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Hospitals deal with the life and health of their
patients. Good medical care relies on welltrained doctors and nurses and on high-quality
facilities and equipment.
Good medical care also relies on good record
keeping.
A comprehensive records programme will help to
ensure that staff have access both to clinical
information and to administrative records on a
wide range of issues, including policy,
precedents, legal rights and obligations,
personnel, finance, buildings, equipment and
resources.

v RECORD

is a inscripted information (regardless of
physical format) that can be retrieved at any
time. It includes all original documents, letters,
photographs, books, blueprints, sound & video
recordings and electronic data.

v MEDICAL

RECORD : The medical record is a
clinical, scientific, administrative, & legal
document relating to patient care.
It records sufficient data written in the sequence
of events to identify and locate the patient and
justify the diagnosis, the treatment given and the
final outcome. MRD(Medical record department)
is also known as Central admission office.

a.
b.
c.
d.
e.
f.
g.
h.

Patient case notes,
Radiological Reports- X-rays, USG etc
Pathological specimens and reports
Patient indexes and registers
Pharmacy and drug records
Administrative records
Nursing records
Educational records

Ø Documentation

of clinical history
Ø Continuity of treatment
Ø Claiming Insurances
Ø Issue of Med. Certificate
Ø Legal Evidence
Ø Medical review of treatment
Ø Research & publication
Ø Assist in legal proceedings for claiming
insurance and tax benefit
Ø Malpractices and negligence
Ø Evidence in Court of Law

Ø Certification of

Birth & Death
Ø Certification of Mental Status
Ø Certification of Invalid Pension
Ø Education & Training -Clinical, Epidemiological
Research -Health System Research
Ø Quality, quantity and adequacy of treatment
Ø Medical Audit
Ø Future Planning & decision making
Ø Administration & Management
Ø Medico legal Protection
Ø Disease Surveillance
Ø Epidemiological Studies

To meet the legal requirements & avoid complications, medical
record must fulfil the following criteria
} Hospital medical records is a documentary evidence as per the
Indian Evidence Act, 1872 , as amended up to August 1, 1952 &
1961 and medical records are generally summon to the court of
law in the following types of cases in our country.
} Insurance Cases
} Death or Injury caused due to compromise of safety.. Workmen’s
Compensation Cases
} Personal Injury Suits in case of doctors negligence.
} Malpractice Suits against hospital
} The Income Tax Act: for claiming rebate. Criminal Cases. Medico
legal case sheet.
} Evidence in the Court of Law.
} RTI
} Claims under CPA ( consumer protection act )
} Age verification as order by court..
} Regd. Of Birth and Death.

v IDENTIFICATION SHEET
v OBSTETRIC

RECORD
v BABY NOTES
v INVESTIGATION RECORDS
v DEATH/ DISCHARGE SUMMARY
v CLINICAL RECORDS
v DOCTOR’S ADVISE & TREATMENT SHEET
v NURSING RECORDS

◦ Name, Address, Age, Sex, Religion, Admission No. & date, Prov.
diagnosis
◦ History, Physical Examination,
◦ Observation
◦ Operation Note, Progress & Referral
◦ Temperature, B.P, Pulse - Fluid in take/ loss
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Medical Superintendent
Deputy Medical Superintendent
Nursing Superintendent
HOD Surgery/ Medicine
Medical Record Officer
Secretary : The term of the committee is two
years.
Meeting : The committee to meet once a month
and minutes circulated to different departments.
Function : Training policies & procedures for
medical record Examine adequacy, quality and
quantity of patient care.
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Secretary of Medical Audit Committee. Safe
Custody of Medical Record.
Preparation of various components of medical
records & distribute to all departments.
Ensures coding and indexing. Training of
sub-ordinate staff.
Annual Statistical Report/ Bulletin.
Supplying various information on demand.
Assists in researches and projects.

