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growth monitoring forms zn integral part of continuing h

care services. As an important tool for measurement, it
facilitates early detection of growth faltering, thereby
enabling one to institute necessary rehabilitative and p
measures for impoovement in health status of children.
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Th. the Integrated Child Development services scheme, in which

the programme for growth monitoring of children is under

on a large scale, the role of functionaries is vitals

primarily rasponsible for delivering of nutrition and he

services and in attaining the objectives envisaged in th
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also significant. 1In executing these tasks, it is imper

one is sensitive to the following aspects

1. oOperational consideration for growth Monitoring
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of children is an essential pre-requisite. while using
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The actual weight noted without any error, h,s to be plotted

on the growth chyrt accurately. To carry out this, there is

a neéd for correct age assessment of the child even before it

is w@ﬁghéd. The location ‘of the point for plotting on the chart
calls for considerable skill, care and p&tience. 1In this c¢heain

of operation, there are potentizl sources of errors, to be

guarded againt. The growth charts used in the ICDS scheme foliow
the classification recommended by the academy of Indian Paedigtrics.
The classification of grades i.e., first, second, third and

fourth degree malnutrition is based on the fact that the weight

for age is in the range of 70-80%, 60-70%, 50-60% and below 50%

of the Harvard standard respectively. “hildren whose weights are
80% and above of Hervard median are categorised ;s normal in their
nutritional status. The severely malnourished children asre those,
whose weight fall in grade L1II or=ky. 'Sany deviation in the trend
is when the curve becomes flat or shows descent indicates growtl
faltering and detericration in the nutritional status. Although
the above concept seems simole it reguires proper skill for
execution. “he suppoetive services and supprvision appropriate
training of “ie workers, establishing £ valgity of the data

collected are some of the key issues that need consideration.

g;owth chart-agmgduggtional Tool

Growth monitoring is not merely a means to strengthen delivery
of the services but it is a tool for building awareness on felt
needs of child care and growth. This can further enhance a sense
of empowerment for mothers to fgke initiative in this area, whi~h

would lead into community level action.

counselling mothers on concepts of monitoring is possible
with the help of growth chart, as this tool serves as a means of
visualising the‘growth trend. The growth tremnd could be explained

t5» the mother by showing a growth curve. an upward curve which
is in the same direction as the reference curve can be considered

as good and signifies that the child is growing well.

This tool ‘also aids in determining the nutritional status
and helps in delivering the specific and appropriate message to
the mother. Frurther, the chart helps mother visualise her child's
growth and acts as reinforcement for behaviour which positively
influence the growth. These aids help the worker determine the
specific advice needed by the mothers at appropriate time. Further,
it helps the workers to 'target! timely advice for the mothers for

taking specific actions. For instance the growth trend in the
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child could be referred to, while demonstrating the importance of
adequate feeding, initiation of weaning fnhods, problems associated

with delayed introduction of solids, the deleterious efforts of

diarrhoea or the value and timing of immunisation etc,
2

The eff. tive use of the growth chart, then, depends on the

knowl edge and the skill that a worker has, It is only with an

appropriate, use, that the objectives of the growth monitoring

can be atiained.

Tmproved Monitoring : A suggestion for Exploration

Tn effectively implementing the task of growth monitoring,
ICDS is faced with a number of short comings like, inadequate
supply of tools, untrained/poorly trained personnel, poor response

from the community etc.

7o overcome the several shortcomings which currently beset the
monitoring system may not be possible in a short period. However,
it may be useful forthe field functionaries to implement growth
monitoring in the phased manner. TO begin with one anganwadi could
be taken wp in each project for intensive efforts directed|towards
promotion of quality health and nutrition services. 1In such an

endeavour, emphasis must be placed on developing a close functional
linkage betwecn the existing health system and the ICDS services.

As a part of comprehensive system of maternal and child health care
the concept of growth monitoring be introduced tothese funcgionaries

for early detection of growth faltering. A joint venture Dby the

parallel functionaries of both IcDS and health department and their
regular domicilliary visits to the houses of pregnant, lactating
mothers and children, under three vears periodically, can ensure

lasting confidence among mothers for availing the servicesy During

their visits to> these critical houses enough time should be¢ spent
with mdther, not for getting the children weighed alchle, but for
educating the mothers, especially for building awareness on felt

needs »f the children.

only under such circumstances that the growth monitéring will

be meaningful, from the point of view of instituting interventions.

