardian) at the time of admission. (Note: 
Details of this and other commonly-used consent forms will be found in the set of standard 
unit medical record forms - Item 2.2.6) 

4.1.3 Other procedures performed by admission office 

Death certificates can be completed in the admission office or the medical record 
department. Their design should be according to the principles laid down by the 
International Committee on Certification of Death. 
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(f) as a personal order from the hospital's administrator, though this manner of entry 
should be regarded as exceptional and rarely used. 

4.1.2 Admission procedures 

1. The hospital may have a separate admission office or have all procedures relating to 
patient admission and discharge done in the medical record department. Whatever the arrange
ment, the staff member responsible for interviewing the patient and completing the admission 
documents should be thoroughly trained for this function. 

2. In either case, an admission register should be maintained. 
entered in this for each admitted patient. 

Various details should be 

3. An admission advice slip or admission record should be prepared by the clerk interviewing 
the patient for admission. These may be either separate small slips of paper or carbon 
copies of the identification section at the head of the admission summary sheet (for 
discussion of this form refer to section 4.2 following). Copies are sent to: 

(i) Medical record department - so that previous medical records of readmitted patients 
can be sent to wards and other admission processing necessary to that department be done. 

(ii) Admission office - to form an alphabetical index of patients who are currently 
hospitalized. 

(iii) Business office - providing details for establishment of an account, if the 
hospital does not give free care. 

The admission office or medical record department should also be responsible for 
verifying ward returns of patient census data. These should be prepared each midnight, 

'by charge nurses, to show patient movement in each ward for the previous 24 hours. 

Verified copies of such census forms should be provided to: 

(i) Hospital administrator - to keep him informed of how bed facilities are being used. 

(ii) Medical record department 

- to enable its inpatient and incomplete indexes to be kept up to date; 

- for knowledge of which medical records must be returned from the wards (those of 
patients discharged or died in the last 24 hours); 

- for use with preparation of daily discharge ana~ysis statistics. 

4. Authorizations - Signed authorizations for medical and/or surgical treatment should also 
be obtained from the patient (or parent or guardian) at the time of admission. (Note: 
Details of this and other commonly-used consent forms will be found in the set of standard 
unit medical record forms - Item 2.2.6) 

4.1.3 Other procedures performed by admission office 

Death certificates can be completed in the admission office or the medical record 
department. Their design should be according to the principles laid down by the 
International Committee on Certification of Death. 
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Birth certificates should be completed in the obstetric department as soon as possible 
after birth and signed by the attending physician. The original should go to the national 
office of registration of births and deaths and a copy to the medical record department with 
which a medical record can be started for the newborn. 

4.2 Medical record department's admission procedures 

4.2.1 Headings of the various indexes, registers, etc. used with this procedure are: 

(a) Ward returns (or nightly patient census) - admission/discharge/deaths/transfers in/ 
transfers out/remaining in the ward. 

(b) Admission (or patients') register - date/name/address/provisional diagnosis/account 
details, if needed/unit record number. 

(c) Admission advice slips (carbon copy of top of admission summary sheet) _ patient's 
name/unit number/address/marital status/sex/birth data/age!birthplace/father's name/ 
mother's name/occupation!next-of-kin/referring doctor/ward!doctor/admitted/discharged/ 
died/autopsy/coroner's case/provisional diagnosis/source of admission. 

(d) Unit number register - unit NO./date of issue/name of patient. 

(e) Patients' name index - patient's name/unit number/address/occupation/date of 
admission. 

It is best to have rodded drawers in the patients' name index cabinet. 

(i) To ensure that cards cannot be easily removed from the index, as it is a vital tool 
being the most direct reference to all the medical records in the department. 

(ii) To allow a day's index cards to be placed on the rods by one file clerk, until the 
correctness of their place in the index has been verified by a second person. Only 
then should they be dropped permanently into place. 

(f) Inpatients' index file - name/ward/unit NO./doctor/date of admission. 

4.2.2 Steps of the procedure 

(a) Patients arr~v~ng for admission each day are received in the admission office as they 
arrive and the procedures outlined in 4.1.2 are completed. If no admission office exists, 
the medical record department will be responsible for this duty. Admission advice slips, 
and admission summary sheets having been completed are sent up to the wards with the 
patients as the start of the current admission papers. Also, at this time, a basic set 
of medical record forms should be assembled for despatch with the patients to the ward, 
where there is no stock of medical record forms on the ward already. 

(b) The census forms must be collected from the wards each morning at a specified time, 
e.g. 8 a.m. and verified. Entries from each ward must tally with each other and the 
previous day's return, so that an accurate statement results for the whole hospital of 
admissions, discharges, deaths and those remaining in hospital. 

Note: The admission advice slip and census forms can only be finally processed on the 
---- afternoon of the day after the admission of the patients, this delay being 

necessary to allow collection of ALL for the day, even up to midnight, and to 
allow sufficient time for careful processing to be done _ thus preventing error. 

(c) The admission advice slips must be verified against the nightly census returns from 
the wards. 

5. 
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(d) Admission advice slips not already bearing unit numbers should be checked against 
the patients' name index. If the slip is matched with the index, the card will be 
momentarily withdrawn from the index to have the admission data stamped on it, with any 
change of address, after which the card must be returned to the index as soon as the 
appropriate unit number has been copied onto the slip. 

(e) Any admission advice slips still not bearing a unit number (a slip relating to a 
night emergency might have no number) should then be taken to the unit number register 
for an entry to be made therein and for the number thus allocated to the new patient to 
be copied onto the slip. 

(f) Workcards are then created. (These cards show the whereabouts of the current 
medical records, throughout their travels to completion.) On creation, the workcards 
are sorted into alphabetical order of patients' family names and added to the index 
file of current IPs. 

(g) Any admission slip to which a unit number identifying the patient has been added 
(see (e) above) is also used as the basis for creation of a new card in the patients' 
name index. 

(h) In the case of new IPs without a previous unit number, the newly allocated number 
(unless preprinted) is marked boldly,e.g. by felt pen or large numbering machine, on a 
blank MR folder, together with the patient's name and any colour-coding appropriate. 

are 
such 

Thus marked, the new folders may be sent up to the ward, unless temporary holders 
used while the notes are on the ward and it is the policy of the hospital that any 

folders shall be held in the MRD until after the discharge of the patient concerned. 

(i) The admission advice slips can be retained as a backstop source of admission data, 
if desired. Thus not all the information may be recorded on one of the permanent 
indexes or registers. However, as the information does appear on the admission summary 
sheet in the patient's medical record, the admission advice slip may normally be 
destroyed two months after the patient's discharge. 

Discharge functions 

5.1 Procedures on wards 

Each morning, the medical records for the discharges/deaths of the previous 24 hours 
should be collected together and verified against the related census form. All must be 
there, then the census form, plus the whole group of medical records should be sent down to 
the medical record department, for its processing. 

This can be done either by ward nursing staff or ward clerks, if the latter type of 
staff is employed at the hospital. Where the ward clerks are 'being used, they should be 
under the ultimate control of the chief medical record officer, as should clerical staff 
concerned with medical records in any other clinical area of the hospital. 

5.2 Medical record department's discharge procedures 

5.2.1 Stationery 

The only items of stationery connected with this procedure which have not already been 
mentioned in connexion with the admission procedure are: 

(a) Daily list of discharges and deaths: 

Headings: Unit Nos./patient's name/hospital serVice/results of treatment 
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Birth certificates should be completed in the obstetric department as soon as possible 
after birth and signed by the attending physician. The original should go to the national 
office of registration of births and deaths and a copy to the medical record department with 
which a medical record can be started for the newborn. 

4.2 Medical record department's admission procedures 

4.2.1 Headings of the various indexes, registers, etc. used with this procedure are: 

(a) Ward returns (or nightly patient census) - admission/discharge/deaths/transfers in/ 
transfers out/remaining in the ward. 

(b) Admission (or patients') register - date/name/address/provisional diagnosis/account 
details, if needed/unit record number. 

(c) Admission advice slips (carbon copy of top of admission summary sheet) _ patient's 
name/unit number/address/marital status/sex/birth data/age!birthplace/father's name/ 
mother's name/occupation!next-of-kin/referring doctor/ward!doctor/admitted/discharged/ 
died/autopsy/coroner's case/provisional diagnosis/source of admission. 

(d) Unit number register - unit NO./date of issue/name of patient. 

(e) Patients' name index - patient's name/unit number/address/occupation/date of 
admission. 

It is best to have rodded drawers in the patients' name index cabinet. 

(i) To ensure that cards cannot be easily removed from the index, as it is a vital tool 
being the most direct reference to all the medical records in the department. 

(ii) To allow a day's index cards to be placed on the rods by one file clerk, until the 
correctness of their place in the index has been verified by a second person. Only 
then should they be dropped permanently into place. 

(f) Inpatients' index file - name/ward/unit NO./doctor/date of admission. 

4.2.2 Steps of the procedure 

(a) Patients arr~v~ng for admission each day are received in the admission office as they 
arrive and the procedures outlined in 4.1.2 are completed. If no admission office exists, 
the medical record department will be responsible for this duty. Admission advice slips, 
and admission summary sheets having been completed are sent up to the wards with the 
patients as the start of the current admission papers. Also, at this time, a basic set 
of medical record forms should be assembled for despatch with the patients to the ward, 
where there is no stock of medical record forms on the ward already. 

(b) The census forms must be collected from the wards each morning at a specified time, 
e.g. 8 a.m. and verified. Entries from each ward must tally with each other and the 
previous day's return, so that an accurate statement results for the whole hospital of 
admissions, discharges, deaths and those remaining in hospital. 

Note: The admission advice slip and census forms can only be finally processed on the 
---- afternoon of the day after the admission of the patients, this delay being 

necessary to allow collection of ALL for the day, even up to midnight, and to 
allow sufficient time for careful processing to be done _ thus preventing error. 

(c) The admission advice slips must be verified against the nightly census returns from 
the wards. 

5. 
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(d) Admission advice slips not already bearing unit numbers should be checked against 
the patients' name index. If the slip is matched with the index, the card will be 
momentarily withdrawn from the index to have the admission data stamped on it, with any 
change of address, after which the card must be returned to the index as soon as the 
appropriate unit number has been copied onto the slip. 

(e) Any admission advice slips still not bearing a unit number (a slip relating to a 
night emergency might have no number) should then be taken to the unit number register 
for an entry to be made therein and for the number thus allocated to the new patient to 
be copied onto the slip. 

(f) Workcards are then created. (These cards show the whereabouts of the current 
medical records, throughout their travels to completion.) On creation, the workcards 
are sorted into alphabetical order of patients' family names and added to the index 
file of current IPs. 

(g) Any admission slip to which a unit number identifying the patient has been added 
(see (e) above) is also used as the basis for creation of a new card in the patients' 
name index. 

(h) In the case of new IPs without a previous unit number, the newly allocated number 
(unless preprinted) is marked boldly,e.g. by felt pen or large numbering machine, on a 
blank MR folder, together with the patient's name and any colour-coding appropriate. 

are 
such 

Thus marked, the new folders may be sent up to the ward, unless temporary holders 
used while the notes are on the ward and it is the policy of the hospital that any 

folders shall be held in the MRD until after the discharge of the patient concerned. 

(i) The admission advice slips can be retained as a backstop source of admission data, 
if desired. Thus not all the information may be recorded on one of the permanent 
indexes or registers. However, as the information does appear on the admission summary 
sheet in the patient's medical record, the admission advice slip may normally be 
destroyed two months after the patient's discharge. 

Discharge functions 

5.1 Procedures on wards 

Each morning, the medical records for the discharges/deaths of the previous 24 hours 
should be collected together and verified against the related census form. All must be 
there, then the census form, plus the whole group of medical records should be sent down to 
the medical record department, for its processing. 

This can be done either by ward nursing staff or ward clerks, if the latter type of 
staff is employed at the hospital. Where the ward clerks are 'being used, they should be 
under the ultimate control of the chief medical record officer, as should clerical staff 
concerned with medical records in any other clinical area of the hospital. 

5.2 Medical record department's discharge procedures 

5.2.1 Stationery 

The only items of stationery connected with this procedure which have not already been 
mentioned in connexion with the admission procedure are: 

(a) Daily list of discharges and deaths: 

Headings: Unit Nos./patient's name/hospital serVice/results of treatment 
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(b) Workcards which now become INCOMPLETE cards: 

Headings: Patient/ward/unit number 
Doctor/date of admission/transfer 
Date of discharge or death 

to new ward or doctor on (date) 

(c) Deficiency slips: 

Headings: Doctor 

This record lacks: Provisional diagnosis/final diagnosis/progress 
notes/operation details/operation dates/condition on d.ischarge/ 
signature ............... . 

5.2.2 Steps of the procedure 

As already indicated (under 4.2.2) final processing is not likely to be practicable 
before the afternoon of the day following discharge. So, always, the previous day's 
discharges are those mentioned in the steps following: 

(a) The patient census forms are checked daily. 
discharges, transfers and deaths. 

These give a ward listing of admissions, 

(b) From this corrected data, the daily list of discharges and deaths is prepared with 
respect tu the whole hospital. 

(c) With the help of this list, the medical record department must make sure that the 
medical records of all the previous day's discharges have been received from every ward. 
If any are missing, the wards concerned must be telephoned and asked to send them down. 
If any records are still outstanding by midday, a staff member must go up to the offending 
ward (or wards) and personally bring the records down. 

(d) Workcards for a day's discharges are withdrawn from the inpatient index stamped with the 
date of discharge, and attached by paper clip to the current set of papers for each discharged 
patient. 

(e) Should any past medical record not already 
admission, any such past record relating to the 
be: 

have been merged with those of the latest 
patient must now be retrieved. This could 

(i) in its place on the filing shelves; 

(ii) awaiting completion of a previous admission by a doctor whose name will be entered 
on the INCOMPLETE card; 

(iii) on loan to an outpatient clinic 

(iv) loaned with a group of other medical records, to a doctor, 
for research 

(v) on loan to the superintendent or administrator, 
for correspondence 

) 

~ These will be shown on 
) OUT guides in the 
) records' places on the 
) filing shelves 

) 

(vi) on loan to a ward, or other hospital section. WHEREVER the old record is, it 
must be obtained at once, so that the latest admission can be added to it. 

(f) Get out new folders for the new patients if not already with the notes and for both 
these and readmissions, slip latest set of papers loosely inside front covers of the folders. 
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(g) "ASSEMBLE" the record. This means, get it in groups of similar sheets and arranged 
chronologically within each group. These groups will be as follows. (Note: Although the 
sheets listed below form a standard unit record set, not all will be used by every hospital, 
just those for which there is a proven need.) 

Unit summary sheet 
Admission summary sheet 

Referring letter sheet 
Medical history sheet 
Physical examination sheet 
Clinical progress notes 
Consultation report 
Anaesthetic record 
Operation sheet 
Pathology special report 
Pathology/X-ray reports sheet 

(on this should be attached): 
- Laboratory report 
- Haematology report 
- X-ray report 
- Blood transfusion 
Electrocardiogram report 
Electroencephalogram report 
(any other special clinical report) 

Physiotherapy sheet 
Occupational therapy sheet 
Speech therapy sheet 
Social work report 

Nurses' notes 
Composite graphic chart 

ADMITTING & IDENTIFICATION SECTION 

CLINICAL MEDICAL SECTION 

PARAMEDICAL SECTION 

Fluid balance summary NURSING SECTION 
Diabetic chart 
Treatment sheet 

Post-mortem report 
Clinical discharge summary DISCHARGE/DEATH SECTION 

(h) All the discharges of patients who have had previous contacts with the hospital should 
have a unit summary sheet inserted. as their first sheet. Date of admission/discharge and 
doctor's name can now be entered, but the final diagnoses and operation data can only be 
added when the admission summary sheet has had these details added by the doctor concerned 
with the record's completion. All the records should have the appropriate chart divider* 
for the particular admission inserted as the first sheet for current set of papers. The 
contents should be firmly attached to the folders by metal file fasteners. 

* For description of chart dividers, see section 2.2.33. 



WHO/HS/NAT.COM/SO.370 
page 54 

(b) Workcards which now become INCOMPLETE cards: 

Headings: Patient/ward/unit number 
Doctor/date of admission/transfer 
Date of discharge or death 

to new ward or doctor on (date) 

(c) Deficiency slips: 

Headings: Doctor 

This record lacks: Provisional diagnosis/final diagnosis/progress 
notes/operation details/operation dates/condition on d.ischarge/ 
signature ............... . 

5.2.2 Steps of the procedure 

As already indicated (under 4.2.2) final processing is not likely to be practicable 
before the afternoon of the day following discharge. So, always, the previous day's 
discharges are those mentioned in the steps following: 

(a) The patient census forms are checked daily. 
discharges, transfers and deaths. 