Custody of med. Records medico legal
support
ü Preparation of monthly & yearly bulletins
ü Notification of birth & death
ü Assistance in research notification of
infectious diseases
ü Disease surveillance
ü Attending court summons
ü
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Retrieve demographic information and
consultants report, as well as laboratory,
radiology and other tests.
Improve productivity & quality.
Reduce cost.
Allow an interactive computer assisted
diagnosis & treatment.
Generate reminders for follow-up testing Aid
in standardizing treatment protocols

The medical record is the property of the
hospital & not of the patient, the clinical
department or the attending doctor. The
medical record must be considered from two
points of view:

◦ As a personal document
◦ As a impersonal document: For education, research
& information.

1.There is vital need to maintain patient
information in a confidential manner. Patient
information shall not be released without legal
authorization.
2.Hospital employees, physicians, and students are
expected to control the informal transmission of
confidential nature.
3.Sensitive information concerning personnel and
management issues shall be maintained in the
strictest of confidence and shall be utilized only
by those individuals legally authorized to review
and act on such information.

System employees pledge to keep medical
record information confidential and to
respect privacy. A medical record or
information contained in a medical record
should be released only if:
i)A valid written consent for the release of this
information is obtained from the patient or
legally authorized representative.
ii)Reporting is required or permitted by law.
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Patient himself
Family Physician
A person can seek access to information on
behalf of someone else: *authorized person
by the Patient.
In case of death *Authorized representative of
family/ **Legal representative of the
diseased. ***Court of Law.

Medical record department personal are advised
to:

Acknowledge request for health information
promptly
Ø Maintain integrity of records
Ø Take reasonable steps to confirm the identity of
the person seeking the information
Ø Assess the information to determine whether
access to it must or may be denied .
Ø
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Unitary file systems for hospital-based
records
Numbering schemes
Case note file design and content
The creation and management of forms
Internal arrangement of files
Closure of files and creation of continuation
files
Creation and management of the master
patient index
Identification and registration of patients.

}

}

Patient-based case notes: Case notes given to
the patients for safe keeping, not retained in
the hospital.
Hospital-based case notes : Case notes
retained by the hospital in its own records
registry or storage areas.

There are a number of advantages to patient-based records,
including
Ø A saving in space for record storage within the hospital
Ø Lower costs through employment of fewer records staff
Ø Ease of identification of patients who bring their notes with
them when they return to the hospital
Ø Possibility of using the same records if the patient attends
another hospital or clinic
The advantages of hospital-based records include
Ø No requirement for patients to remember to bring their
records with them
Ø Reduced likelihood of records being lost, damaged or
tampered with
Ø Maintenance of confidentiality
Ø Access to records for audit or research after final discharge of
the patient
Ø Availability of records if the hospital is required to defend a
legal action

}

The best practice for managing case notes is
to create a file for each patient, in which all
relevant documents are kept.
The practice of keeping multiple files
for each patient is not recommended.

}
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The running number system is most suitable
for patient case note files.

To facilitate efficient record keeping, each
patient should be assigned only one number.
However, there are a number of possible
variants of the system, any of which may be
appropriate depending on local
circumstances.
A year wise or letter wise variant may be used

Ø Method that makes filing easier is to break the reference
number into easily recognizable components. Thus the first
element in the number could be a year: the first file opened in
1998 would be numbered 1998/1, the second would be
1998/2 and so on. In January 1999 the numbers would begin
again at 1999/1.
Ø Using either approach, the introduction of the slash (‘/’)
reduces the chance of misfiling.
Ø Letters can also be used instead of, or in conjunction with,
digits. File references such as A2000 or AB2000 are less likely
to be misfiled than 002000 (which a busy clerk could easily
file as 000200). Thus a system could be used whereby files
are opened in the sequence: A0001 to A9999, B0001 to
B9999, etc. The letters I, O, S and Z should not be used as they
are easily confused with the digits 1, 0, 5 and 2.