The model anganwadi could serve as a demonstration cum training

centre in each project. when tried out successfully there|could

be a phased programme. for extension to the nther anganwadi|of the

project. So that in due course of time, they too may be able to

achieve imprcssive improvement in child's health.
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THE PHILOSOPHY OF "HEALTH"

1. Health is a state of positive well being and not

merely the absence of disease.

2. Health is a means and a measure of development,

health and general development are interlinked and inter-

dependent,

3. Health and development need a team of people who

can work to-gether with the community government and volun=

tary agencies have a positive role to play.

4, Peoples participation and involvement in their
own future is essential for meaningful alround development

of which health is a prominent component.

5. There is need for a general awarenecs in the
community, society, professional groups and other develop-
ment agencies about the conditions of the community and

what could or should be done to ameliorate.

6. The process of education is central to the
approach to development.

7. It is a fallacious to believe that Doctors alone
are responsible to ensure health for all.

8. < Health care is not only every one's responsibility

but also informed self care is an insurance against ill-

health.

contd/...2
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9, oOrdinary people provided with clear simple infor-

mation can prevent and treat most of the common health
problems in their own homes-darlier-cheaper and often

better than what Doctors can do.
10. Medical knowledge applicable ‘to common community

health should not be the gusrded secret to a select few

but should L.¢ freely shared by everyone.

11. Doctors have very importaﬁt role not only in
-reating sick, but in educating the sick as well as others

in prevention, protection and promotion with regard to health.

12. Basic health care could be a better reality when

it is encouraged as a self-help programme rather than as a
health care delivery programme to prevent dependence.

"SCOPE OF COMMUNITY HEALTH"

community health has several dimensions. Individual |

health care forms the basis. 3ocial, economic and cultural
dimensions of health cannot be ignored in solving health
broblems. Povarty and ignorance are the twin basic causes
for illhealth, out of around 5000 million population in the
world, nearlv 800 million people come under the category
of poor of which more than 60% come from the third world
countries. Russel sage rFoundation President wildavsky

cclares "According to the great equation, medical care
equals health., But the great equation is wrong. More
available medical care docs not equal better health. The
best estimates are that the Medical system (doctors, drugs,
hospitals and some other infrastructure) affect about 10%
of the usual indices for measuring health. wWhether you |
live ' at all: (infant mortality) how well you live (adult
mortality). The remaining 90% are determined by factors
over which poctors have little of no control at all. TIndi-

vidual life styles viz smoking, drinking, no exercise or

contd/ .3



recreation, worry etci; social'cohditions viz. income; status,
cating habits, dwelling, physiological inheritance and phy-
sical environment - air, water; ecological factors and other
influences that work on human beings are beyond the reach
of medicine.

DANGEROUS DRU3ZS ~ UNBRIDLED INDUSTRIALISATION = HAZARDOUS
TO HTALTH

Iatrogenesis is one of the major problems of health in
developed countries. Drugs are the greatest killers. 1In
U.S.%, alone 50 millioh hospital patient days a year are
caused by drugs, and these drugs kill more victims than
does cancer. Added to this is industrisl pollution, Rivers,
sea, air, soil and the entire environment get polluted due
to various industries and scientific nuclear experiments,
The entire ecology is getting ill-balanced. No doctor can

cnsura heglth when mother nature herself cannot protect us.

Rober Hutchison wrote in 1954 which is eéven more g:rmane

todays=-

"From inabilityAto let well aone, from too much zecal
for the new and contempt for what is 0ld, from putting
knowledge before wisdom, science before art and cleverness
before common sense, from treating patients as cases, and
from making the cure of the disease more gricevous than the

endurance, cood Lord deliver us",.