These give a ward listing of admissions, 

(b) From this corrected data, the daily list of discharges and deaths is prepared with 
respect tu the whole hospital. 

(c) With the help of this list, the medical record department must make sure that the 
medical records of all the previous day's discharges have been received from every ward. 
If any are missing, the wards concerned must be telephoned and asked to send them down. 
If any records are still outstanding by midday, a staff member must go up to the offending 
ward (or wards) and personally bring the records down. 

(d) Workcards for a day's discharges are withdrawn from the inpatient index stamped with the 
date of discharge, and attached by paper clip to the current set of papers for each discharged 
patient. 

(e) Should any past medical record not already 
admission, any such past record relating to the 
be: 

have been merged with those of the latest 
patient must now be retrieved. This could 

(i) in its place on the filing shelves; 

(ii) awaiting completion of a previous admission by a doctor whose name will be entered 
on the INCOMPLETE card; 

(iii) on loan to an outpatient clinic 

(iv) loaned with a group of other medical records, to a doctor, 
for research 

(v) on loan to the superintendent or administrator, 
for correspondence 

) 

~ These will be shown on 
) OUT guides in the 
) records' places on the 
) filing shelves 

) 

(vi) on loan to a ward, or other hospital section. WHEREVER the old record is, it 
must be obtained at once, so that the latest admission can be added to it. 

(f) Get out new folders for the new patients if not already with the notes and for both 
these and readmissions, slip latest set of papers loosely inside front covers of the folders. 
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(g) "ASSEMBLE" the record. This means, get it in groups of similar sheets and arranged 
chronologically within each group. These groups will be as follows. (Note: Although the 
sheets listed below form a standard unit record set, not all will be used by every hospital, 
just those for which there is a proven need.) 

Unit summary sheet 
Admission summary sheet 

Referring letter sheet 
Medical history sheet 
Physical examination sheet 
Clinical progress notes 
Consultation report 
Anaesthetic record 
Operation sheet 
Pathology special report 
Pathology/X-ray reports sheet 

(on this should be attached): 
- Laboratory report 
- Haematology report 
- X-ray report 
- Blood transfusion 
Electrocardiogram report 
Electroencephalogram report 
(any other special clinical report) 

Physiotherapy sheet 
Occupational therapy sheet 
Speech therapy sheet 
Social work report 

Nurses' notes 
Composite graphic chart 

ADMITTING & IDENTIFICATION SECTION 

CLINICAL MEDICAL SECTION 

PARAMEDICAL SECTION 

Fluid balance summary NURSING SECTION 
Diabetic chart 
Treatment sheet 

Post-mortem report 
Clinical discharge summary DISCHARGE/DEATH SECTION 

(h) All the discharges of patients who have had previous contacts with the hospital should 
have a unit summary sheet inserted. as their first sheet. Date of admission/discharge and 
doctor's name can now be entered, but the final diagnoses and operation data can only be 
added when the admission summary sheet has had these details added by the doctor concerned 
with the record's completion. All the records should have the appropriate chart divider* 
for the particular admission inserted as the first sheet for current set of papers. The 
contents should be firmly attached to the folders by metal file fasteners. 

* For description of chart dividers, see section 2.2.33. 
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(i) Now the QUANTITATIVE analysis of the records must be done. This is the checking by 
medical record staff for omissions, errors and discrepancies by the clinical staff in 
completing any part of the current papers. When such items are found, a DEFICIENCY SLIP 
must be attached to the inside front cover of the folder. This slip will have the doctor's 
name and the item he must supply, entered on it. Items could include: provisional diagnosis, 
final diagnosis, operation, date of operation, classification numbers, ward transfer dates, 
prognosis, final progress note. 

(j) The names of junior RMOs and senior RMOs (resident medical officers also referred to as 
house medical officers) connected with the completion of each record are entered on the 
deficiency slip and on the incomplete card. (The patients' workcards have been taken from 
the inpatient index file, these details added to them and then put in the incomplete file. 
They are then called "incomplete" cards.) 

(k) All the day's discharges, now assembled and quantitatively checked, are placed in the 
marked trays or drawers of the appropriate junior RMO for supply of any missing details _ 
as indicated on the deficiency slip on the front cover of the record. He is also responsible 
for writing a clinical discharge summary on details of the patient's hospitalization. (This 
may be dictated, if the hospital has an electronic dictating system.) 

5.2.3 Procedures to achieve medical record completion 

(a) Once the junior RMO has entered all details required; written or dictated the clinical 
discharge summary and put his signature at the foot of the admission summary sheet, he should 
leave the record on a table in the cubicle provided in the medical record department for 
doctors to complete medical records. (See also section 7). 

(b) Each 
requested 
marks his 
transfers 

morning, a member of the medical record department's staff checks that 
information, as noted on the deficiency slip, has been supplied by the 
name on the deficiency slip and the workcard in the incomplete file. 
the record to the appropriate senior RMO's shelf, tray or drawer. 

all 
JRMO and 

Then he 

(c) The senior RMO now does a QUALITATIVE REVIEW of the medical record. This means that he 
checks entry of diagnosis, progress notes, etc., to ensure accuracy and to measure the 
quality of care that the record describes. If he is dissatisfied, from the medical point of 
view, with any of the entries on it, he can have it returned to the junior RMO to supply the 
further details required. 

(d) When the senior RMO is satisfied with the record, he countersigns it at the foot of the 
admission summary sheet and leaves it once again on the table in the doctors' section of the 
medical record department. 

(e) Medical record staff now remove the deficiency slip from the front cover of the record, 
mark the workcard in the incomplete file to the typists' pool where the record will go to have 
its clinical discharge summary (and two copies) typed, if such a pool exists in the hospital. 
It may be that clinical discharge summaries are handwritten, there being only general typists, 
or none, available. 

(f) The typists make an original and two copies of the summary and one copy is sent out to 
the referring doctor, clinic or hospital. 

(g) Then the medical record is returned to the medical record department, where the 
remaining copies will be attached to it at the end of the related admission. (These copies 
are retained on the medical record itself to enable speedy reply to a future request for 
information on this admission from another doctor or hospital.) 

~) The workcard is taken from the incomplete index and slipped under the gusset at the 
front of the medical record. Large groups of such medical records will be processed in 
this way at the same time. They now go, temporarily, in numerical order (by unit numbers) 
on holding shelves - to await DISEASE and OPERATION indexing. 

\': 

6. Outpatient/ambulatory records 
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Ambulatory care services provided by hospitals can be classified as: (1) outpatient 
clinics conducted by specialists, (2) casualty or emergency service, (3) general medical 
clinic. The organization of each of these three services, the volume of patients seen, 
and the availability of resources will influence medical record content and procedures. 

6.1 Specialist outpatient clinics 

6.1.1 Unit medical record 

(a) Inte&rated unit medical record system. 

(b) Separate, but correlated, inpatient and outpatient unit records. 

6.1.2 Forms interchangeable between inpatient and outpatient service~ 

The best form usage is for all to be designed to allow use in either inpatient or out
patient sections of the hospital. Ward or outpatient clinic can be written or imprinted in 
the patient identification section at the head of a form. For outpatient case notes, the 
"clinical progress notes" form can be used. Entries by the various specialty clinics can be 
made thereon, one after the other. It is easy to visually differentiate between them, by use 
of either self-adhesive, colour-coded stickers with the clinics' names printed thereon, e.g. 
allergy, neurology, gastroenterology, dermatology, etc. or else a less distinctive but still 
serviceable alternative to the stickers is rubber stamps for the clinic names, or even a 
handwritten entry. 

The integration of outpatient progress notes contributes to the delivery of comprehensive 
care and helps contain costs both by reducing the number of forms that must be printed and 
the number of forms in the record (which reduces the space the records occupy). 

'6.1.3 Outpatient appointment system 

It is to both patients' and doctors' advantage for control of outpatient flow to be 
exercised firmly, wherever possible. Thus all patients get a fair chance of treatment and 
do not have to wait endless time for it and the doctors can give better attention, as they do 
not become exasperated and physically exhausted by milling crowds of patients. 

So an outpatient appointment system, whereby patients have a definite time to come to 
the hospital and see the doctor should be applied. The outpatient medical record section 
should be under the control of the medical record officer, or other staff in charge, and the 
following system should be instituted: All specialist clinics will have daily diaries/ 
appointment booking cards kept by either the clinic nurse or a central control desk, staffed 
by medical record staff. The date of doctor's order for a patient's return for further care 
in that clinic should be noted here. Then, routinely, every morning, lists for each clinic _ 
on forms such as that illustrated below - will be sent to the central medical record file 
room to enable medical records for patients due to come, to be supplied to the appropriate 
clinics. Sufficient time should be given for pulling out the records especially in busy 
hospitals. Some hospitals prefer to retrieve clinic records at least one day in advance of 
the appointment date to permit locating those records 'Nhich may be out of file. 

.................... HOSPITAL - Outpatients' Department 

Date ................... Clinic ........... " ..... Consultant .............. 

Time Unit No. I Family name First name Patient attended Pay status 

I I 

I 
(Full size of this form A4) 

I I 
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(i) Now the QUANTITATIVE analysis of the records must be done. This is the checking by 
medical record staff for omissions, errors and discrepancies by the clinical staff in 
completing any part of the current papers. When such items are found, a DEFICIENCY SLIP 
must be attached to the inside front cover of the folder. This slip will have the doctor's 
name and the item he must supply, entered on it. Items could include: provisional diagnosis, 
final diagnosis, operation, date of operation, classification numbers, ward transfer dates, 
prognosis, final progress note. 

(j) The names of junior RMOs and senior RMOs (resident medical officers also referred to as 
house medical officers) connected with the completion of each record are entered on the 
deficiency slip and on the incomplete card. (The patients' workcards have been taken from 
the inpatient index file, these details added to them and then put in the incomplete file. 
They are then called "incomplete" cards.) 

(k) All the day's discharges, now assembled and quantitatively checked, are placed in the 
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(b) Each 
requested 
marks his 
transfers 

morning, a member of the medical record department's staff checks that 
information, as noted on the deficiency slip, has been supplied by the 
name on the deficiency slip and the workcard in the incomplete file. 
the record to the appropriate senior RMO's shelf, tray or drawer. 

all 
JRMO and 

Then he 

(c) The senior RMO now does a QUALITATIVE REVIEW of the medical record. This means that he 
checks entry of diagnosis, progress notes, etc., to ensure accuracy and to measure the 
quality of care that the record describes. If he is dissatisfied, from the medical point of 
view, with any of the entries on it, he can have it returned to the junior RMO to supply the 
further details required. 
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medical record department. 
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It may be that clinical discharge summaries are handwritten, there being only general typists, 
or none, available. 
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~) The workcard is taken from the incomplete index and slipped under the gusset at the 
front of the medical record. Large groups of such medical records will be processed in 
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on holding shelves - to await DISEASE and OPERATION indexing. 

\': 

6. Outpatient/ambulatory records 
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Ambulatory care services provided by hospitals can be classified as: (1) outpatient 
clinics conducted by specialists, (2) casualty or emergency service, (3) general medical 
clinic. The organization of each of these three services, the volume of patients seen, 
and the availability of resources will influence medical record content and procedures. 

6.1 Specialist outpatient clinics 

6.1.1 Unit medical record 

(a) Inte&rated unit medical record system. 

(b) Separate, but correlated, inpatient and outpatient unit records. 

6.1.2 Forms interchangeable between inpatient and outpatient service~ 

The best form usage is for all to be designed to allow use in either inpatient or out
patient sections of the hospital. Ward or outpatient clinic can be written or imprinted in 
the patient identification section at the head of a form. For outpatient case notes, the 
"clinical progress notes" form can be used. Entries by the various specialty clinics can be 
made thereon, one after the other. It is easy to visually differentiate between them, by use 
of either self-adhesive, colour-coded stickers with the clinics' names printed thereon, e.g. 
allergy, neurology, gastroenterology, dermatology, etc. or else a less distinctive but still 
serviceable alternative to the stickers is rubber stamps for the clinic names, or even a 
handwritten entry. 

The integration of outpatient progress notes contributes to the delivery of comprehensive 
care and helps contain costs both by reducing the number of forms that must be printed and 
the number of forms in the record (which reduces the space the records occupy). 

'6.1.3 Outpatient appointment system 

It is to both patients' and doctors' advantage for control of outpatient flow to be 
exercised firmly, wherever possible. Thus all patients get a fair chance of treatment and 
do not have to wait endless time for it and the doctors can give better attention, as they do 
not become exasperated and physically exhausted by milling crowds of patients. 

So an outpatient appointment system, whereby patients have a definite time to come to 
the hospital and see the doctor should be applied. The outpatient medical record section 
should be under the control of the medical record officer, or other staff in charge, and the 
following system should be instituted: All specialist clinics will have daily diaries/ 
appointment booking cards kept by either the clinic nurse or a central control desk, staffed 
by medical record staff. The date of doctor's order for a patient's return for further care 
in that clinic should be noted here. Then, routinely, every morning, lists for each clinic _ 
on forms such as that illustrated below - will be sent to the central medical record file 
room to enable medical records for patients due to come, to be supplied to the appropriate 
clinics. Sufficient time should be given for pulling out the records especially in busy 
hospitals. Some hospitals prefer to retrieve clinic records at least one day in advance of 
the appointment date to permit locating those records 'Nhich may be out of file. 

.................... HOSPITAL - Outpatients' Department 

Date ................... Clinic ........... " ..... Consultant .............. 

Time Unit No. I Family name First name Patient attended Pay status 

I I 

I 
(Full size of this form A4) 

I I 
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Thus, the doctor can be fully informed about all the patients he is supposed to see that 
day and when the patient arrives, he will be seen, with certainty, in strict order, close to 
the time scheduled. With this system, it is feasible and correct practice to issue patients 
with "OP appointment cards" on which the date and time of next appointment are shown. Unit 
numbers can be shown also. When appointments cannot be made for a specific time, benefits 
can still be achieved by making appointments for a given date or clinic session. If numbers 
are used to control the number of patients seen in a clinic which is conducted on a walk-in 
basis, and the order in which they are called, the first numbers can be reserved for patients 
with appointments. This represents a benefit to the patient since he does not have to 
present himself until the time the clinic session begins and it permits a gradual intro
duction of an appointment system. 

6.1.4 Casualty/emergency records 

In any hospital there is always a rather unpredictable number of patients coming in as 
true emergencies, e.g. car accidents, work accidents, heart attacks, etc. There will also 
be other cases of minor significance, e.g. abrasions, minor lacerations, foreign bodies in 
external orifices, sunstroke, etc. Such cases often require only one treatment and will not 
call at the hospital again. Other people come into casualty sections, because they have no 
other source of medical care or this is not available during the hours when they can attend. 
All told this amounts to a very large group of people to whom the OP appointment system 
cannot be applied. Hospitals have to manage to cope with their treatment by a rapidly
rotating group of house medical officers. Full unit records for all such cases would take 
up an inordinate amount of space in a file area and an undue amount of the budgetary allowance 
for production of such stationery. This would not be a reasonable situation, considering 
that the majority of patients will neither be admitted, as full emergencies nor be referred to 
an appropriate specialist clinic for follow-up of a chronic condition. 

The practical solution to this dilemma is to have a separate casualty form. These 
should be on ledger paper and be AS size when folded to booklet shape and A4 when opened out. 
They will only include space for medical history, physical examination and brief clinical 
notes. The usual laboratory forms, TPR chart, etc. should be used with them. They can be 
kept in self-indexing alphabetical order, by patients' family names and folded to the AS 
confirmation, arranged in rows either in filing shelves or cabinets in a file area in the 
casualty department. Those of patients who are to begin attendance at a specialist OP clinic 
will be opened out to A4 size and attached to the patient's newly commenced unit record. 
The enormous quantities and ephemeral value of those remaining, necessitate that they be 
destroyed, after a two-year holding period. 

A casualty register of patients' names, dates of attendance and provisional diagnosis 
should also be kept and after the two-year period, this must suffice if evidence of these 
patients' attendance at casualty is required for any purpose. 

6.1.5 General outpatient records 

In most developed countries, this service will be provided by family doctors. But in 
most developing countries, where there are no general family doctors, patients report to a 
hospital or a clinic when they require medical attention. 

The work load of an outpatient department such as this is generally heavy in terms of the 
number of patients to be attended by the doctor. The~efore, the medical attention received 
is comparatively small either because the complaint of the patient is minor, or the doctor has 
a limited time to devote to him. 

Because of the large numbers to be seen, and the necessity for speedy consultation, such 
patients need not undergo elaborate registration procedure. However a register should be 
kept with the following columns: 

(i) 

(ii) 

(iii) 

(iv) 

(v) 

(vi) 

(vii) 

Date of attendance 

Time of arrival 

Name 

Sex/age 

Home address 

Nature of illness 

Disposition 
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In addition a history/treatment card, similar to a casualty form, should be issued, and 
a reference card should be given to the patient to take home, and to bring when next he is 
coming to hospital/clinic. 