}

}
}
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If possible, the cover should be pre-printed with
clearly marked spaces where information can be
entered.
The patient’s number should be highly visible on
the front of the file cover
The hospital number, patient’s name and critical
information should be written parallel to the
short side. If information is placed parallel to the
short side, medical and nursing staff do not have
to turn the file sideways to read these details on
the cover when they are using the file.
The file cover should be slightly larger than A4
size

}
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The patient’s name
The patient’s number
The year of last attendance
It may also be desirable to allocate space for
The patient’s sex
Any other critical information about the
patient like allergies and sensitivities to drugs
or food , blood group etc.

}

}

Good form design is essential for the efficient
gathering and dissemination of information
This sheet should be printed with spaces in
which to enter the patient’s name and number,
together with other personal details such as
address, nationality and religion. Another part of
the form should allow the recording of dates of
admission and discharge and the final diagnosis
on each discharge.

Other useful forms include history sheets;
temperature, pulse, respiratory, blood and fluid
balance charts; and drug prescription and
administration records.
For surgical purposes there will be operating
and anesthetic record sheets. Consent forms,
which are signed or marked by patients before
an
operation
or
procedure,
are
also
recommended for the legal protection of the
hospital and its staff.
Maternity,
pediatrics
and
psychiatric
departments will have forms specific to their
own requirement
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The summary sheet needs to be placed where it
is immediately accessible.
The summary sheet is filed at the front, with the
first divider card behind it.
‘Back-to-front’ filing method is adopted, with
most recent documents placed on the top of the
file
Diagnostic test results can be placed in a
separate part of the file from history sheets. If
each file is provided with four divider cards, five
sections will be created.
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History sheets and operation records
Investigations and diagnostic test results
Drug record
Temperature, blood pressure and other
charts
This system has the merit of providing users
of the file with a quick and easy means of
locating the papers they want to see.

}

}

It is good practice to close any file which is
more than 3 cm (1 in) thick and to open a
continuation file to which new documentation
can be added.
The closed file should be marked with an
agreed wording, such as ‘PART 1, CLOSED ON
[DATE]’. All current data should be copied
from the old file cover to the new, and the
latter must also be distinguished by an
agreed
form
of
words
such
as
‘CONTINUATION FILE, PART 2

}

Removal of the closed parts of the file to
semi-current storage is only recommended
when the patient is known to have moved
away or died, or has not come to the hospital
for five years or more.

}
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The master index of case note files is a key
tool to help clarify whether or not a file exists
for each patient.
The use of computer technology as an
alternative to a card index is in use now.
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Registration procedures help the staff identify
the patient file quickly and efficiently.
Patients may claim to have been at the
hospital before but their names may not be in
the indexes.
Files may not be easily found, in which case a
temporary file should be opened.
Two files for the same patient may have to be
merged.

}

Patient names should be recorded in full.

}

File and index

◦ First names, surname , former names, name of father
◦ Alternative names (if any) name of next of kin maiden name
◦
◦
◦
◦
◦
◦
◦

of mother
Occupation
Religion
Address/telephone number address/telephone
Date of birth
Sex
Nationality, tribe or race
Marital status
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These records are often kept on cards filed in
alphabetical order by patient’s name.
Reference numbers are usually not required;
indeed in some hospitals it is not considered
necessary to keep any notes at all for the
most minor out-patient attendances.
However if a patient is referred from one of
these departments to another part of the
hospital, their unitary file will then be
retrieved or, if no file exists, a new one will
be opened

}

}

If out-patient records do not form part of a
unitary file system and the registration point
deals only with admissions to the wards,
registration procedures can be relatively
simple
Even in hospitals where most admissions are
planned in advance, arrangements must be
made for emergency admissions and other
cases where patients are too ill to go to the
registration point.

}
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X-rays, pathological specimens and
preparations, and related records
patient registers
pharmacy and drug records
administrative and policy records
financial and personnel records
records of nursing activity
educational records.

}

}

}

Certain types of records relating to individual patients
must be stored separately from his or her case note
file
Because of their large size and weight, X-ray films are
best kept in stiff, standard-format envelopes or
packets.
A preferred arrangement is to file the reports
separately, arranging them numerically by X-ray
number or patient number, or alphabetically by
patient name.