YEALTY IS AN INTEGRAL PART OF DEVELOPMENT

The new ways of thinking about the problems of health
andhealth services stem from worldwide concern for social
justice and for improvement of well beiny of all people;

specially the disadvantaged(

contd/- 4




R B e |

unaeven distribution; rising costs, and uncertain outcome of
i

The concern is expressed as dissatisfaction with the

health services. WHO and other member countries are in-
cr=asingly awarethat the health of population is the result
of many influence and involves many sectors concerned with
social development other than health; éfiective planning |

for health therefore requires eo-ordination between the

health and other sectors. - '

Today there is need to study the conventional medical
model in comparison wkx with behavioural and socio-political

models. The conventional model of medical approach to thé

problems of health and diseaszs has tended to emphasis the
|

role of singl: casual agents, especially micro orjanisms

and in the pest to minimise the role of the environment and

of personal or host factors in the genesis of discase.

This approach has emphasised the role of biolOgically
defined discase andnundorplayed the role in tha genesis of
illhealth of psyehological, social - and cultural factors
such as emotionél reactions, inadequate housing and atti-
tude towards smoking. The implications of this approach
when applied to the political :nd social sphere is illhealth
consists of "disease" whose "cure" or "eradication" will

maintain or festore “health'.

Health planning is too often restricted to health

sector and is usually based sol:ly on mortality and marbir
dity statistics to which are sgmetihos added data on physg-
cian and hospital ﬁse. It should instead be based on measures
of the health and health care needs of the total popula-

I
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Policy decisions in the other social sectors affect both the
l:vel of health of the population and the type of amount of
health Services:nggdede Health planners and administrators
do not aperateikn a vacéum, the solution to health problems
saould refl:ot the social, political and economic values

~f the society as a whole.

rilness can be described in terms of three concepts
+he traditional medical model-a social interaction model-
and a model based on individual and collective perception

of 491 healths

Jltimately investment in health care should be reflected
in the improved capacity of a country to achieve its specific
national goals, health policy making involves weighing the

effects of more than one sector; viz; agriculture - industry

housing - education etc.,

The dcecision maker als? needs indicators reflecting
the social, -ultural and economic setting in which people
live. These include measures of cducational achievemnet
excrcise and recrcation, nutrition, transport and communi-
cations, housing, delinquency, criminality, working of
judicial system. productivity, consumption and economic
welfare. It is this information, considered along with the
values and aspirations of the cammuniﬁy and its resources,
that will keep the policy maker decide what emphasis it to

be pl-ced on the health sector.

Alma Ata declaration in 1978 "Health for all by 2000
A.D." meant that all people of the world would have the
opportunity to attain by AD 2000a level of health permitting

them to lead a socially and economically productive life.

i
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Thus health is a very important component and an integra%

part of total development.

WHAT IS PRIMARY HEALTH CARE 2

It is an approach that - should encompass the entire
health system of a country, (reaching intﬁ the home, the|
i
work place, the local community, right upto the most advénced
hospital or research institute).
Tt is based on the active and responsible participation
of the people-individually and collectivsiy-nt all l:volé
of complexity of the health system and in .all the proce-
ss=s that make the system work. Frowm planning, which
decides the priority problems to be tackled, upto the
) |
management, supervision and control necded to assess whether
thesc priority problems really are tackled and how effiqi-
ently and effectively and efficiently.- Participation of
the people is much more than the use of -free laboﬁr to , “
carry out certain activities. It is the permanent presence

of the people as decision - makers, as active subjccts

responsible for their own individual and collective health.

Peoples participation, real hzalth n:eds, and the gctual
resources of the countrics and their locsl communities }
should govern the type of techonology to be used by the
health system at its different levels. That is why within
the concept of "primary care " we talk of Mappropriate tach-
n->logy" which besides being scientificslly sound and ef c-
ctive must be adjusted: to the possibilities of the country
concernad and accsptable both to those who will use it

and to. those who will benefit from dit.

contd/..7e
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The 5bove elements indicate the absolute necessity of
multisectoral action, for many of the factors influencing
the presence of discases are outside the sc-:alled health
sector. There are many instances of countrics where better
education, proper nutrition, the provision ot drinking
water and sanitation good housing, suitable working envirdgn-
ments, etc., have made a more significant gontribution to
improving the level of health than any conv ntional system
~f curative medical care could have done. -Thus, primary
health care is unavoidably multiscctoral.