6.1.6 Separate, but correlated, inpatient and outpatient unit records 

When the OP section is widely separated from the main hospital and the central medical 
record department with no possibility of rapid communication by pneumatic tube or messenger 
service, an integrated unit medical record system cannot be used. 

In such a case, separate inpatient and outpatient records are maintained. However, 
direct correlation between them can still be kept by noting inpatient and outpatient unit 
numbers on each record and by supplying a clinical discharge summary, for attachment to his 
outpatient record at the end of an inpatient's stay - if such outpatient record exists. 

6.2 Unrecommended approaches 

6.2.1 Separate forms for all outpatient clinics 

In some hospitals, all medical record forms are not used interchangeably, and therefore 
economically, throughout the inpatient and outpatient records. Instead, there can be 
separate printed forms for each specialty clinic. Apart from the unjustifiable increase in 
printing costs so incurred, a consequent excess bulking-out of the medical records will ensue 
which will make them difficult to consult and ensure that the available filing space for them 
is filled up too rapidly. 

6.2.2 casualty/general outpatient record integrated with main unit record 

For whatever reason, some hospitals - determined to have a completely integrated unit 
medical record - include even Casualty or general outpatient records in it and assign such 
patients unit numbers, entries in the master patients' name index and manilla folders and 
colour-coded forms, even if notes on only one visit are involved. This is an extravagant and 
wasteful approach which is not recommended. 

7. Administration of the Medical Record Department 

7.1 Administrative tools 

In directing the Medical Record Department, administrative documents of proven value 
include: 

(a) Job Descriptions: list of responsibilities for each staff member 

(b) Procedure Manual: statements of the elements of each job in the Department, or 
how each is done. This must be kept up-to-date so that a new member of staff can learn 
how to do some job by just reading the appropriate part of the manual, instead of the old
fashioned method of imitation. 
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Thus, the doctor can be fully informed about all the patients he is supposed to see that 
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The practical solution to this dilemma is to have a separate casualty form. These 
should be on ledger paper and be AS size when folded to booklet shape and A4 when opened out. 
They will only include space for medical history, physical examination and brief clinical 
notes. The usual laboratory forms, TPR chart, etc. should be used with them. They can be 
kept in self-indexing alphabetical order, by patients' family names and folded to the AS 
confirmation, arranged in rows either in filing shelves or cabinets in a file area in the 
casualty department. Those of patients who are to begin attendance at a specialist OP clinic 
will be opened out to A4 size and attached to the patient's newly commenced unit record. 
The enormous quantities and ephemeral value of those remaining, necessitate that they be 
destroyed, after a two-year holding period. 

A casualty register of patients' names, dates of attendance and provisional diagnosis 
should also be kept and after the two-year period, this must suffice if evidence of these 
patients' attendance at casualty is required for any purpose. 

6.1.5 General outpatient records 

In most developed countries, this service will be provided by family doctors. But in 
most developing countries, where there are no general family doctors, patients report to a 
hospital or a clinic when they require medical attention. 

The work load of an outpatient department such as this is generally heavy in terms of the 
number of patients to be attended by the doctor. The~efore, the medical attention received 
is comparatively small either because the complaint of the patient is minor, or the doctor has 
a limited time to devote to him. 

Because of the large numbers to be seen, and the necessity for speedy consultation, such 
patients need not undergo elaborate registration procedure. However a register should be 
kept with the following columns: 
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In addition a history/treatment card, similar to a casualty form, should be issued, and 
a reference card should be given to the patient to take home, and to bring when next he is 
coming to hospital/clinic. 

6.1.6 Separate, but correlated, inpatient and outpatient unit records 

When the OP section is widely separated from the main hospital and the central medical 
record department with no possibility of rapid communication by pneumatic tube or messenger 
service, an integrated unit medical record system cannot be used. 

In such a case, separate inpatient and outpatient records are maintained. However, 
direct correlation between them can still be kept by noting inpatient and outpatient unit 
numbers on each record and by supplying a clinical discharge summary, for attachment to his 
outpatient record at the end of an inpatient's stay - if such outpatient record exists. 

6.2 Unrecommended approaches 

6.2.1 Separate forms for all outpatient clinics 

In some hospitals, all medical record forms are not used interchangeably, and therefore 
economically, throughout the inpatient and outpatient records. Instead, there can be 
separate printed forms for each specialty clinic. Apart from the unjustifiable increase in 
printing costs so incurred, a consequent excess bulking-out of the medical records will ensue 
which will make them difficult to consult and ensure that the available filing space for them 
is filled up too rapidly. 

6.2.2 casualty/general outpatient record integrated with main unit record 

For whatever reason, some hospitals - determined to have a completely integrated unit 
medical record - include even Casualty or general outpatient records in it and assign such 
patients unit numbers, entries in the master patients' name index and manilla folders and 
colour-coded forms, even if notes on only one visit are involved. This is an extravagant and 
wasteful approach which is not recommended. 

7. Administration of the Medical Record Department 

7.1 Administrative tools 

In directing the Medical Record Department, administrative documents of proven value 
include: 

(a) Job Descriptions: list of responsibilities for each staff member 

(b) Procedure Manual: statements of the elements of each job in the Department, or 
how each is done. This must be kept up-to-date so that a new member of staff can learn 
how to do some job by just reading the appropriate part of the manual, instead of the old
fashioned method of imitation. 
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(c) Organization Chart: 

(i) diagram of relationships between officers in the Medical Record Department 
itself; 

(ii) diagram of relationships between the Medical Record Department and other 
departments in the hospital (where the Medical Record Department fits into the scheme 
of things). 

(d) Flow Chart: a flow chart shows by the use of symbols, lines and brief explanations 
the actions that have to be taken and decisions made to carry out a task or series of 
related tasks. It shows clearly how the task should be done and helps in thinking out the 
steps to be taken. See Appendix. 

7.2 ~ 

(a) ~: People employed in the Department, which is a service department, must have a 
pleasant personality, and be honest, dependable and discreet. They must be trained to keep 
ever in mind the maxim that "the medical record is a confidential document kept in trust, for 
the patient, by the hospital". No patient may see his own record or get details from it, just 
by asking. He can be told only dates of admission and discharge by medical records staff. 
More details must be asked from his doctor. Likewise lawyers can only obtain details from the 
record when the hospital (Medical Record Department) holds the patient's written authority for 
this release of information. 

(b) Number: This will vary according to size and type of hospital. For example, in a 
teaching hospital of 500 beds, or more, in addition to a qualified and experienced Chief Medical 
Record Officer there should be another qualified Medical Record Officer, to act in his absence. 
In the absence of both, there can be a senior clerk, to run the Department routinely. The 
other people in the department will be clerks who will learn their various duties on-the-job, 
with the help of the Procedure Manual. While for a hospital of 250 to 500 beds one trained 
MRO, plus support staff would suffice; for lesser hospitals one trained Medical Record 
Technical, plus support staff would be needed. Chronic disease hospitals with few discharges 
and outpatient visits will require considerably less staff than an acute care institution of 
equivalent size. 

7.2.1 Medical Record Administrator/Officer 

Nowadays, in many developed countries, there are high standards of medical record-keeping 
and the keen interest and cooperation from medical staff necessary to the production of good 
medical records. There is a trained group who look after the medical records. These are 
called Medical Record Administrators or Officers. In many countries they have formed them
selves into professional associations and International Congresses on Medical Records have been 
held in various countries since 1954. The latest, the Seventh, was held in Toronto, Canada 
in September 1976. 

The Medical Record Officer holds a position of special trust because: 

(a) The medical record is a confidential document, held in trust, by the hospital, 
for the patient. 

(b) He deals with professional medical staff and others who use the medical record, as 
part of patient care. 

So he must be well-trained, honest, hard-working, tactful and have a pleasant personality. 
He is trained to direct all aspects of medical record work in large hospitals. This means, 
ideally, that he should be the final reference on such work in the clinical departments and 
should have been concerned in the planning of internal methods and forms used for medical 
records in such departments. For example, X-ray films can be considered a type of medical 
record and the staff caring for these should be under the Medical Record Officer's control. 
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To use the titles '~edical Record Officer" or "Medical Record Administrator", the person 
concerned must have completed an extensive formal course of training in some recognized school 
and received, on graduation, either the Registration Certificate of some national association or 
a degree or postgraduate diploma from a university. 

7.2. 2 Medical Record Technician/Supervisor 

Such officers undertake courses which, though also consisting of standardized subject 
matter, are set at a lower level and consequently are of shorter duration than those mentioned 
above. Such persons should be amply qualified to take charge of medical record services in 
small to medium-sized hospitals, i.e. up to 300 beds. 

7.2.3 Medical Record Clerks 

These officers have usually not had any formal training in the field. When they receive 
in-service training from either of the two above categories, in correct methodology relating to 
specific medical record procedures, they can perform valuable services. The routine tasks in 
a Medical Record Department, such as pulling and filing medical records for loan to outpatient 
clinics and attachment of loose laboratory and X-ray reports to appropriate medical records are 
usually done by such staff. They are also used for the collection of basic identification 
data from patients in outpatients' and casualty clinics. 

7.3 Equipment 

(a) On the wards: special form storage cabinets, with about 20 shelves, 4 cm apart to store 
the various colour-coded forms of a Unit record. Also medical record trolleys. (See Figs. 
5 and 6). 

(b) In the Medical Record Department itself: the usual chairs, desks, typewriters, work tables 
and a stationery cupboard. Also many metres of filing shelves for storage of active and 
inactive records, four-drawer cabinets to hold INCOMPLETE records for doctors and empty record 
folders awaiting return of discharged patients' records, steel filing drawers for INPATIENT, 
and INCOMPLETE files and DISEASE and OPERATION indexes, PATIENTS' NAME INDEX cabinets (about 
24 drawers each), a TERMINAL DIGIT sorting bay (if the Terminal Digit system is used), separate 
holding shelves for records awaiting disease and operation indexing and groups of records 
awaiting doctors' use Zor research. Possibly also, a photocopying machine, e.g. for production 
of copies of some form in the record for correspondence. If the hospital is committed to a 
policy of withdrawing records inactive for some time (15-25 years), there may also be a micro
film camera, reader-printer machine, microfilm storage cabinets and supplies of microcards or 
plastic jackets. (See notes on microfilming in section 11 and illustrations of various items 
as Figs. 1 to 9, following). An embossed plate system may be used with the Admission 
procedure, as has been described in section 4.2.2. Calculators would be valuable aids for 
necessary statistical calculations. 

7.4 Space and layout 

7.4.1 Space 

There should be plenty of space to allow the staff to move about the room, doing their 
various job~. Thus, an ideal space round each desk would be 75 cm on all sides. There 
should also be at least 75 cm in the aisles between each row of filing shelves. The filing 
shelves should be steel 90 cm sections, arranged back-to-back in rows of three, four or five _ 
so making the length of each row from 2.7 m to 4.5 m. If the UNIT system is used, this means 
the records will be constantly growing, with the addition of new admissions to them. For this 
reason, unit folders should initially be placed on the shelves loosely enough to allow for such 
expansion. 

It is usual to have seven shelves per bay, each divided by uprights at 30 cm intervals, 
so that the contents will all remain upright. Each shelf should hold about 300 average-sized 
records, so making about 2100 per bay, but the number may ultimately be less in the case of an 
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record when the hospital (Medical Record Department) holds the patient's written authority for 
this release of information. 

(b) Number: This will vary according to size and type of hospital. For example, in a 
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with the help of the Procedure Manual. While for a hospital of 250 to 500 beds one trained 
MRO, plus support staff would suffice; for lesser hospitals one trained Medical Record 
Technical, plus support staff would be needed. Chronic disease hospitals with few discharges 
and outpatient visits will require considerably less staff than an acute care institution of 
equivalent size. 

7.2.1 Medical Record Administrator/Officer 

Nowadays, in many developed countries, there are high standards of medical record-keeping 
and the keen interest and cooperation from medical staff necessary to the production of good 
medical records. There is a trained group who look after the medical records. These are 
called Medical Record Administrators or Officers. In many countries they have formed them
selves into professional associations and International Congresses on Medical Records have been 
held in various countries since 1954. The latest, the Seventh, was held in Toronto, Canada 
in September 1976. 

The Medical Record Officer holds a position of special trust because: 

(a) The medical record is a confidential document, held in trust, by the hospital, 
for the patient. 

(b) He deals with professional medical staff and others who use the medical record, as 
part of patient care. 

So he must be well-trained, honest, hard-working, tactful and have a pleasant personality. 
He is trained to direct all aspects of medical record work in large hospitals. This means, 
ideally, that he should be the final reference on such work in the clinical departments and 
should have been concerned in the planning of internal methods and forms used for medical 
records in such departments. For example, X-ray films can be considered a type of medical 
record and the staff caring for these should be under the Medical Record Officer's control. 
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and received, on graduation, either the Registration Certificate of some national association or 
a degree or postgraduate diploma from a university. 
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a Medical Record Department, such as pulling and filing medical records for loan to outpatient 
clinics and attachment of loose laboratory and X-ray reports to appropriate medical records are 
usually done by such staff. They are also used for the collection of basic identification 
data from patients in outpatients' and casualty clinics. 

7.3 Equipment 

(a) On the wards: special form storage cabinets, with about 20 shelves, 4 cm apart to store 
the various colour-coded forms of a Unit record. Also medical record trolleys. (See Figs. 
5 and 6). 

(b) In the Medical Record Department itself: the usual chairs, desks, typewriters, work tables 
and a stationery cupboard. Also many metres of filing shelves for storage of active and 
inactive records, four-drawer cabinets to hold INCOMPLETE records for doctors and empty record 
folders awaiting return of discharged patients' records, steel filing drawers for INPATIENT, 
and INCOMPLETE files and DISEASE and OPERATION indexes, PATIENTS' NAME INDEX cabinets (about 
24 drawers each), a TERMINAL DIGIT sorting bay (if the Terminal Digit system is used), separate 
holding shelves for records awaiting disease and operation indexing and groups of records 
awaiting doctors' use Zor research. Possibly also, a photocopying machine, e.g. for production 
of copies of some form in the record for correspondence. If the hospital is committed to a 
policy of withdrawing records inactive for some time (15-25 years), there may also be a micro
film camera, reader-printer machine, microfilm storage cabinets and supplies of microcards or 
plastic jackets. (See notes on microfilming in section 11 and illustrations of various items 
as Figs. 1 to 9, following). An embossed plate system may be used with the Admission 
procedure, as has been described in section 4.2.2. Calculators would be valuable aids for 
necessary statistical calculations. 

7.4 Space and layout 

7.4.1 Space 

There should be plenty of space to allow the staff to move about the room, doing their 
various job~. Thus, an ideal space round each desk would be 75 cm on all sides. There 
should also be at least 75 cm in the aisles between each row of filing shelves. The filing 
shelves should be steel 90 cm sections, arranged back-to-back in rows of three, four or five _ 
so making the length of each row from 2.7 m to 4.5 m. If the UNIT system is used, this means 
the records will be constantly growing, with the addition of new admissions to them. For this 
reason, unit folders should initially be placed on the shelves loosely enough to allow for such 
expansion. 

It is usual to have seven shelves per bay, each divided by uprights at 30 cm intervals, 
so that the contents will all remain upright. Each shelf should hold about 300 average-sized 
records, so making about 2100 per bay, but the number may ultimately be less in the case of an 
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integrated filing system. Seven shelf bays are best suited to lateral filing (with folders 
lying on their spines) as the vertical clearance between shelves need only be about 26 cm. 
Unless the bottom shelf is raised on a substantial base, that shelf is best used for inactive 
storage (e.g. stocks of blank forms). 

Increased filing capacity without significant loss of accessibility, 
bays, is obtainable by using groups of circular carousel filing stacks. 
the Department should be arranged to allow for: 

(a) Active file area 

compared to straight 
The whole space of 

This should be expected to hold only the last 10 years' records. Studies have shown that 
up to this time limit, something like 50% of records will remain active in acute, general 
hospitals. The majority, however, will be requested with decreasing frequency. Therefore, 
a set of filing shelves adequate to house the quantity of medical records likely to be created 
in this time period should be set up close to the active work area of the Department. 

(b) Inactive file area 

Beyond 10 years, the majority of medical records have ceased 
related to patient treatment, though still of potential value for 
they can be retired to an inactive file area, preferably adjacent 

their active lives, as 
clinical research. Thus, 
to the main Medical Record 

Department, or perhaps as a basement room below it. 
they can be reactivated quickly if needed. 

From such readily-accessible locations, 

(c) Inquiry counter/window 

Some means must be used to deter unauthorized entry into the Medical Record Department. 
A very useful device is an Inquiry counter, perhaps closed off also by a window above. On 
the inside of such a counter, there can be some shelves to hold materials relating to the 
expected type of inquiry, e.g. Admission forms and Medical record loan request forms. 