}

Specimens are generally kept for a short time
and are discarded after the authorized
examination report has been issued and
accepted by the clinician requesting it.

}

}
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Drugs are a valuable commodity in any hospital.
Comprehensive record keeping is necessary to provide an
audit trail in the event of error in the prescription,
dispensing or administration of drugs, or in case of
misuse or theft of drug supplies. In addition, full records
of drug trials must be kept.
In order to prevent abuse of drugs and to ensure that
relevant information is available where it is needed, it is
usual to keep duplicate copies of records concerning the
movement of drugs within the hospital
All drug records should be preserved for an agreed length
of time in case they are needed.

In all cases, full records need to be
maintained of items received, issued or
dispensed, as well as details of the staff
involved in preparing, checking and
dispensing drugs, so that each stage of the
process is documented and can be traced if
necessary.
• In order to prevent abuse of drugs and to
ensure that relevant information is available
where it is needed, it is usual to keep
duplicate copies of records concerning the
movement of drugs within the hospital
•

}

Registers are usually arranged
chronologically, with entries made in date
order as patients arrive or details are
recorded.

}

}

}

The management of minutes, reports and files of
correspondence and working papers etc should
be managed according to principles and practices
Like other institutions, hospitals produce
financial records, which in a paper-based system
generally comprise series of accounts such as
ledgers and cash books together with supporting
documents (invoices, delivery notes, purchase
orders, receipts) and payroll records.
Hospitals are likely to be required to produce
estimates of income and expenditure, to provide
annual account statements and to record all
financial transactions for the purposes of
accountability and for internal and external audit

The main record of nursing activity on each
ward is likely to be a chronologically arranged
‘day/night nursing report book’. Such books
are used by nurses to make notes on new
admissions and transfers and on the progress
of, and any problems relating to, patients in
the ward.
In some countries it is now common for
nursing reports and progress notes to be
placed on patients’ casenote files.

}

Like other organizational records, hospital
records follow a life cycle and their
management should be part of a continuum
of care.

}

}

Retention periods for patient casenotes and
other clinical records will be determined by a
combination of legal, clinical, administrative,
audit and research requirements

In many Commonwealth countries, local laws
will be based on United Kingdom legislation,
which generally allows a period of six years
from the date of knowledge of an injury for
legal action to be brought, although a longer
period is allowed for children and the
mentally ill.

}

}

In countries where appropriate technology is
available, the conversion of patient casenotes
from paper to microfilm, microfiche or optical
disk can be useful when storage space is
limited and files are relatively inactive but
need to be kept for clinical reasons.
X-rays and laboratory preparations could also
be retained until the expiry of the legal
limitation period, but often the reality is that
they are too space consuming, and there is
little likelihood of their being required in a
legal defence. Thus they are often kept for
shorter periods.

}

}

}

Casenotes are generally stored, unboxed, on
high-density shelving throughout their life,
rather than being transferred to such shelving
when deemed to be semi-current.
Terminal digit filing involves allotting records
to sections, according to the last two digits of
their file reference.
X-rays are best stored in number order if
there are likely to be many patients with the
same name.

}

Specimens and slides need to be stored
in a stable environment and kept only as
long as needed.

}

}

}

When issuing records, the use of a chargeout document is essential.
It is good practice for other departments to
maintain their own charge-out system,
recording the movement of files in and out of
the department.
Records should be returned to the records
department as soon as possible after their
use.

}

}

Because personal health records contain
confidential information, any means of
destruction must have safeguards in place
against unauthorized access or accidental
disclosure.
Some of the records created by hospitals will
be worthy of permanent preservation as
archives.

}

}

Where mechanised facilities are not
available, burning of the records on a
supervised bonfire may be the only
possible method of destruction.
Unwanted X-ray films can be reprocessed
to extract the silver content. X-ray
envelopes may be recycled and used for
new patients.