L
2

The auqve,componénts>also:gpv;rn the 2usuliute ncecessiky
of gradually deleqating responsibilities Eér health acti-
vities., Finally, . "Primary Health. care" must be a component
of and never isoléted from a national socio—eéonomic
developmant strategy. Its implementation requires the
poiitical will and décision of governmants, not just the
g>»d will of institutions .and authorities in the health
sactor. It also regquires constant political pressure from
the people, '"as active participants" in such implementa-
tion for it is only this constant political pressure that
c-n guarantee the continuity and permanence of the imitial

political dacisions taken by government.

Thus "PRIMARY HEALTH CARE" is clearly not a level of
medical car: that is elementary, rudimentary. primitive
even, with no scientific basis, using crude technalogy, and
provided by non professionals with a little training. Nor
is it a second or third class vertical programme Opsrating
parallel with and independent of the conventional heaglth

&
care system, it is not a campaign separate OF isolgted E£rom

contd /.8«
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the health sector which by means of a sct of simplified
sctivities decided upon by some organisaticn or other, is

dircoted paternalistically at the rural inhabitantsg or the

]

urb-n posr as some form of charity to rclieve some of their

missry. Far from it. = ’ |

specch by Dr.A.Tejado-de-Riverd, ADG, Mexico city -1984

world Health Organisation, Geneva

1003

LEALTH - Health is a product of total development - |
physical, biglegical, social, culturalsanitspitgitual e~ It
is an importint investmept in the deyelopment process with |

tel

an ~utcome of better health, which in turn, re-inforce the
: . |
development cycle, All sectors of development contribute

tow:rds health and not just the health sector only.

CONCEPTS OF PRIMARTY HEALTH CARE :- "Primary health care

\
is ®33ENTIAL health care made universally ACCE3SSIBLE to

o Tl D 0§

individuals and families in the community by means ACCEPTABLE

t> them, through their PARTICIPATION and at a cost that the

2

community and ¢ountry can AFFORD. It forms an INTEGRAL

>pm both of country's health systems of which it is the

|
v~nnus and of the OVERALL SOCIAL AND ECONOMIZ DEVELOPMEN‘]T

5f the community". ‘
|
Primary health care innovates and Applies APPROPRIATE

TRONNOLOCY FOor health promotion, prevention of disease,

i 2 hg i Woroey
tr atment of disease and in rehabilitation. It 1is BudlE. .o

|
the local culture and value systems, using COMMUNITY
RTEOURCES to the maximum. It is health by poople, for '

people and of people wherein people are 72UAT, PARTNERS with

the health i providers. :
|

C‘Ontd/a ‘n 9 °



COMPONENTS OF PRIMARY HEALTH CARE =

1. Education concerning prevailing health problems
and the methods of preventing and controlling them.

9. promotinn of food supply and prop-=r nutrition

3. An adeguate’sunnly of safe water and basic sanitatiol

4. Maternal and child hzalth care including family
planning.

5, Immunization against ma jor infection Jlisecases

6. provention and control of locally endemic diseases

7. Appropriate trcatment of common disceses and injuries

8., providing of assential drugs.

gource : South East India Regional Bureau, NO.6, V.R.ROad,

o

Ma“havanagar P.0O, Bangalore-1.

HEALTH EDUCATION

Health is a highly personalised and individual value

system. It has roots in stereotypes and traditions prevalent

in the community. Importance to health is ascribed among
a hierarchy of life goals usually economic.goals° There
is a close relationship between the level of aspiration

and health adoption. An action programme has to be directed
to bring about an attitudenal change in the valpe system

through an appropriate strategy. Health Education is an

important vehicle in this rsgard.

2. Health education is changing health habits in
order to achieve better health. Peaplé will have to:be told
how they should be healthy by doing certain things and by
taking certain precautions to prevent sickness. Tmprovemgnt

in mental an?® physical well being j.e an all-round health

improvemznt is the aim of health education. Protection f#om

; contd#. .10
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non-hygienic conditions to prevent spread of

one to another is the purpose of health educstion,

\
3, Health sducation has not so far attained the status

|
of a discipline or a profession in our country, though it
i
\
\

health edue.tion is old., It received formal recognition‘

in the old Mysore state in 1929 itself through sstablishing

has attained the status of an approach. The concept of

of a publicity unit in the Directorate of Health services.
' \

The process begar in other statos from 1940 onwards. .o

Emphasis was laid on the importance of hcalth education |

by the Planning commission in the rirst five year plan. |

Health publicity Bureaus at central and state levels were

recommended. Bhore committee als»o> stressed the importance
|

of health education.