(d) Clerical work area 

This should be arranged for ease and comfort in working, as outlined above. Thus, 
equipment should be set up so as to allow a free flow of work related to the various major 
procedures constantly being done, i.e.: 

Admission processing 
Discharge processing 
Procedures related to completion of Clinical Discharge 

Summaries and supply of incomplete data on records 
Disease and operating coding and indexing 
Discharge analysis statistics 
Medical record loans 
Answering of correspondence 
Processing of medicolegal matters requiring use of 

medical records. 

(e) Doctors' medical record completion cubicle 

This includes desk and chair accommodation for six to eight persons. At least two to 
three filing cabinets should be there to hold records currently listed in the Incomplete index 
and so requiring addition of some data by members of the house medical staff. In the 
illustration of such a cubicle, given as Fig. 4, individual dictating sets are shown. Of 
course, not all hospitals can afford such extensive, and expensive equipment, but wherever 
possible, such a system, or Similar, should be installed, to enable medical officers to 
complete the Clinical Discharge Summaries on their patients as quickly, accurately and painlessly 
as possible. 

(f) Chief Medical Record Officer's Room 
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In addition to a large desk, there could be visitors' accommodation here, also ample 
filing cabinet space. The disease and operation indexes of the Department could well be 
housed here, as shown in Fig. 3, and in a large hospital there can be a hospital intercom. 
handset, as well as a telephone with both internal and external lines. 

(g) Holding shelves for records awaiting disease indexing and use for research 

These can well be located near the Chief Medical Record Officer's room and the doctors' 
cubicle, as these w~uld be the main users. 

7.4.2 Layout 

This should be arranged to allow free flow of work, with related jobs and their equipment 
closely allied. Possible layouts for the Medical Record Department are shown in Figs. land 2. 

7.5 Location 

(a) Outpatient Department integral part of the Main Building. A decentralized 
unit system should be used and the Medical Record Department located next to the Outpatient 
Department. 

(b) Physical separation between Outpatient Department and Wards or great staff shortage. 
A decentralized unit system is better in this situation. Medical Record Department should be 
located in the main building and unit record achieved by despatch of copies of Clinical 
Discharge Summaries to the Outpatient Department for any patients referred from there or to go 
ther~ on discharge. 

7.6 Physical factors 

(a) Atmosphere. The Medical Record Department contains valuable archive-like 
documents. Paper deteriorates in an atmosphere that is not favourable. Thus the Medical 
Record Department should be kept cool and rather dry, if possible. Some modern hospitals have 
either air-conditioning or air-ducting installed. Both of these systems keep medical records 
in good condition. 

(b) Lighting. The best lighting for the Medical Record Department where close work is 
done will be fluorescent lights. These will cast a white shadowless light, very easy on the 
eyes. However, care must be taken that they are installed DOWN THE AISLES between the filing 
shelf rows. If they are put crosswise over the filing shelves, poor, shadowy lighting will 
result. The placement of shelves should be such that maximum advantage is taken of natural 
sources of light and ventilation. 

8. Procedures relating to identification and retrieval of medical records 

8.1 Numbering 

Records may be arranged alphabetically by patients' surnames. Such a sequence may be 
appropriate for files totalling less than approximately 10 000 medical records and has the 
advantage of not requiring maintenance of a separate index. However, when dealing with such 
large collections of documents as a hospital's medical records, some more efficient way must 
be found to arrange and locate them so that they can be readily retrievable, on request from 
a legitimate user. 

The most practical approach to the identification, filing and retrieval of medical records 
is by allocation of a number to each patient on admission to the hospital or, where outpatient 
records are also covered, on first attendance. 
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integrated filing system. Seven shelf bays are best suited to lateral filing (with folders 
lying on their spines) as the vertical clearance between shelves need only be about 26 cm. 
Unless the bottom shelf is raised on a substantial base, that shelf is best used for inactive 
storage (e.g. stocks of blank forms). 

Increased filing capacity without significant loss of accessibility, 
bays, is obtainable by using groups of circular carousel filing stacks. 
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hospitals. The majority, however, will be requested with decreasing frequency. Therefore, 
a set of filing shelves adequate to house the quantity of medical records likely to be created 
in this time period should be set up close to the active work area of the Department. 
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A very useful device is an Inquiry counter, perhaps closed off also by a window above. On 
the inside of such a counter, there can be some shelves to hold materials relating to the 
expected type of inquiry, e.g. Admission forms and Medical record loan request forms. 

(d) Clerical work area 

This should be arranged for ease and comfort in working, as outlined above. Thus, 
equipment should be set up so as to allow a free flow of work related to the various major 
procedures constantly being done, i.e.: 

Admission processing 
Discharge processing 
Procedures related to completion of Clinical Discharge 

Summaries and supply of incomplete data on records 
Disease and operating coding and indexing 
Discharge analysis statistics 
Medical record loans 
Answering of correspondence 
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(e) Doctors' medical record completion cubicle 

This includes desk and chair accommodation for six to eight persons. At least two to 
three filing cabinets should be there to hold records currently listed in the Incomplete index 
and so requiring addition of some data by members of the house medical staff. In the 
illustration of such a cubicle, given as Fig. 4, individual dictating sets are shown. Of 
course, not all hospitals can afford such extensive, and expensive equipment, but wherever 
possible, such a system, or Similar, should be installed, to enable medical officers to 
complete the Clinical Discharge Summaries on their patients as quickly, accurately and painlessly 
as possible. 

(f) Chief Medical Record Officer's Room 
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In addition to a large desk, there could be visitors' accommodation here, also ample 
filing cabinet space. The disease and operation indexes of the Department could well be 
housed here, as shown in Fig. 3, and in a large hospital there can be a hospital intercom. 
handset, as well as a telephone with both internal and external lines. 

(g) Holding shelves for records awaiting disease indexing and use for research 

These can well be located near the Chief Medical Record Officer's room and the doctors' 
cubicle, as these w~uld be the main users. 

7.4.2 Layout 

This should be arranged to allow free flow of work, with related jobs and their equipment 
closely allied. Possible layouts for the Medical Record Department are shown in Figs. land 2. 

7.5 Location 

(a) Outpatient Department integral part of the Main Building. A decentralized 
unit system should be used and the Medical Record Department located next to the Outpatient 
Department. 

(b) Physical separation between Outpatient Department and Wards or great staff shortage. 
A decentralized unit system is better in this situation. Medical Record Department should be 
located in the main building and unit record achieved by despatch of copies of Clinical 
Discharge Summaries to the Outpatient Department for any patients referred from there or to go 
ther~ on discharge. 

7.6 Physical factors 

(a) Atmosphere. The Medical Record Department contains valuable archive-like 
documents. Paper deteriorates in an atmosphere that is not favourable. Thus the Medical 
Record Department should be kept cool and rather dry, if possible. Some modern hospitals have 
either air-conditioning or air-ducting installed. Both of these systems keep medical records 
in good condition. 

(b) Lighting. The best lighting for the Medical Record Department where close work is 
done will be fluorescent lights. These will cast a white shadowless light, very easy on the 
eyes. However, care must be taken that they are installed DOWN THE AISLES between the filing 
shelf rows. If they are put crosswise over the filing shelves, poor, shadowy lighting will 
result. The placement of shelves should be such that maximum advantage is taken of natural 
sources of light and ventilation. 

8. Procedures relating to identification and retrieval of medical records 

8.1 Numbering 

Records may be arranged alphabetically by patients' surnames. Such a sequence may be 
appropriate for files totalling less than approximately 10 000 medical records and has the 
advantage of not requiring maintenance of a separate index. However, when dealing with such 
large collections of documents as a hospital's medical records, some more efficient way must 
be found to arrange and locate them so that they can be readily retrievable, on request from 
a legitimate user. 

The most practical approach to the identification, filing and retrieval of medical records 
is by allocation of a number to each patient on admission to the hospital or, where outpatient 
records are also covered, on first attendance. 
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B.l.l Numbering systems 

There are two main recognized systems of numbering medical records: 

UNI T AND SERIAL 

(a) UNIT numbering 

This has been the preferred method for large numbers of modern medical record departments 
in many parts of the world. 

The method involves the use of a number which is thereafter applied permanently to the 
same patient. Thus he has only one medical record. A true medical record hold not just data 
on all inpatient admissions but also on outpatient visits for the one patient. However, 
practical problems such as wide separation of the in and outpatient sections of the hospital or 
lack of trained staff sometimes force the administration to be content with separate unit 
systems for inpatient and outpatient sections of the record. 

The ~dvantages of unit numbering are: (1) all data about the patient are collected 
together in one folder; the physician treating the case can quickly and easily be given all the 
facts on his past treatment - so the patient has every chance of receiving the best possible 
care, as the doctor is fully informed. (2) In the patients' name index, each patient has only 
one number to be r.hecked by the medical record staff, so methods relating to the records can be 
simple and effective. 

A ftisadvantage of the unit system is that as the record is not complete - because it must 
always have new admissions added to it, the filing shelves cannot 
space must be allowed for the growth of the individual records. 

There are different types of unit numbers: 

(i) Unit number assigned by health institution. 

be filled completely but rather 

The patient is assigned the next unused number from a series of numbers controlled by the 
institution. The content of this document is based on this method of unit numbering. 

(ii) Date of birth numbering. 

Date of birth as a basis of numbering and filing medical records is now used in several 
cJuntries. Although, unlike serial numbering schemes, date of birth numbering does not have 
the advantage of indicating missing records by gaps in the numbering, it does have important 
compensating advantages. Different health service institutions can arrive at the same number 
for the same patient. For a description, see Medical Records, ed. B. Benjamin, London: 
Heinernann, 1977. 

(iii) Personal identity number and other numbers assigned outside the health institution. 

In some countries, Israel and Sweden for example, hospitals use the national personal 
identity number for the purpose of filing medical records. Social security numbers have also 
been used for this purpose and in health institutions belonging to the armed forces, the 
serviceman's serial number may be used. 

The advantages of (ii) and (iii) are: they facilitate bringing together information about 
a patient that has been recorded in different places or at different times. It can also help 
measure the utilization of health services by the population the numbering system covers. 

The disadvantages are: (1) it is not possible to pre-number folders and other stationery: 
(2) the number does not give an indication of the age of the record: (3) as the number of 
digits in the number increases, there is an increase in the amount of time required to record 
it and in the possibility of transposing digits: (4) the confidentiality of the medical record 
might be jeopardized. 
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Before adopting the use of a number assigned by another agency, the health care institution 
should establish that the number meets the criteria outlined by Acheson, namely, that the 
number is unique, permanent, universal, available and economic. See Medical Record Linkage. 
E. D. Acheson, London, Oxford University Press, 1967. 

(b) SERIAL numbering 

Serial numbering consists of assigning the patient a new number each time he visits the 
institution. The patient will have as many records as times he has been seen and each record 

will be filed under a different number. 

The advantages of serial numbering are: (1) number assignment is rapid because it is not 
necessary to consult the patient name index: (2) the shelves in the file room can be totally 
filled because the records are complete when they are filed: (3) the selection of cases for 
transfer to the inactive file is easier because the lower numbers represent the older cases. 

The disadvantages of serial numbering are: (1) the patient is penalized because the 
physician does not have the data on prior care at hand: (2) there is duplication of effort 
and of materials in creating the record: (3) the retrieval of medical records for patient care 
or for research can require much time and effort since records must be brought together from 
various parts of the file room. The use of serial numbering should be limited to: (1) those 
institutions that do not have outpatient services and have a low readmission rate and (2) 
casualty/emergency services when it is not feasible to incorporate the casualty/emergency form 
into the unit medical record. This method of numbering cannot be recommended for institutions 

with outpatient departments. 

B.l.2 Serial numbering with unit filing 

This method of number allocation is the same as for serial numbering. However, now all 
previous records are brought forward and filed under the latest number. The main point stated 
in favour of this method is that by it, all records are complete when filed - unlike UNIT 
~ecords which constantly grow. Also, as previous admissions are brought forward to the most 
recent, a type of unit record is achieved. However, like serial numbering this method gives 
patients a whole series of different identifying numbers and when each part of the record is 
brought forward to the most recent admission, a marker card must be left in its place. It 
can be seen that as a file area ages, it will hold an increasing proportion of such marker 
cards which could then be confused with OUT guides for loans (to be discussed later in these 

guidelines). 

B.l.3 Undesirable numbering practices 

The following practices concerning the assignment of medical record numbers are 
undesirable and should be avoided: (1) the assignment of a number at discharge rather than 
admission: (2) assignment of number based on clinical service which treated patient: 
(3) initiation of a new number series each month or each year; (4) identification of record 
solely by disease classification number. 

8.2 Filing 

The purpose of filing is to put the record where it can be quickly found again. 

8.2.1 With reference to location 

(a) CENTRALIZED filing - this can be used only with a true unit system. It is the optimum 
system. By it, a patient's complete medical records, whether starting in the inpatient or out
patient section of the hospital is in one folder always located in the same place on the filing 
shelves in one central Medical Record Department. So that the legitimate user of the record, 
e.g. the doctor presently treating the patient - has the best chance possible to get a clear 
picture of his course and treatment over an extended period in any clinical are~ of the 
hospital. However, a factor contraindicating this could be a very heavy Outpatient load, e.g. 
more than 200 patients per doctor daily. . 
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Before adopting the use of a number assigned by another agency, the health care institution 
should establish that the number meets the criteria outlined by Acheson, namely, that the 
number is unique, permanent, universal, available and economic. See Medical Record Linkage. 
E. D. Acheson, London, Oxford University Press, 1967. 
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necessary to consult the patient name index: (2) the shelves in the file room can be totally 
filled because the records are complete when they are filed: (3) the selection of cases for 
transfer to the inactive file is easier because the lower numbers represent the older cases. 

The disadvantages of serial numbering are: (1) the patient is penalized because the 
physician does not have the data on prior care at hand: (2) there is duplication of effort 
and of materials in creating the record: (3) the retrieval of medical records for patient care 
or for research can require much time and effort since records must be brought together from 
various parts of the file room. The use of serial numbering should be limited to: (1) those 
institutions that do not have outpatient services and have a low readmission rate and (2) 
casualty/emergency services when it is not feasible to incorporate the casualty/emergency form 
into the unit medical record. This method of numbering cannot be recommended for institutions 

with outpatient departments. 

B.l.2 Serial numbering with unit filing 

This method of number allocation is the same as for serial numbering. However, now all 
previous records are brought forward and filed under the latest number. The main point stated 
in favour of this method is that by it, all records are complete when filed - unlike UNIT 
~ecords which constantly grow. Also, as previous admissions are brought forward to the most 
recent, a type of unit record is achieved. However, like serial numbering this method gives 
patients a whole series of different identifying numbers and when each part of the record is 
brought forward to the most recent admission, a marker card must be left in its place. It 
can be seen that as a file area ages, it will hold an increasing proportion of such marker 
cards which could then be confused with OUT guides for loans (to be discussed later in these 

guidelines). 

B.l.3 Undesirable numbering practices 

The following practices concerning the assignment of medical record numbers are 
undesirable and should be avoided: (1) the assignment of a number at discharge rather than 
admission: (2) assignment of number based on clinical service which treated patient: 
(3) initiation of a new number series each month or each year; (4) identification of record 
solely by disease classification number. 

8.2 Filing 

The purpose of filing is to put the record where it can be quickly found again. 

8.2.1 With reference to location 

(a) CENTRALIZED filing - this can be used only with a true unit system. It is the optimum 
system. By it, a patient's complete medical records, whether starting in the inpatient or out
patient section of the hospital is in one folder always located in the same place on the filing 
shelves in one central Medical Record Department. So that the legitimate user of the record, 
e.g. the doctor presently treating the patient - has the best chance possible to get a clear 
picture of his course and treatment over an extended period in any clinical are~ of the 
hospital. However, a factor contraindicating this could be a very heavy Outpatient load, e.g. 
more than 200 patients per doctor daily. . 
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(b) DECENTRALIZED filing - under this arrangement, the inpatient and outpatient sections of 
a hospital have their own separate unit systems filed independently within their own departments. 
However, absolute correlation between the two sections can still be maintained, if a copy of 
the patient's Clinical discharge summary for every admission is sent over to the outpatient 
file room for attachment to his file there and the outpatient number is also recorded on the 
patient's name index card. 

8.2.2 With reference to method 

(a) Straight numerical filing 

This is conventional filing, just as the numbers come along, in their normal sequence. 
It is less commonly adopted for large MRDs than formerly due to the following inherent 
problems which arise with it: 

The sections of the filing area do not expand uniformly, but only at the growing end, 
i.e. where the most recent medical records are located. 

It is difficult to distribute filing duties fairly and also having a small active area 
of the file makes it very uncomfortable to use routinely, often with many people filing 
in one small space. 