4. The central Health rducation Bureau was established
\

during 1956-57. A three months certificate course in hedlth
\

sducation was introduced at the All India Institute of

Hvgience and public Health, Calcutta.

5. The process was stepped up further by another
|

at the district 1level by launching training programmes \
\

major step in the year 1964 to integrate health education

for the district level Health Extension Educators at the

central Health mducation Bureau, New Delhi, Rural Health |

centre, Gandhigram and the family planning Training and |

Rescardh centre, Bombay. The National Institute of Healtﬂ
|

Administration and Education was established at New Delhi |
. |

in the same year with a view to provide leadership and \

past-graduate training for heslth:éducation anc  adminis-

tration for the higher level workers in the f£ield of heayth.

contd/.«11.,
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6. In the year 1966 a division ' was created in the
central Health Education Bureau to review, develop, coO-
ordinate andr implement intanéive health education activi-
tizs for various National Health Progrommes. Lectures in
health education, supply of educational material. Provi-
ding of syllabus far'training, identi ficatisn: of resource
persons, filmn shows, exihibitions, visits to adult" educa-=
tion centres, publicity campaigns, seminjrs, conferenceés,
training programmes, constitution of school health educa-

tion committee in some places, co-ordination with other
units/institutions, integration of health education in
health programmes were the numcrous activities that were

launched.

4

7. The Following <difficultics are Teported:-—

a. Inadequate funds

b. Inadequate.transport facilities
c. Inadequate staff

d. L.ack of trained persons
aetivities

¢. Non-recognitisn to health. cducation &

f. Lack of co-ordination.

8. The above mentioned difficulties are faced by the
District Health Education units also. P,H.C's are deliver-
ing health and medical care servicas through the following ‘
activitiess-

a, Individual talks

b. Group meetings

c. Exhibitions

d., Film shows

e. Distribution of pamphlets

f. cultural programmes.

Conitdfi, L
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9. 1In 84% of schools health education is not taught

as & separate subject..  Hygienc,  nutrition, family plannt
ing, preventive medicine, immunizatiosn etc., are taught.

Health education is not an examinatinon subject. It is,

however, integrated in the curriculum. \

1.0i Hoépit:ls carry on health education activities \
through f£ilm shows, individual talks, groun talks, demdns-
trations, exhibitions, poster displays, community work ,tc;,
Heelth education activitius in hospitals have to bc strcn\%
thened through home visits, group meetings. and mass meetings
to serve wider population effectively. Hospitals require |
a écparate health education cell and mass modia Officers ‘

to bring about attitudenal ‘change in the people on health

mattars.

11. social. aspects of diseases and their treatment ‘

Q)

(=]

ell for. greater attention.. courses of social diseases \

uch as parental inadquacy, mal-nutrition, c¢nvironmental

0

hazards, insanitary habits, smoking, occupational diseases
stc., should be investigated and people enlightened thereon.

The bzhaviour of individuals and the society has to be

ch-nged in crder to realise the social gond.

qa iR ‘

=

improvements in the health of the people, particularly the |
poor, cannot be achieved with hospitals, doctors and drugs |
but with wells, latrines, family planning, personal and \
community hygience etc., and the health professionals should |

accept a ‘gocial responsibility' for the health needs of

the people in rural and urban arc¢as soO that they can act

as agentsfori*sogial change', Healtlh cducrtion, is thire-

fore, an imperative necessity to be used as an effective

t5 551 for thé promotion of the concept 2f 'total heéalth'

contd/. .13,




a1l to combat common health problems particularly of

vulnerable groups such as pregnant women, lactating mothers

young children.