Using the whole number as the filing reference means a strong likelihood of misfiles and 
once these have been made they are extremely hard to track down. However, the risk is 
reduced if the whole number is set out on the folder (and on documents) split into three 
groups of digits, e.g. 28 46 37. 

(b) Reverse numerical filing 

This is an expedient which overcomes the problems of straight filing. It should be 
used only with a unit system of numbering. Reverse numerical filing should only be used with 
the more active section of the Medical Record Library unless a destruction policy has been 
adopted for medical records which is specific enough to enable the ultimate storage space 
requirements to be calculated in advance. The space required should, preferably be provided 
entirely in one filing library offering equally good access to all the records. There are 
two varieties, terminal digit and middle digit filing. Terminal digit is the method most 
frequently used in health care institutions and is described here. Information on middle 
digit filing can be found in Benjamin, Huffman, etc. 

Terminal digit filing 

Method 

The whole file area is divided into 100 equal divisions, labelled "00" to "99" (to 
correlate with the last two digits on each 100 records). 

Then each division is subdivided into a further 100 sections, by the MIDDLE two digits. 

The records falling into these sections are then arranged numerically by their first two 
or three digits. (Two digits, if the number series only goes up to 999 999 and three digits 
if the number series goes beyond 1 000 000). 

(Note: For a 500 bed hospital caring for acute conditions, it would take about 30 years 
for the first 1 000 000 unit numbers to be used up). 

Advantages of this system 

(a) It reduces misfiling, due to transposition of digits, because filing clerks only 
have to re'1ember two digits .. instead of up to six by straight numerical filing, at each 
step of the filing process. 

I 
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(b) It eliminates annual moving along of the whole file to allow for growth of the 
unit records and also creation of empty file shelves, waiting to be filled. 

(c) It equalizes the workload for all the filing clerks, because as there are 100 
divisions by the terminal digits, an absolutely fair division of labour is possible. 

(d) It adapts well to use of colour-coding in the form of colour-code bands. 
Recommendations for these are as follows: 

Terminal digits 

00-09 
10-19 
20-29 
30-39 
40-49 

colour-code 

purple 
orange 
dark green 
dark pink 
turquoise 

Terminal digits colour-code 

50-59 brown 
60-69 light green 
70-79 yellow 
80-89 dark blue 
90-99 red 

It will be notea that each colour in the list is quite distinct from that preceding it 
and following it, thus reducing the risk of confusing colours. 

So: 19/76/20 

01/89/31 

would be coloured DARK GREEN 

would be coloured DARK PINK 

Alternatively, five plain colours may be used for 00-49 and the same five used again combined 
with marking (e.g. black stripe) for 50-99. The use of fewer colours is an advantage with 
colour-blind workers, and its adoption would depend on the method chosen for applying a colour 
band to the case folder. This scheme speeds record sorting and further lessens the likelihood 

of misfiles. 

8.3 Loan system 

Medical records will either be lent individually for patient treatment, correspondence, 
or in groups for research, also for OP clinics. The loan methods concerned are: 

8.3.1 For single records 

(a) Medical Record Loan Requisition slip 

Potential users asking for such loans should be required 
Medical Record Department a "Medical Record Loan Requisition" 
A7 size and have a format similar to that shown here: 

Make 105 mms. 

to fill in and supply to the 
slip. This need be no more than 

MEDICAL RECORD LOAN REQUISITION 

patient's full name Unit number 

Date borrowed Borrower's full name make 77 mms 

LOANED TO: 
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file room for attachment to his file there and the outpatient number is also recorded on the 
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of the file makes it very uncomfortable to use routinely, often with many people filing 
in one small space. 

Using the whole number as the filing reference means a strong likelihood of misfiles and 
once these have been made they are extremely hard to track down. However, the risk is 
reduced if the whole number is set out on the folder (and on documents) split into three 
groups of digits, e.g. 28 46 37. 

(b) Reverse numerical filing 

This is an expedient which overcomes the problems of straight filing. It should be 
used only with a unit system of numbering. Reverse numerical filing should only be used with 
the more active section of the Medical Record Library unless a destruction policy has been 
adopted for medical records which is specific enough to enable the ultimate storage space 
requirements to be calculated in advance. The space required should, preferably be provided 
entirely in one filing library offering equally good access to all the records. There are 
two varieties, terminal digit and middle digit filing. Terminal digit is the method most 
frequently used in health care institutions and is described here. Information on middle 
digit filing can be found in Benjamin, Huffman, etc. 

Terminal digit filing 

Method 

The whole file area is divided into 100 equal divisions, labelled "00" to "99" (to 
correlate with the last two digits on each 100 records). 

Then each division is subdivided into a further 100 sections, by the MIDDLE two digits. 

The records falling into these sections are then arranged numerically by their first two 
or three digits. (Two digits, if the number series only goes up to 999 999 and three digits 
if the number series goes beyond 1 000 000). 

(Note: For a 500 bed hospital caring for acute conditions, it would take about 30 years 
for the first 1 000 000 unit numbers to be used up). 

Advantages of this system 

(a) It reduces misfiling, due to transposition of digits, because filing clerks only 
have to re'1ember two digits .. instead of up to six by straight numerical filing, at each 
step of the filing process. 
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(b) It eliminates annual moving along of the whole file to allow for growth of the 
unit records and also creation of empty file shelves, waiting to be filled. 

(c) It equalizes the workload for all the filing clerks, because as there are 100 
divisions by the terminal digits, an absolutely fair division of labour is possible. 

(d) It adapts well to use of colour-coding in the form of colour-code bands. 
Recommendations for these are as follows: 

Terminal digits 

00-09 
10-19 
20-29 
30-39 
40-49 

colour-code 

purple 
orange 
dark green 
dark pink 
turquoise 

Terminal digits colour-code 

50-59 brown 
60-69 light green 
70-79 yellow 
80-89 dark blue 
90-99 red 

It will be notea that each colour in the list is quite distinct from that preceding it 
and following it, thus reducing the risk of confusing colours. 

So: 19/76/20 

01/89/31 

would be coloured DARK GREEN 

would be coloured DARK PINK 

Alternatively, five plain colours may be used for 00-49 and the same five used again combined 
with marking (e.g. black stripe) for 50-99. The use of fewer colours is an advantage with 
colour-blind workers, and its adoption would depend on the method chosen for applying a colour 
band to the case folder. This scheme speeds record sorting and further lessens the likelihood 

of misfiles. 

8.3 Loan system 

Medical records will either be lent individually for patient treatment, correspondence, 
or in groups for research, also for OP clinics. The loan methods concerned are: 

8.3.1 For single records 

(a) Medical Record Loan Requisition slip 

Potential users asking for such loans should be required 
Medical Record Department a "Medical Record Loan Requisition" 
A7 size and have a format similar to that shown here: 

Make 105 mms. 

to fill in and supply to the 
slip. This need be no more than 

MEDICAL RECORD LOAN REQUISITION 

patient's full name Unit number 

Date borrowed Borrower's full name make 77 mms 

LOANED TO: 
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(b) Tracers 

(i) Out guide card: 

This must be slightly larger than the medical record, so that its outer border can 
be seen, jutting beyond all the records on the shelf. On this border the legend OUT or 
similar in whichever language of the particular country, is printed in heavy black type: 
so achieving a visual indexing of such loans. 

Headings on the guide card should be: Date/Unit number/Borrowed/Taken bY/Taken to. 

(ii) Individual Tracer Card 

As the name implies, this card is initiated at the same time as the Unit Record, 
and bears the name of the patient. Unlike the general out-guide, it stays with the 
medical record when it is returned. In this way a history is built up of the movements 
of the record, and where it is likely to be found when lost. 

(iii) Plastic OUT guide 

This type has a clear pocket near its upper border, to take the Medical Record 
Loan RequiSition slip and OUT appears on an indicator tab at its top right corner, e.g. 

l- "I 
lOUT I 

(iv) Manilla or plastic folder or envelope 

This loan slip can also be put into this, as well as any "loose sheets", i.e. 
clinical investigation reports or other sheets of a patient's medical record cOming 
to the Department before return of the record itself from the borrower. 

8.3.2 For groups of records 

down 

In the case of medical records pulled for outpatient clinics or to go to the wards for 
use in inpatient care, it may be helpful to stock and use OUT guide cards of distinctive 
colours, e.g. pale red for surgical specialities, pale blue for medical specialities, yellow 
for gynaecology and obstetrics, white for others. 

In the case of medical records pulled for research, in addition to the use of OUT guides, 
each request should be entered in a book labelled "Study Record". The type of case and period 
concerned are listed here, so that, by the end of a year, such information can be used in a 
report to the hospital management on: 

(a) the use being made of medical records for research; 

(b) the type and scope of research being done in the hospital. 
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Headings which should be entered in this book include: 

Date Request (e.g. "Last five years of gastric ulcers'" Medical officer I 
requesting 

Date supplied Date return'ed Unit numbers of records 

8.3.3 Filing equipment 

For storage of medical records in filing areas, only two methods are approved in modern 
usage - either four or five drawer cabinets or open-access shelving. 

(a) Cabinets - these keep the records dust-free, but access aisles between rows of such 
cabinets must be 1-1/2 times wider than would be necessary with shelving - to allow room for 
drawers to be pulled out, e.g. if a person is using the lowest drawer, it is difficult for 
others to pass him and as only one drawer in a cabinet can be used at one time, this must 
reduce the department's efficiency in answering requests for records. 

(b) Shelving - a good deal less space is required for aisles between shelving. This can be 
as little as 75 cms. There is no limit to the number of people who can work in the same 
section of filing at one time with this type of equipment so there is no limit to the 
efficiency of the department. The only point against shelving is that it tends to gather 
dust. However, its advantages over cabinets are so many that this minor disadvantage can be 
ignored. 

Carousel shelving offers even greater filing capacity within a given area than fixed 
straight shelving. Carousel stacks in groups of four do not suffer from the restricted access 
disadvantages of most other forms of mobile shelving when used for housing active files. 

9. Quality control 

To ensure that adequate and complete medical records are achieved after all the detailed, 
routine procedures described herein, an informed effort is implied to see that all appropriate 
data have been supplied and in their right places, i.e. organized quality control measures. 
These are, indeed, part of a correct unit medical record system. 

9.1 Quantitative check and qualitative review 

These have already been described in section 5.2.2 (i) and 5.2.3 (c). 

9.2 Medical Record Committee 

Such a committee is an integral part of the development of a modern and efficient medical 
record service, as it greatly assists in the increase of professional staff awareness of such 
a system's value to them, the hospital and the patients and also of the problems which can 
arise during its development. It is, therefore, suggested that a Medical Record Committee be 
established preferably in each sizeable hospital. It would advise on medical record matters, 
particularly 

(a) General hospital rules relating to medical records; 

(b) Control of and advice on medical record form production (See also section 2.1); 

(c) Quality control measures, especially medical audit or Patient Car~ Evaluation (sub
section following); 

(d) Decisions on retention periods for medical records (see also section 11.4) 
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In the case of medical records pulled for research, in addition to the use of OUT guides, 
each request should be entered in a book labelled "Study Record". The type of case and period 
concerned are listed here, so that, by the end of a year, such information can be used in a 
report to the hospital management on: 

(a) the use being made of medical records for research; 

(b) the type and scope of research being done in the hospital. 
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Carousel shelving offers even greater filing capacity within a given area than fixed 
straight shelving. Carousel stacks in groups of four do not suffer from the restricted access 
disadvantages of most other forms of mobile shelving when used for housing active files. 

9. Quality control 

To ensure that adequate and complete medical records are achieved after all the detailed, 
routine procedures described herein, an informed effort is implied to see that all appropriate 
data have been supplied and in their right places, i.e. organized quality control measures. 
These are, indeed, part of a correct unit medical record system. 

9.1 Quantitative check and qualitative review 

These have already been described in section 5.2.2 (i) and 5.2.3 (c). 

9.2 Medical Record Committee 

Such a committee is an integral part of the development of a modern and efficient medical 
record service, as it greatly assists in the increase of professional staff awareness of such 
a system's value to them, the hospital and the patients and also of the problems which can 
arise during its development. It is, therefore, suggested that a Medical Record Committee be 
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As medical records are created by and apply specifically to the clinical 
hospital or clinic, such a committee to produce effective work should be of a 
composition. In such committees membership typically consists of: 

Medical administrator 
Surgeon 

- Pathologist 
- Senior nurse 

sections of a 
strongly clinical 

Physician - Medical Record Officer who acts as its 
Radiologist secretary and executive officer 

Members should serve on the committee for two year periods in rotation, so that, 
gradually, most members of the medical staff will have had this experience. 

9.2.1 Medical care evaluation 

The Medical Record Committee of a modern hospital may also carry out an evaluation of 
medical care rendered to the patient (using the medical record). The aim of performing this 
evaluation is to improve the quality of patient care. 

(a) An evaluating search may reveal: 

(i) Post-operative infections; 

(ii) disagreement between provisional and final diagnosis; 

(iii) administration of a drug or therapy contraindicated by some aspect of the patient's 
condition; 

(iv) removal of tissue at operation which is later proved histopathologically to be normal. 

The medical officers concerned should be asked to correct errors or fill in omissions 
found in the medical record. Errors in clinical method may be later considered by a select 
committee of the medical staff. 

(b) Procedures in conducting a medical care evaluation 

(a) Study records of patients discharged the previous month, g~v~ng special attention 
to cases discharged as "Undiagnosed", deaths and any medical records showing discrepancy 
between diagnoses. 

(b) Making use of appropriate statistical reports (Discharge analysis statistics) they 
should study the trend of clinical work in the hospital, i.e. whether it is improving or 
getting worse in the various clinical services. If a faulty area is found, steps should 
be taken to remedy the situation. 

(c) The Chief Medical Record Officer must be well-trained and be able to select 
inadequate medical records for the Committee's attention. In addition, the Committee 
should check 10% of records which the Chief Medical Record Officer has passed as adequate; 
either choosing at random, from the records for all discharged patients for the month or 
taking the whole 10% from one service, e.g. ORTHOPAEDICS until medical records showing 
the work of all the clinical services have been so scrutinized (over a period of months). 

(c) Authority of the Medical Record Committee 

The Medical Record Committee must have authority to 

(i) Reject substandard medical records; 

(ii) Assess the clinical entries on those medical records seen; 

(iii) Enforce requirements on resident medical officers, concerning correction or 
improvement of faulty entries of the records. 
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The medical officer's interest and cooperation provides a good record which is worthy of 
preservation and later use, so it is important to remember that the Medical Record Committee 
serves as the official liaison between the Medical Record Department and the medical staff. 

9.3 Staff training 

9.3.1 Medical record staff 

To ensure continuity in accuracy and efficiency related to medical records, it would be 
well to establish a cadre of staff of good general education and specifically trained in correct 
methodology. This could best be achieved by means of intensive formal training courses. 
To guard against errors in instruction in the various concepts involved, such courses should, 
preferably, be given by a professional in the field. 

9.3.2 Orientation lectures to professional staff 

Concurrent with the above course, it would be advisable for lectures to be given to 
medical and senior nursing staff of health institutions, to inform them of: 

(a) Value to them of accessible medical records of good quality; 

(b) their own attendant responsibilities in the achievement of records of such 

quality. 

For each group, such lectures would be made more dynamic and, therefore, stimulate student 
absorption of what he was taught, if audiovisual aids were used wherever appropriate. 

10. Secondary or derived data preparation 

10.1 Disease and operation data processing 

It is important that the major data within the medical record are available rapidly for 
research use. To this end, all hospitals in which an organized medical record department 
has been established have, as well, accurate and up-to-date disease and operation indexes. 
These will have been based on some recognized printed classification or nomenclature. 

10.1.1 Difference between a classification and a nomenclature 

Basically, a medical nomenclature is a list or catalogue of approved terms for describing 
and recording clinical and pathological observations. To serve its full function, it should 
be extensive so that any pathological condition can be accurately recorded. As medical 
science advances, a nomenclature must expand to include new terms necessary to record new 
observations. Any morbid condition that can be specifically described will need a specific 
designation in a nomenclature. 

A classification of diseases is a system of grouping together morbid entities according 
to some established criteria. The nature of the criteria upon which these groups are formed 
will depend on the purposes of the classification. The anatomist, the pathologist, the 
public health practitioner, and the clinician will each be interested in a different 
classification axis. There is no single type of classification that will suit all purposes. 

A statistical classification of diseases will depend on the use of the statistics to be 
compiled. Since these uses are variable, the titles will represent a series of necessary 
compromises between classification based on etiology, anatomic site, etc. While no single 
classification will fit all specialized needs, it should provide a common basis of classific
ation for general use. 

A constraint imposed on a statistical classification is that it must be confined to a 
limited number of categories which encompass the entire range of morbid conditions. A 
specific disease entity should have a separate title in the classification only when its 
separation is warranted because of the frequency of its occurrence, or its importance as a 
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9.3.1 Medical record staff 

To ensure continuity in accuracy and efficiency related to medical records, it would be 
well to establish a cadre of staff of good general education and specifically trained in correct 
methodology. This could best be achieved by means of intensive formal training courses. 
To guard against errors in instruction in the various concepts involved, such courses should, 
preferably, be given by a professional in the field. 
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For each group, such lectures would be made more dynamic and, therefore, stimulate student 
absorption of what he was taught, if audiovisual aids were used wherever appropriate. 
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It is important that the major data within the medical record are available rapidly for 
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These will have been based on some recognized printed classification or nomenclature. 
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Basically, a medical nomenclature is a list or catalogue of approved terms for describing 
and recording clinical and pathological observations. To serve its full function, it should 
be extensive so that any pathological condition can be accurately recorded. As medical 
science advances, a nomenclature must expand to include new terms necessary to record new 
observations. Any morbid condition that can be specifically described will need a specific 
designation in a nomenclature. 

A classification of diseases is a system of grouping together morbid entities according 
to some established criteria. The nature of the criteria upon which these groups are formed 
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public health practitioner, and the clinician will each be interested in a different 
classification axis. There is no single type of classification that will suit all purposes. 

A statistical classification of diseases will depend on the use of the statistics to be 
compiled. Since these uses are variable, the titles will represent a series of necessary 
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morbid condition, justifies its isolation as a separate category. On the other hand, many 
titles in the classification will refer to groups of separate but usually related morbid 
conditions. Every disease or morbid condition, however, must have a definite and appropriate 
place as an inclusion in one of the categories of the statistical classification. 

10.1.2 R...ublished classifications and nomenclatures 

(a) International Classification of Diseases 

The most widely recognized disease classification of the World Health Organization's 
International Classification of Diseases (ICD) which is published in the four official 
languages of WHO - English, French, Russian, Spanish - as well as in other languages such as 
German, Japanese and Swedish. lne Ninth Revision of the ICD went into effect on 1 January 
1979. 

As in previous revisions, the ICD is arranged in 17 main chapters. 

I 

II 
III 

IV 
V 

VI 
VII 
VIII 
IX 
X 
XI 
lC:I 
XIII 
XIV 
XV 
XVI 
XVII 

Infectious and Parasitic Diseases (001-139) 
Neoplasms (140-239) 

Endocrine, Nutritional and Metabolic Diseases and Immunity Disorders 
(240-279) 

Diseases of the Blood and Blood-forming Organs (280-289) 
Mental Disorders (290-319) 

A glossary defining the content of the rubrics in Chapter V has been incorporated 
into the classification itself. The glossary descriptions are not intended as 
an aid for the lay coder who should code whatever diagnostic statement appears on 
a medical record, but lather their purpose is to assist the person making the 
diagnosis who should do so on the basis of the descriptions rather than the 
category titles, which may differ in meaning from place to place. 

Diseases of the Nervous System and Sense Organs (320-389) 
Diseases of the Circulatory System (390-459) 
Diseases of the Respiratory System (460-519) 
Diseases of the Digestive System (520-579) 
Diseases of the Genitourinary System (580-629) 
Complications of Pregnancy, Childbirth, and the Puerperium (630-676) 
Diseases of the Skin and Subcutaneous Tissue (680-709) 
Diseases of the Musculoskeletal System and Connective Tissue (710-739) 
Congenital Anomalies (740-759) 
Certain Conditions originating in the Perinatal Period (760-779) 
S)'Tuptoms, Signs and Ill-defined Conditions ('780-799) 
Injury and Poisoning (800-999) 

In the Sixth, S<:!'lenth and Eighth Revisions Chapter XVII consisted of two 
alternative classifications, one according to the nature of the injury (the N 
code) and one according to external cause (the E code). In the Ninth Revision 
only the nature of the injury is considered as part of the main classification and 
the N prefix has been dropped. The E code becomes a supplementary classification. 

The Ninth Rpvision also contains supplementary classifications and other classifications: 

Supplementary Classification of External Causes of Injury and POisoning (E800-E999) 
This supplementary classification may be used, if desired, to code external factors 
associated with morbid conditions classified to any part of the main claSSification. 
For single-cause tabulation of the underlying cause of death, however, the E code should 
be used as the primary code if, and only if, the morbid condition is classifiable to 
Chapter XVII. 
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Supplementary Classification of Factors influencing Health Status and Contact with Health 
Services (VOI-V82) 
These V codes (formerly Y codes) are used when the 
be classified to the main part of ICD (001-999). 
been expanded to include social problems. 

patient's diagnosis of problem cannot 
This supplementary classification has 

Morphology of Neoplasms (M8000-M99?0) 
This is a coded nomenclature for the morphology of neoplasms. The morphology code 
consists of five digits, prefixed by the letter M (for morphology): the first four 
digits identify the histological type of the neoplasm and the fifth indicates its 
behaviour. This code is for optional use in addition to the normal code indicating 
topography. 

Classification of Industrial Accidents according to Agency 
This classification is for optional use in addition to E9l9 (accidents by machinery) when 
a more detailed classification of type of machinery is required than that provided by 
the fourth digit of E919. 

Whether or not the hospital uses the E codes, the morphology of neoplasms codes, or the 
Classification of Industrial Accidents according to Agency Codes will depend on the research 
interests of the hospital or on the requirements of its statistical abstract reporting system, 
if it has one. 

A decimal system of numbering has been adopted by ICD in which the detailed categories 
of the classification are designated by three-digit numbers. In many instances, the first 
two digits of the three-digit number designate important or summary groups that are significant. 
The third digit divides each group into categories that represent specific disease entities or 
a classification of the disease or condition according to some significant aspect, such as 
anatomical site. Further, the detailed or three-digit categories have not been numbered 
consecutively, but numbers have been omitted in order that the summary character of the first 
two digits would be preserved wherever it is meaningful. No additional three-digit categories 
may be introduced in the classification except when the list is revised by international 
agreement. (ICD-DA) 

The ICD also contains a fourth digit designed for more comprehensive studies of the 
causes of illness and disability. The las t two numbers of the fourth digit (.8 and .9) 
very-often carry the connotation "other" and "unspecified" respectively. The Ninth Revision 
includes an increased number of fourth digit categories to provide greater specificity. 

Optional fifth digits are provided in the Ninth Revision; for example, to indicate the 
mode of diagnosis to tuberculOSiS, the age of onset of diabetes mellitus, the method of 
delivery in childbirth, the anatomical site in musculoskeletal disorders, and the place of 
occurrence of accidents. The hospital must establish policies to indicate which, if any, of 
these fifth digit categories will be used. 

Dual classification of certain diagnostiC statements. The Ninth Revision of ICD contains an 
innovation in that there are two codes for certain diagnostic descriptions which contain 
elements of information both about a localized manifestation or complication and about a more 
generalized underlying disease process. One of the codes - marked with a dagger (t) - is 
positioned in the part of the classification in which the diagnostic description is located 
according to normal ICD principles, that relating to the underlying disease, and the other -
marked with an asterisk (*) - is positioned in the chapter of the classification relating to 
the organ system to which the manifestation or complication relates. Thus tuberculous 
meningitis has its dagger code in the chapter for infectious and parasitic diseases, and its 
asterisk code in the nervous system chapter. 

The dagger and asterisk categories are in fact alternative positionings in the 
classification for the relevant conditions, enabling retrieval or statistical analysis from 
either viewpoint. It is, however, a principle of ICD classification that the dagger category 
(etiology) is the primary code and the asterisk code (manifestation) is secondary. While the 
use of asterisk coding is optional, hospitals that maintain a disease index should use both 
the dagger and asterisk codes. 
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morbid condition, justifies its isolation as a separate category. On the other hand, many 
titles in the classification will refer to groups of separate but usually related morbid 
conditions. Every disease or morbid condition, however, must have a definite and appropriate 
place as an inclusion in one of the categories of the statistical classification. 

10.1.2 R...ublished classifications and nomenclatures 

(a) International Classification of Diseases 

The most widely recognized disease classification of the World Health Organization's 
International Classification of Diseases (ICD) which is published in the four official 
languages of WHO - English, French, Russian, Spanish - as well as in other languages such as 
German, Japanese and Swedish. lne Ninth Revision of the ICD went into effect on 1 January 
1979. 

As in previous revisions, the ICD is arranged in 17 main chapters. 

I 

II 
III 

IV 
V 

VI 
VII 
VIII 
IX 
X 
XI 
lC:I 
XIII 
XIV 
XV 
XVI 
XVII 
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Supplementary Classification of Factors influencing Health Status and Contact with Health 
Services (VOI-V82) 
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been expanded to include social problems. 

patient's diagnosis of problem cannot 
This supplementary classification has 

Morphology of Neoplasms (M8000-M99?0) 
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generalized underlying disease process. One of the codes - marked with a dagger (t) - is 
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according to normal ICD principles, that relating to the underlying disease, and the other -
marked with an asterisk (*) - is positioned in the chapter of the classification relating to 
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meningitis has its dagger code in the chapter for infectious and parasitic diseases, and its 
asterisk code in the nervous system chapter. 

The dagger and asterisk categories are in fact alternative positionings in the 
classification for the relevant conditions, enabling retrieval or statistical analysis from 
either viewpoint. It is, however, a principle of ICD classification that the dagger category 
(etiology) is the primary code and the asterisk code (manifestation) is secondary. While the 
use of asterisk coding is optional, hospitals that maintain a disease index should use both 
the dagger and asterisk codes. 
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(i) National Adaptations of the ICD 

Individual countries such as the United States of America and groups of countries (for 
example, the five Nordic countries of Denmark, Finland, Iceland, Norway and Sweden) have 
prepared adaptations of ICD to meet their specific needs. To be considered an adapt
ation as defined by WHO there must be complete correspondence at the three-digit level. 
ICDA-8, H-ICDA, ICD-9-CM, - are examples of national adaptations. 

(ii) Specialty adaptations of ICD 

Several adaptations or applications of the ICD to specific specialities have been 
published. 

Application of the ICD to Dentistry and Stomatology (ICD-DA) 

The ICD-DA brings together those ICD categories that include diseases or conditions 
that occur in, have manifestations in, or have associations with the oral cavity and 
adjacent structures. It provides greater detail by means of a fifth digit, but the 
numbering system is so organized that the relationship between an ICD-DA code and the 
ICD code from which it is derived is immediately obvious and frequencies for ICD-DA 
categories can be readily aggregated into ICD categories. 

International Classification of Diseases for Oncology (ICD-O) 

ICD-O is a dual-axis classification, providing coding systems for topography and 
morphology, intended for use in cancer registries-pathology departments, and other 
agencies specializing in cancer. The topography code uses for all neoplasms the same 
three- and four-digit categories that the Ninth Revision of lCD uses for malignant 
neoplasms (categories 140-199), thus providing increased specificity of site for other 
neoplasms, where the ICD provides a more restricted topographical classification or none 
at all. 

The morphology code is identical to the neoplasms section of the morphology field of the 
Systematized Nomenclature of Medicine (SNOMED) and is compatible with the 1968 Edition of 
the Manual of Tumour Nomenclature and Coding (MOTNAC) and the Systematized Nomenclature 
of Pathology (SNOP). It is a five-digit code, the first four digits identifying the 
histological type and the fifth the behaviour of the neoplasm (malignant, in situ, benign, 
etc.). The ICD-O morphology code also appears in the Ninth Revision of lCD, as mentioned 
earlier. 

International Nomenclature of Ophthalmology 

The International Council of Ophthalmology has prepared a Classification of Disorders of 
the Eye, based on the Ninth Revision of the ICD. This classification was published in 
the International Nomenclature of Ophthalmology by the American Academy of Ophthalmology 
and Otolaryngology. 

In addition to the ICD section "Disorders of the eye and adnexa" it includes all other 
ICD categories that classify eye disorders, from infectious diseases to injuries. It is 
a five-digit classification, being identical with ICD at the three- and four-digit level 
but introducing additional detail at the fifth digit for the use of specialists. It 
also includes definitions or short descriptions of all terms, synonyms and equivalent 
terms in French, German and Spanish. 

(b) Other nomenclatures and classifications 

A number of other nomenclatures and classifications are currently in use or have been 
used in the past. The medical records officer should be familiar with the coding principles 
of any classification used in his institution and should be sure that at least one copy of 
previous classifications is retained to permit retrieval from diagnostic indexes based on 

such classifications. 

!Eternational Classification of Procedures in Medicine 
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The World Health Organization, has published, for the first time and as a supplement to 
the Ninth Revision of the International Classification of Diseases the International 
Classification of Procedures in Medicine. This classification is intended to present in a 
;Ystematic fashion, the many procedures used in different branches of medicine. 

volume 1 consists of: 

1. Procedures for medical diagnosis 
2. Laboratory procedures 
4. Preventive procedures 
5. Surgical Operations 
8. Other therapeutic procedures 
9. Ancillary procedures 

Volume 2 consists of: 

3. Radiology and certain other applications of physics in medicine 

6 and 7 

Drugs, medicaments and biological agents 

The International Classification of Procedures in Medicine has a structure similar to 
that of the International Classification of Disease, with a tabular list and an alphabetical 
index. The complete series of categories for the nine chapters are numbered from 1 - 100 
to 9 _ 823, the first digit denoting the chapter number. The use of the Classification 
should not present real problems for coders, since the steps for assigning the code numbers 

are similar to those followed for coding with ICD. 

10.1.3 Method of manual disease and operation indexin 
eneral hosnitals 

Once a code has been entered for each final diagnosis and operation that appears on the 
Admission Summary Sheet, the method for getting the resulting data onto appropriate disease 

and operation cards is as follows: 

(a) Medical records awaiting transferral of disease and operation codes to the 
appropriate disease and operation index cards are held, with their work-cards inserted 
under their gussets, on temporary holding shelves in unit number order. 

(b) 
Each day these should have their coding checked and entered on the workcards. 

(c) The workcards are then kept in temporary filing boxes in code number order of the 

first disease code entered on each. 

(d) The completed medical records are now returned to their places on the filing shelves. 

(e) Also daily, there should be entry of details from the workcards to appropriate 
disease or operation index cards. It is best practice to make many entries on a few 
index cards rather than attempting to complete all entries on a few workcards. The 
latter method is inefficient and time-consuming as it entails much pulling out and 
putting back of a series of index cards, instead of just two or three. 

(f) When an entry on a workcard has been transferred to the appropriate index card, it 
is crossed off the workcard and the latter then refiled under the next, unentered code 
number. This procedure will go on until, gradually all entries on a particular work
card have been transferred to the appropriate index cards. 
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is crossed off the workcard and the latter then refiled under the next, unentered code 
number. This procedure will go on until, gradually all entries on a particular work
card have been transferred to the appropriate index cards. 
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(g) Once all entries on a workcard have been, thus, completely 
indexes, it is heavily crossed through and can be used as scrap 

transferred to the 
paper for notes. 

N.B. To attempt to use both sides of a workcard 
completion has been found a false economy, 
which patient are the current ones. 

for the whole processing of two admissions to 
as confusion can arise over which details for 

10.1.4 Non-Manual Disease and Operation Indexes 

Mechanical processing of such data can 
recent advances in treatment of the medical 

take many forms. Some of these, together with 
record generally, will be discussed in later 

supplements to these "Guidelines". 

10.2 Hospital Service Analysis 

The medical records of discharged patients and the verified consolidation of the daily 
ward census are the principal sources of data for reports that analyse the operation of 
hospital inpatient services. 

The hospital administration depends on these reports for the efficient planning and 
operation of the institution. Decisions can be no better than the information on which they 
are based. It is essential, therefore that the medical records staff summarize the data on 
a daily basis and carefully check its accuracy. 

The content 
administration. 
AHA. 

and periodicity of these reports are determined by the needs of the 
Examples of content of monthly reports can be found in Benjamin, Huffman, 

11. 

11.1 

Medicolegal aspects of medical records 

To whom does a medical record belong? 

Medical records are kept 
and all documents of patients 
cannot become the property of 
of the hospital. 

primarily for the benefit of the patient 
treated in the hospital are the property 
the medical practitioner making them but 

but the medical record 
of the hospital. They 
remain under the control 

The American authors Hayt and Hay in their textbook "Law of hospital" explain: 

"The hospital record is the 
records are the property of 
custody; it is no more the 
property of the cus tomer". 

property of the institution as is the register of a hotel _ 
the hospital which has the right to their possession and 
property of the patient than the merchant's book is the 

In addition to being kept for the benefit of the patient, the medical records are kept 
as a guide to consultants, for education and research, for the protection of the attending 
physicians against claims of malpractice, and for the protection of the hospital against 
criticism together with claims for injuries or damage. 

11.2 Access to the record 

Any patient requesting information should 
Upon receipt of written authorization from the 
behalf of the patient, or any other acceptable 
medical record. 