12. Growth ﬁonitoring,can be an gffective entky ‘poiht
f5r health education to mothers and also to the community
whother poor or rich, marriage, and child birth are great
events in the life of an individual; and particularly so|in
developing countries, where closely knit family is the main
feature of social pattern. All the family members in general,
and mothoer in particular can be motivated through child ror
health education because normelly they are all emotionally
attached ‘to the child.' child is still o~ proud possession
of a family in peveloping countries, and male child is

considered as an assate
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GROWTH MOMITORING AMD PROMQTION
BASIC PRINCIPLeS AND OPLRATIOMAL IMPLICATEQMS = . -~

Lukzs Hendrasta

INTRODUCTIOM

Growth Monitoring and Promotion (GMP) Programme& yas €xnanded
in many countrits during the sarly ssventies yithout having the
benefit of a solid body of principlés and guideline for implemen-
tation, Policy mekérs and programme managers developed their
programmeé primarily on the basis of their own understanding and
vision and learning from each othsr's sxperience,

It«is to b& expected, therefiore; that the understanding of
the principles and their opsrationalization varied widely from
programmeé to programme. This papsr is an attempt to examine thos
principles in the light of recent developments in nutrition
strategies wyith a view to finding the linkagss bstwesn GMP and th
broadér strategy of Growth Promotion,

BASIC PRINCIPLES

Among many cdefinitions of GMP the one zdopted by the Integra
Child Development Serviceés, India, is perhaps the most compreéhens
one, It defines GMP as " an operational strategqy of enabling mot
to wisualize growth pr lack of growth and to reckius spescific,
relevant and practical guidance in yays in uwhich she, her family
and community can act to assuré heglth and continued reqular grou
ke chi e :

Three basic primeiples could be derived from this definition

1. GMP is a preventive and promotive strateqgy aimed at actio
before malnutrition occurs.

2. GMP is a behaviour change strateégy carried out throdgh
&f fective communication te achieveé adequaté growth
through home and community action.

3, GMP deals with the total environment of the growing child
encompassing not only food but also health, physical
environment , psychosocial development and intellectusl
stimulation.

OPLRATIONAL IMPLICATIONS

Mocst nutrition programmes have suffered from the same curati
bias found in health programmes in general, Both the providers a
the community perceived thsm to be curative, The attitude has to
often been to find the malnourished and try to rehabilitate them,
basicelly by giving them food. This approach eclearly, cannot bri
satisf actory results. Malneurishéd children gre frequently
identifyedin their Ehird, Fourthior sven fifth yearof Lifes and
thelprrehabilitation 1s difficult, ©xpensive- and partial a2t best.
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soerational implications of the GMP strategy

G o

one of the key cos=
to reach young infants scor aftur birth for the

is the importance
following reasons :

~ Most children usder 6 months will show a wapid grouwth
pattern., This period is thersfors idenal to give positive
reéinforcement to mothsrs and to demonstrate to them the
valué and feasihility of mainteining gooc urouwth in their
o'l drenss /

- Resbohses toc ta-ly growth faltering are u:ually ef fectiive
since mothers have more control over the ©hild's envirpn=
mbnt and more homs=based ef fective actions are availablle
to overcome growth faltering while the child is still on
the breast (e.q introduction of complementary fesding
increased fregusncy af fewding).

- Although the prevslence of malnutrition is nenerally
highsst in oldc® children, above age tus, Lie incicence
of growth faltezing (the process of becoining malnourished)
occurs maximally from about six menths to two years.
Beyond this agv, growth trencs areé nearsrc to normal,
although attained size may be far bslow the Jesired norm.
Thus, the& pramotion of continued good arouch and esarly
action in the ceses of faltering, sven LEFoTeE any mal-
nutrition is svident, prevents the devélopment of
malnutrition.

2. GNP as behavigur ("anae_strabegy

8]

One fundamemtal ©law in our communicaticn/ecducation strategy

is that is basice!.y a knouwledge disseminaticn strategy. | It
is based on a faulty sssumption that dissemination of factual
knowledgé will in ites If bring sbout changse in practice and
behaviour. The best xample of this approach ir nutrition

education is the pronotion of the P four food gioups M to bring
about changes in the liet of the population. The approach has
failed since no clea: bshavioural objectives were formulated.