11.3 Privileged communication 

be advised to do so through his physician. 
patient, the legal representative acting on 
person, may receive a full report from the 

Many persons having access to hospital records fail to observe the 
privileged communication. Confidential information given by a patient 

principles of 
to his physician must 
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be regarded as privileged. Unless the patient has waived claim of privilege of the medical 
record by giving written authorization for the inspection or release of information as covered 
by the statutory provisions, no information may be divulged at any time. After death of the 
patient, the claim of privilege may be waived by the patient's executor or next-of-kin. 

Medical records containing identification data, diagnoses and other pertinent data are 
sometimes allowed away from the hospital for various purposes. Great care must be taken 
in permitting practices which might involve a violation of the privileged character of the 
medical record. The practice of allowing medical records to be taken to homes or offices 
where they may be viewed by unauthorized persons must be considered as unacceptable and 
condemned by those having custody of the records. 

11.4 Storage and retention - policy and methods 

11.4.1 Policy for retention of medical records 

The m~n~mum periods for which medical records should be kept will depend on when the 
right to claim compensation lapses. Such statutes of limitations will vary from one country 
to another, and the period during which such a claim would be legal may be far longer in the 
case of children than in the case of adults. Delayed claims in respect of industrial diseases 
may involve reference to the very old medical records, as these are not necessarily ruled out 

by a statute of limitations. 

In addition to these legal considerations which establish m~n~mum periods, factors 
such as the use made of records for patient care, research, education should be considered in 
arriving at a policy regarding the retention of medical and associated records. This policy 
is reflected in a retention schedule, an example of which follows. This is an example only; 
it should not be construed as a recommendation. 

11.4.2 Method 

(a) Warehouse storage: 

It has been proved that the majority of medical records have an active life of only 
about 5 - 10 years. Beyond that, only the small percentage belonging to patients 
with a chronic or constantly - recurring illness remain active. This tends to congest 
the file with inactive records. One way to regain needed space for active records, is 
to store the inactive ones in separate storage, in straight numerical order. This may 
have to be in a remote warehouse, so being relatively inaccessible. 

(b) Microfilming 

Another way to cope with the problem AND keep the inactive records accessible is to use 

MICROFILMING. 

Microfilming saves up to 98% of space taken by full-sized records. 98% if the roll 
film method. is used; dropping to 80% for microcard, plastic jacket or microfiche 

methods. 

(i} Equipment used: microfilm camera, reader-printer machine, microcards, acetate 
jackets or microfiche film. 

(ii) Methods: 
Preparation for filming 

Remove and destroy normal fluid balance charts and TPR charts 
Possibly same for Nurses' notes (according to hospital policy) 
Remove outside folders 
Insert face sheet with NAME and UNIT NUMBER in large capitals, as first sheet 
for each patient 
Remove all clips and staples 
Ensure that groups of records to be done are in unit number order and that all 
sheets within each one are in correct order. 
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be regarded as privileged. Unless the patient has waived claim of privilege of the medical 
record by giving written authorization for the inspection or release of information as covered 
by the statutory provisions, no information may be divulged at any time. After death of the 
patient, the claim of privilege may be waived by the patient's executor or next-of-kin. 

Medical records containing identification data, diagnoses and other pertinent data are 
sometimes allowed away from the hospital for various purposes. Great care must be taken 
in permitting practices which might involve a violation of the privileged character of the 
medical record. The practice of allowing medical records to be taken to homes or offices 
where they may be viewed by unauthorized persons must be considered as unacceptable and 
condemned by those having custody of the records. 

11.4 Storage and retention - policy and methods 

11.4.1 Policy for retention of medical records 

The m~n~mum periods for which medical records should be kept will depend on when the 
right to claim compensation lapses. Such statutes of limitations will vary from one country 
to another, and the period during which such a claim would be legal may be far longer in the 
case of children than in the case of adults. Delayed claims in respect of industrial diseases 
may involve reference to the very old medical records, as these are not necessarily ruled out 

by a statute of limitations. 

In addition to these legal considerations which establish m~n~mum periods, factors 
such as the use made of records for patient care, research, education should be considered in 
arriving at a policy regarding the retention of medical and associated records. This policy 
is reflected in a retention schedule, an example of which follows. This is an example only; 
it should not be construed as a recommendation. 

11.4.2 Method 

(a) Warehouse storage: 

It has been proved that the majority of medical records have an active life of only 
about 5 - 10 years. Beyond that, only the small percentage belonging to patients 
with a chronic or constantly - recurring illness remain active. This tends to congest 
the file with inactive records. One way to regain needed space for active records, is 
to store the inactive ones in separate storage, in straight numerical order. This may 
have to be in a remote warehouse, so being relatively inaccessible. 

(b) Microfilming 

Another way to cope with the problem AND keep the inactive records accessible is to use 

MICROFILMING. 

Microfilming saves up to 98% of space taken by full-sized records. 98% if the roll 
film method. is used; dropping to 80% for microcard, plastic jacket or microfiche 

methods. 

(i} Equipment used: microfilm camera, reader-printer machine, microcards, acetate 
jackets or microfiche film. 

(ii) Methods: 
Preparation for filming 

Remove and destroy normal fluid balance charts and TPR charts 
Possibly same for Nurses' notes (according to hospital policy) 
Remove outside folders 
Insert face sheet with NAME and UNIT NUMBER in large capitals, as first sheet 
for each patient 
Remove all clips and staples 
Ensure that groups of records to be done are in unit number order and that all 
sheets within each one are in correct order. 
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Example of a retention schedule. 

Document of Form Period of Retention 

i 

Admission Advice Slips Two months - information on them 
should all be recorded on other 
permanent files. 

Daily lists of discharges and deaths After use with Discharge statistics 
need be kept only one year. 

Monthly analysis of hospital service Five years 
Annual analysis of hospital service Permanently 

Daily worksheet for discharge statistics One year 

Duplicate birth and death certificates As long as the medical records 
themselves 

Casualty records (also called Emergency Two years, if patient has not returned 
records) for treatment in the meanwhile 
General Outpatient Records 

Disease index Indefinitely 
Operation index " 
Patients name index " 

MEDICAL RECORDS Ten years after the patient's last 
attendance, as a minimum. Then 
according to the needs of the hospital. 
May be destroyed after microfilming 
(two copies) 

Nurses'· notes as destroyed by hospital 
Normal Fluid balance charts Destroy on patients' discharge 
Normal composite graphic charts " " " 

Delivery room register Permanently 
Unit number register " 

Admission Register " 
Operation Register 10 years 
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Roll film methods: All sheets of each patient's record in the group are 
photographed, page by page, until the 100 foot long roll is filled. Though 
leaving the roll intact saves more space, it is inconvenient in use, e.g. if 
the second last record on a roll is the one needed, almost 100 feet of film 
must be rolled past in the reader-printer to get to it. 

Microcard: 
Plastic Jacket: by these two methods, the record is processed as outlined 
above, but now is cut into about 5" or 8" strips and inserted into slots on 
card or jacket. A card or jacket is used for each individual patient whose 
NAME and UNIT NUMBER is typed on a label at the top. These cards or jackets 
can easily be fed into the reader-printer machine and the record remains as 
accessible as it was full-sized. 

Microfiche: once again the records of individual patients are able to be kept 
separately. This time, one patient's record is photographed on a square of 
film. This is labelled, as before, with a typed label bearing patient's name 
and uni t number. 

Copies: TWO copies of each roll or microfiche must be done, one to be kept in 
the Medical Record Department in a storage cabinet; the other to be sent to 
fire-protected storage, e.g. in a bank vault. 

N.B. Microfilming is EXPENSIVE - if the benefits it gives are not taken into consideration. 
It is never necessary to consider use of it until space problems become very acute. 

11.5 Use in law courts 

Rules for use of medical records as legal documents vary according to the law of the 
country concerned, however, under Roman law, modernized variations of which are in force in 
many parts of the world, a court can demand production of a stipulated person's medical record 
by issue of "Subpoena duces tecum" 

Then the medical record must be taken to the court by a responsible person who can attest 
that it was written in the ordinary course of business of the hospital concerned, with no 
thought of possible future lawsuit and is therefore, admissable in evidence. A person well
qualified to undertake such a duty is a trained Medical Record Officer. When the Medical 
Record is retained by the court, it is necessary for the hospital to apply to the Registrar of 
the Court for its return. 

This is a very good reason why a complete, accurate medical record, with all necessary 
authorizations obtained on it for treatment, must be sought at all stages of its production, 
as such a document can afford the only full protection to a doctor or hospital when an unjust 
malpractice or negligence suit has been brought. 

In many countries microfilmed medical records are, these days, considered admissible 
evidence. Care must be taken that only details relating to the particular person concerned 
in the present litigation are revealed to the court where roll film is involved. 

Types of cases in which a medical record may be required are: 
(a) Insurance - personal accident: or attempt at fraud by concealment of previous 
medical history from a~ insurance company from which a policy is being sought. 

(b) Workers' compensation - injuries suffered in course of duties. 

(c) Personal injury - due to fault or negligence of another. 

(d) Malpractice - injury or illness, due to negligence in care or improper treatment. 

(e) Will - dispute brought over mental state of deceased patient at time rule was written. 

(f) Criminal cases - e.g. murder, assault, rape or to prove mental deficiency or 
incompetence of a defendant. 

(g) Civil cases - e.g. perhaps in divorce proceedings. 
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Roll film methods: All sheets of each patient's record in the group are 
photographed, page by page, until the 100 foot long roll is filled. Though 
leaving the roll intact saves more space, it is inconvenient in use, e.g. if 
the second last record on a roll is the one needed, almost 100 feet of film 
must be rolled past in the reader-printer to get to it. 

Microcard: 
Plastic Jacket: by these two methods, the record is processed as outlined 
above, but now is cut into about 5" or 8" strips and inserted into slots on 
card or jacket. A card or jacket is used for each individual patient whose 
NAME and UNIT NUMBER is typed on a label at the top. These cards or jackets 
can easily be fed into the reader-printer machine and the record remains as 
accessible as it was full-sized. 

Microfiche: once again the records of individual patients are able to be kept 
separately. This time, one patient's record is photographed on a square of 
film. This is labelled, as before, with a typed label bearing patient's name 
and uni t number. 

Copies: TWO copies of each roll or microfiche must be done, one to be kept in 
the Medical Record Department in a storage cabinet; the other to be sent to 
fire-protected storage, e.g. in a bank vault. 

N.B. Microfilming is EXPENSIVE - if the benefits it gives are not taken into consideration. 
It is never necessary to consider use of it until space problems become very acute. 

11.5 Use in law courts 

Rules for use of medical records as legal documents vary according to the law of the 
country concerned, however, under Roman law, modernized variations of which are in force in 
many parts of the world, a court can demand production of a stipulated person's medical record 
by issue of "Subpoena duces tecum" 

Then the medical record must be taken to the court by a responsible person who can attest 
that it was written in the ordinary course of business of the hospital concerned, with no 
thought of possible future lawsuit and is therefore, admissable in evidence. A person well
qualified to undertake such a duty is a trained Medical Record Officer. When the Medical 
Record is retained by the court, it is necessary for the hospital to apply to the Registrar of 
the Court for its return. 

This is a very good reason why a complete, accurate medical record, with all necessary 
authorizations obtained on it for treatment, must be sought at all stages of its production, 
as such a document can afford the only full protection to a doctor or hospital when an unjust 
malpractice or negligence suit has been brought. 

In many countries microfilmed medical records are, these days, considered admissible 
evidence. Care must be taken that only details relating to the particular person concerned 
in the present litigation are revealed to the court where roll film is involved. 

Types of cases in which a medical record may be required are: 
(a) Insurance - personal accident: or attempt at fraud by concealment of previous 
medical history from a~ insurance company from which a policy is being sought. 

(b) Workers' compensation - injuries suffered in course of duties. 

(c) Personal injury - due to fault or negligence of another. 

(d) Malpractice - injury or illness, due to negligence in care or improper treatment. 

(e) Will - dispute brought over mental state of deceased patient at time rule was written. 

(f) Criminal cases - e.g. murder, assault, rape or to prove mental deficiency or 
incompetence of a defendant. 

(g) Civil cases - e.g. perhaps in divorce proceedings. 
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11. 6 Issue of confidentiality in use of medical records for research 

(a) Research workers using written, or computerized, medical data should be aware of, and 
required to respect the confidentiality of such data. This has been found to be a particular 
problem where the researcher concerned has not been involved in the care and treatment of the 
person to whom the medical data relates and particularly if he is non-medical as well. 

If the research worker has a clinical medical background, he should be aware that data 
originally gleaned from a patient in a situation of trust, such as part of an admission 
interview of clinical progress notes by a house medical officer, should continue to be treated 
as confidential. Non-medical researchers may not be so aware. Thus, the right to privacy 
of individuals concerning whom medical data is being manipulated is frequently, nowadays, at 
risk. This is not good research practice. 

In particular, it can be said, that though computers in many ways may make for 
relatively greater flexibility of data manipulation, in this sphere an adult attitude of 
responsibility is mandatory among persons who control them. As a safeguard, special codes 
must be written into computer programmes for medical research purposes, to prevent access to 
such data by any but legitimate users. 

(b) Schemes for linkage of medical record data will tend to have recurrent incidents 
amounting to infringements of such patients' rights, though these incidents may never be 
reported. 

As the professional bodies most intimately concerned, national medical record 
associations should take the lead in establishing guidelines to be followed concerning all the 
ethical and practical problems thrown up in the whole vexed question of confidentiality in the 
use of medical record data. 

Recognizing the urgency of taking such a stand, the American Medical Record Association, 
the largest national association in this profession, has recently issued the following policy 
statement on the subject: 

"The primary purpose of the medical record is to document the course of the patient's 
health care and to provide a medium of communication among direct care professionals for 
current and future patient care. Unless the patient can feel assured that the highly sensitive 
and personal information he shares with health care professionals will remain confidential, he 
may withhold information critical to his treatment, thereby diminishing the quality of the 
care provided him. 

Economic and social issues, together with technological advances, have resulted in an 
erosion of the confidential relationship traditionally existing between patient and health 
care professional. Substantiation of claims for payment has generated an ever increasing 
number of requests for information from patient health records. At the same time, the 
tremendous growth of computerized health data, the development of huge data banks and the 
advancements in record linkage pose an enormous threat to the privacy of medical information. 
The public is generally unaware of this threat or of the serious consequences of a loss of 
confidentiality in the health care system. Adequate measures to control medical privacy in 
the light of electronic information processing can and must be established. 

The American Medical Record Association (AMRA) recognizes the need for patient health 
information in providing a sound basis both for substantiating claims and for conducting 
medical care evaluation. Through this statement, however, AMRA reaffirms the patient's right 
to privacy in relation to his medical record. While the patient does not have the property 
right to his record, he does have the protected right of information. 

Therefore, subject to applicable legal prov1s10ns, release of any individually 
identifiable medical information for any purpose other than patient care must be done only with 
the expressed authorization of the patient or his legal agent. 
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Further, AMRA recommends greater emphasis on the patient's right to privacy by health 
care institutions through the establishment of written policies for the release of information, 
together with active educational programmes for all staff personnel, to enforce these policies. 

With respect to this right of privacy, AMRA urges the development and implementation of 
programmes to: (1) protect the patient from invasion of privacy as a result of indiscriminate 
and unauthorized access to confidential health information and (2) promote applicable usage of 
medical information once it is disseminated to authorized persons". 

12. Medical Records Department - Relations with other hospital departments and officers 

12.1 The relationship of the Medical Records Department to the other main departments of the 
hospital and of these to each other should always be cooperative and pleasant. The relative 
level of exchange is shown in diagramatic form below by the number of lines. 

12.2 

12.3 

Wards and outpatient clinics. 

Daily patient census details 
Loans of medical records 

There is constant contact about: 

Records of patients admitted or discharged 
Missing records 

Resident medical officers. There is constant contact about: 

Incomplete records 
Writing of Clinical Discharge Summaries 

There is some contact about missing records and requests for records for research. 
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Further, AMRA recommends greater emphasis on the patient's right to privacy by health 
care institutions through the establishment of written policies for the release of information, 
together with active educational programmes for all staff personnel, to enforce these policies. 

With respect to this right of privacy, AMRA urges the development and implementation of 
programmes to: (1) protect the patient from invasion of privacy as a result of indiscriminate 
and unauthorized access to confidential health information and (2) promote applicable usage of 
medical information once it is disseminated to authorized persons". 

12. Medical Records Department - Relations with other hospital departments and officers 

12.1 The relationship of the Medical Records Department to the other main departments of the 
hospital and of these to each other should always be cooperative and pleasant. The relative 
level of exchange is shown in diagramatic form below by the number of lines. 

12.2 

12.3 

Wards and outpatient clinics. 

Daily patient census details 
Loans of medical records 

There is constant contact about: 

Records of patients admitted or discharged 
Missing records 

Resident medical officers. There is constant contact about: 

Incomplete records 
Writing of Clinical Discharge Summaries 

There is some contact about missing records and requests for records for research. 



WHO/HS/NAT.COM/80.370 
page 82 

12.4 Senior medical officers. 
Department about: 

These officers usually only contact the Medical Record 

Records for research or when members of the Medical Record Committee. 
time there may also be some contact re: 

Outpatient clinic appointments 
Inpatient waiting lists 
Design of special medical record forms 

12.5 Pathology and X-ray Departments contacted about: 

Duplicate report for one missing in the record. 

From time to 

Monthly statistics, if the Medical Record Department is responsible for this. 
Duplicate reports requested, via Medical Records, for a ward. 

12.6 Paramedical Departments. Contacted about a therapy report missing on the quantitative 
review of the discharged patients' records. (Physiotherapy, Occupational therapy, Speech 
therapy, Social Work, Dental, Pharmacy). Records for research. Monthly statistics, if 
Medical Record Department is responsible for this. 

12.7 Operating theatre. Contacted about: 

Completion of an Operation Report 
Records for research, for a surgeon 
Operation statistics, from Theatre Register 

12.8 Administrators: i.e. Chief Executive Officer or his deputy and the Ciinical Director. 

Contacted by Chief Medical Record Officer about matters of policy 

Correspondence 

13. Medical Record Procedures in other clinical departments of a hospital 

13.1 Wards 

Medical records: 

(a) Should never be left near the patients' beds, as this encourages reading by the 
patients themselves or relatives. 

(b) Should be kept at the nurses' station in an organized way - preferably on medical 
record trolleys. These trolleys can hold up to 30 records in sloping racks, at their 
top, and have a tray underneath to hold X-rays, old records, and instruments. (See 
Fig. 6). 

(c) Should only leave the nurses' station for treatment rounds with nurses or ward 
rounds with doctors. (This is where a medical record trolley is so useful, as all the 
records of a ward can be wheeled about and consulted with ease at the various bedsides). 

In addition: 

(d) All laboratory reports for current patients should be promptly attached to such 
patients' medical records, on receipt in the ward. 

(e) For each day's discharges, the medical record concerned should be collected 
together and sent down promptly to the Medical Record Department, for assembling and 
processing not later than 24 hours after the patient's discharge. 

i. 
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(f) Accurate bed returns should be prepared by nursing staff on each ward, daily, and 
sent down to the Medical Record Department, for preparation of Discharge analysis 

statistics. 

13.2 Outpatient clinics 

(See section 6, AMBULATORY PATIENTS' RECORDS). 

13.3 X-ray Department 

It is good form design to have the X-ray form, both request and report, in one. Many 
hospitals seem to favour the use of separate request forms, but the need for these is not 
apparent. For preference, all X-ray reporting should be done as a team: the radiologist in 
front of a viewing box, dictating his opinion of pathological indications presented radio
graphically, to a medical secretary beside him who will type the report at the same time. 
The report should be in duplicate, the top copy going to the medical record itself and the 
duplicate being attached to a folded card (X-ray Patient's Card) which is designed to hold up 
to 12 reports. These report cards can be kept in a self-indexing file arranged alphabetically 
by the patients' family names. Full details of a recommended X-ray record method are as 

follows: 

13.3.1 Film envelope 

This should be about 46 x 38 cm to accommodate different sized films for the same 

individual. On its front, it can have: 

(a) Title of hospital/Family name, Own name, Father's name/Unit Number. 

(b) A frame for about 15 to 20 entries under the headings: 

Type of X-ray / Film serial numbers / Date 

12.5 cm wide 3 cm wide 2 cm wide 

On its back, the envelope can have two frames for the following loan details: 

Date lent / Doctor's name / Ward or Department / Date returned 

3 cm wide 6 cm wide 6 cm wide 3 cm wide 

About 30 entries can be made in each frame (cross rulings should be 1 cm wide) so g~v~ng space 
for a total of 60 entries on film envelope loans. All the films should be housed, in unit 
number order, on open-access, steel shelving. 
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(f) Accurate bed returns should be prepared by nursing staff on each ward, daily, and 
sent down to the Medical Record Department, for preparation of Discharge analysis 

statistics. 

13.2 Outpatient clinics 

(See section 6, AMBULATORY PATIENTS' RECORDS). 

13.3 X-ray Department 

It is good form design to have the X-ray form, both request and report, in one. Many 
hospitals seem to favour the use of separate request forms, but the need for these is not 
apparent. For preference, all X-ray reporting should be done as a team: the radiologist in 
front of a viewing box, dictating his opinion of pathological indications presented radio
graphically, to a medical secretary beside him who will type the report at the same time. 
The report should be in duplicate, the top copy going to the medical record itself and the 
duplicate being attached to a folded card (X-ray Patient's Card) which is designed to hold up 
to 12 reports. These report cards can be kept in a self-indexing file arranged alphabetically 
by the patients' family names. Full details of a recommended X-ray record method are as 

follows: 

13.3.1 Film envelope 

This should be about 46 x 38 cm to accommodate different sized films for the same 

individual. On its front, it can have: 

(a) Title of hospital/Family name, Own name, Father's name/Unit Number. 

(b) A frame for about 15 to 20 entries under the headings: 

Type of X-ray / Film serial numbers / Date 

12.5 cm wide 3 cm wide 2 cm wide 

On its back, the envelope can have two frames for the following loan details: 

Date lent / Doctor's name / Ward or Department / Date returned 

3 cm wide 6 cm wide 6 cm wide 3 cm wide 

About 30 entries can be made in each frame (cross rulings should be 1 cm wide) so g~v~ng space 
for a total of 60 entries on film envelope loans. All the films should be housed, in unit 
number order, on open-access, steel shelving. 
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13.3.2 Combined name index and report file 

For each patient X-rayed, a combination name index card/reports folder should be made. 
These should be about 8 ins wide by 5 ins high and have a 1/4 in gusset to permit insertion of 
about 20 reports. (The duplicate reports held by the Radiology Department: top copies, of 
course, should have been supplied to the ward or department requesting the radiological 
investigation). Suggested layout of the name index portion of this folder is as follows: 

(Front of X-ray Name Index folder) 

FAMILY NAME Own name Father's name Unit number 

Address Civil status 

M W D Sep. Single 

Mother's name 

Sex Age Birthdate Birthplace 

Occupation Doctor 

Date X-ray 
Type of X-ray Date X-ray 

Type of X-ray Serial No. Serial No. 
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It will be noted that only space for 16 entries is shown here. More entries of 
"Date/x-ray Serial Nos./Type of X-ray" can be made on the back of the folder, if desired. 
With the 1/4 inch gusset suggested, there should be space in the folder for 20 duplicate 

reports. 

13.3. 3 Unit numbers for X-rays 

Each patient should have a unit number assigned on first contact with the X-ray 
Department. This will appear at the top right corner of his name index folder, as illustrated 
above. Reference to the name index, arranged in alphabetical order of patients' family names, 
not the patient's memory, will then be the source of information to enable retrieval of an 

individual patient's film envelope when required. 

The unit numbers g~ven in X-ray can be the same as those allocated in the Medical Record 
Department to the patient's clinical record or be a series for X-ray alone; however, it would 
be preferable for the unit number for anyone patient to be used hospital-wide for all forms 

and films referring to him. 

13.4 Pathology Department 

It is best if there is a central record filing area to serve all the sections of Pathology. 
Scientists and technicians write their reports, perhaps using methods outlined in 
section 2.2.17. The reports are done in duplicate, the top copy going to the medical record 
itself and the duplicate being retained in the Pathology Department and filed by a method 
similar to that suggested for the X-ray Department above. 

13.5 Operating theatre 

Dictating equipment or a roster of competent medical secretaries should be avilable in a 
central area (? doctors: sitting room), in the operating theatre complex of a hospital, to take 
dictation of a full report on an operation done, by the surgeon or assistant surgeon 
responsible. This should be done immediately at the operation's conclusions or within 24 h, 
as further delay may mean that significant detail could be forgotten. 

The preoperative diagnosis should have been entered on the Clinical Progress Notes before 
the patient was sent up for surgery. The operative reports should include the postoperative 
diagnosis, a full description of findings, both pathological and no~l, a note on all organs 
explored and a statement of procedures followed and sutures inserted. The theatre nurse's 
section of the report should include pre- and postoperative count of packs, drains and sponges. 

13.6 Paramedical sections 

These include Physiotherapy, Occupational Therapy, Speech Therapy and Social Work sections 
among others. All can use the suggested Paramedical Report form (see section 2.2). For the 
first three sections, reports must take the form of doctor's treatment order and serial 
treatments given. For social workers, a precis of the full content of an interview with a 
patient can be entered on the main medical record. Social workers commonly also maintain 
their own alphabetical file or fuller notes relating to their clients. 

14. Terms commonly used in hospitals/clinics 

These definitions may differ slightly from the ones given in other publications. 

Day Patient one whose stay in hospital is for most of the day but does not include 
midnight. This patient may occupy "lodging" (see below) for part or :111 of that 
period. Normally for surgery that can be done in a day, instead of needing overnighL 
lodging but can also be for rehabilitation, change of prostheses, etc. 
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Sex Age Birthdate Birthplace 

Occupation Doctor 

Date X-ray 
Type of X-ray Date X-ray 

Type of X-ray Serial No. Serial No. 
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It will be noted that only space for 16 entries is shown here. More entries of 
"Date/x-ray Serial Nos./Type of X-ray" can be made on the back of the folder, if desired. 
With the 1/4 inch gusset suggested, there should be space in the folder for 20 duplicate 

reports. 

13.3. 3 Unit numbers for X-rays 

Each patient should have a unit number assigned on first contact with the X-ray 
Department. This will appear at the top right corner of his name index folder, as illustrated 
above. Reference to the name index, arranged in alphabetical order of patients' family names, 
not the patient's memory, will then be the source of information to enable retrieval of an 

individual patient's film envelope when required. 

The unit numbers g~ven in X-ray can be the same as those allocated in the Medical Record 
Department to the patient's clinical record or be a series for X-ray alone; however, it would 
be preferable for the unit number for anyone patient to be used hospital-wide for all forms 

and films referring to him. 

13.4 Pathology Department 

It is best if there is a central record filing area to serve all the sections of Pathology. 
Scientists and technicians write their reports, perhaps using methods outlined in 
section 2.2.17. The reports are done in duplicate, the top copy going to the medical record 
itself and the duplicate being retained in the Pathology Department and filed by a method 
similar to that suggested for the X-ray Department above. 

13.5 Operating theatre 

Dictating equipment or a roster of competent medical secretaries should be avilable in a 
central area (? doctors: sitting room), in the operating theatre complex of a hospital, to take 
dictation of a full report on an operation done, by the surgeon or assistant surgeon 
responsible. This should be done immediately at the operation's conclusions or within 24 h, 
as further delay may mean that significant detail could be forgotten. 

The preoperative diagnosis should have been entered on the Clinical Progress Notes before 
the patient was sent up for surgery. The operative reports should include the postoperative 
diagnosis, a full description of findings, both pathological and no~l, a note on all organs 
explored and a statement of procedures followed and sutures inserted. The theatre nurse's 
section of the report should include pre- and postoperative count of packs, drains and sponges. 

13.6 Paramedical sections 

These include Physiotherapy, Occupational Therapy, Speech Therapy and Social Work sections 
among others. All can use the suggested Paramedical Report form (see section 2.2). For the 
first three sections, reports must take the form of doctor's treatment order and serial 
treatments given. For social workers, a precis of the full content of an interview with a 
patient can be entered on the main medical record. Social workers commonly also maintain 
their own alphabetical file or fuller notes relating to their clients. 

14. Terms commonly used in hospitals/clinics 

These definitions may differ slightly from the ones given in other publications. 

Day Patient one whose stay in hospital is for most of the day but does not include 
midnight. This patient may occupy "lodging" (see below) for part or :111 of that 
period. Normally for surgery that can be done in a day, instead of needing overnighL 
lodging but can also be for rehabilitation, change of prostheses, etc. 
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ADMISSION either means - a patient admitted to the hospital on a certain date 
OR - sheets from one period of hospitalization in that person's medical record. 

Admission Office - the department of the hospital responsible for the admission of 
patients. 

Inpatient - a patient who is given lodging in a hospital whilst rece~v~ng care for a 
health problem and whose stay spans midnight of anyone night. 

Lodging/lodged - using a bed or other facility in a hospital capable of providing 
overnight stay. This implies that the person receives whatever food and "hotel" 
services the hospital provides, whether charged or free. 

DISCHARGE either means - a patient discharged from a hospital on a certain date. 
OR - sheets from one period of hospitalization in that patient's medical record, 
usually the most current. 

READMISSION either means - a patient admitted once again to a hospital in which he has 
had one or a series of previous admissions. 

OR - the set of papers relating to such a readmission in his medical record. 

Available beds - number of beds equipped and staffed for immediate use by patients. 

Average days' stay - the average number of days of service rendered to each patient 
discharged during a given period. 

Average occupied beds the ratio of actual patient days to the maximum patient days as 
determined by bed capacity during any given period of time. 

Daily bed state the number of beds actually occupied by patients in the hospital in a 
particular day. 

FLOW CHARTS 

Definition 
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APPENDIX 

A flow chart shows by the use of symbols, lines and brief explanations the actions that 
have to be taken and decisions made to carry out a task or series of related tasks. It shows 
clearly how the task should be done and helps in thinking out the steps to be taken. 

Method 

The chart goes ('flows') from top to bottom and left to right. 

The symbols used are: 

o 
D 
D 
o 

, 

CD~ 

C Fi~ish ) 

decision: this must have two 
branches from it one "yes", 
the other "no" 

action: describes what 
has to be done 

document: shows where a form 
or record is filled i~ 

clerical procedure (briefly 
described in box) 

connecting link: arrow shows 
direction to follow to next step 

if one connecting line has to cross 
another it is shown as in this 
example 

connector: with number inside is 
used as link if flow chart has to 
go over page (pointing down = to 
p. 3, point up = from p. 2) 

action finishes (putting this 
symbol in helps by prompting the 
question: is this the finish of 
the process?) 
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Other symbols can be used; those shown are the ones which are used in this publication. 

To make it easy to refer to a particular procedure or decision the boxes are numbered consecutively. 

Example: 
A simple example, first in narrative, then as a flow chart: 

Narrative: "I am hungry", so I have to decide if I have any food. If I do have food 
then I prepare it and eat it. If I do not have food I have to decide whether I have any 
money to buy food. If I do not have money I will have to go on being hungry. If I 
have money I can go out and buy food and when I return home I will prepare it and eat it. 

Flow chart 

2 

3· 

yes 

prepare food~r~C~~ 

eat 
food 

"I am hungry" 
/ 

~ 

no 

go out and 
buy food 

return 
home 

6 

7 

go on being 
hungry I 5 

finish 

Advantages. When applied in a working situation the flow chart: 
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presents at a glance what might take a page or more to describe; 

by turning the question "what happens next?" into a decision diamond (the shape of 
the symbol used) from which there must be a "yes" and a "no" outlet it ensures that 
the consequences of different decisions are considered; 

by turning the action back ("return home" then back to "prepare food") it shows which 
tasks are common to procedures arising from different decisions and in a work 
situation, show that a bigger load than realized might be put on some staff; 

shows that other alternative procedures might be possible by asking a further question 
or questions. For example: 

5 

6 

7 

8 

go on 
being 

hungry 

visit friends 
and ask for 
food 

yes 

no 

9 
and have no 
friends in 
this.t 

Obviously there are further possibilities open after this, which shows how the method 
helps one in thinking problems through. 
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5 

6 

7 
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go on 
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food 

yes 

no 
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FIG. 1. SUGGESTED LAYOUT FOR A MEDICAL RECORD DEPARTMENT 
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FIG. 2. SUGGESTED IAYOUT FOR A MEDICAL RECORD DEPARTMENT (2): 
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9S 
forms 

A4 
for m s 

INDIVIDUAL MEDICAL 

RECORD HOLDING FRAME: 

F;gure 5 

MEDICAL RECORD FORM STORAGE CABINET: 

/ 
F;gur~ II 

MEDICAL RECORD TROLLEY: 

L 

IL ~ 
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/.. 
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/, 
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""' 
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" "r:::: ~ 
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~ 

~ 
~~ 
~ 

~ 

hOlding 
f ra m •• 

for 

24 
curr.nt 
r.cord s 

Wir~ boask.t 
o hold I.ra, 
il ms) 

pr~vious unit 

m.dical rtcords 
nd instrum.nts 

Mounhd on 
astors 

Figure 7 
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four. dr8w~r filing cabinet to hold 

correspond~nc~ 

I 
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o 
"'--'" 

o ---
tJ 

............, 

F;gure t 
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[~[ e I 
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