In order to be 7 fective in its behaviour zhenge impact, a
communication exercics should Fulfill the follouing requirementss:

u

- It must be baced on suffieient knowledoe of the existing
behaviour pattern and the reasons behind 1it.

|
-~ The messagts must take into account the environment (socio=
sultural, &conamic) in which the changts ars to take place,

antee the credibility end rslevance of|the
ibility of the recommended practice. |

This is to gu=z
meéssage andfeas

- It must be asctisn-oriented, dealing primarily with " what
to do " and the reasans behind it. It must be presented
in a convinmciny and persuasive way leading to. aoction.

~ It must be specific and individualized,

- The proof of bensfits must be aveilable within a
relatively short period.
e e 0 3/"



Growth Monitoring and Promotion strategy hag A gréat potentigl
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problem. Hencs the importance o0F weight plotted 0N a care = [the

Here tgp 13
more Common
to ses the

S€cond

on of 3 prohlem otheruise not SEEN or ecyen perceived,

©s the value of the trend line of 9rowth, rather thas the
ly used nutritionag status lines (gr colours) - ye| yant
problem €arly, befgre malnutrition is obvious,

v WB mMusty Pacdldfalo i mothér (and gthers concerned)

to analyse why growth ig'rigt OCCUring as expected and desired, This

analysis gn

d Uﬂdurstﬁﬂﬂiﬁg Mmust preceead any ef Forfl at aduise gp

action, in order to assure the mother AGCEPLs thE Tagie fpe RAsniring

H byt of e

Advice
Fgltcring i
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-should ther
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based gn uhderstﬁ””iﬁg 6 f the preblem behind the child
S by its VEry nature specific and action~oricntud: it
that Particular chiid Svery manth, Communication ih GMp
efore start with listbﬂing to what mothers have tq say

about the child's health, €ating. and care in the context gf the
family situation, Tt ig 4 dislogue hetyeen mother and the 'counselpr !
in analysing the POssible reagong behind the child's failure to grouw

this montAh,

deal more &Ffbctivbly with the pProblem,

In thisg Brocess the motiner isg EMpowered tg he ableg tg

As part of dbvulopihg 8 positive Environment tg support tHe
individual communiestinn. Ehere must be crested - démand for "grouth",
Basically, this is an cf fort to inttnsivbly market groyth as SOME -
thing valuable and desirahle for SVERY e L, Cnly if the signifi~
CAMCES off grouth ig Fully Understogd and 9Towth is demanded by the
community can He individual iﬁturaction, designed tg 888<ss, analyse
and take specific actign For grouwth {our "Droduot") lead to ths
deésired b&haviour. 1In short, unless the clients yant our "prodyctn,
it will neyep s€ll. When mothers "geck rowth, they wil] anxigugly -
watch the ass€ssment, (ubighihg and pPlotting tg Visualise growth|)

and be gpen

to discuss anc take apgti-n to achisye the desired gogl.

Without an undbrstending of the importance gf 9rowth or an apprecig-
tion for itg OVErall reflectipn of child wel] being, a mother camngt

be EXnected

te mobilise Constrained I'®sourceg gFf time, money and

&ffort in an attempt tgo obtain the Product e are promoting - reqular

healthy grouwth,

3. Gmp db§£§_yégh‘Ebg_totai_EQyigonmunt of the chilgd

In anal
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ysing the possible Calus€s for grouyth Faltering gne will

have to examinec the areass of Food availebility, child care ang health/

ianction.
This “yill 1e
Préscriptive

The undérlying BalUsksocould be ip any of those areas,
ad to actign which will 9o Beyond the traditional
advice,
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It may involve action the mother herself can take;, but more
oftén will require the concurrence of her family decision makers
(husband, mother-in-law etc). Invariably, it will call for some
type of resource mohbilization, and women seldom control résources,
Be it heér own timeé (increase frequency of bréast feeding or other
food), family diet §sbt asidé a reasonableé portion of foad for ths

©child), other family resources (build a latrine, consult -a doctor)

or sven-community actien ( a child care creéche, loan of 5 garden
plot, small credit), action will require collaboration and mutual
help. Hence, the importance of conducting GMP in the community
itself, uhere in small groups, others can hear, participate and
understand., Here too is the reason to separateé GMP from the

widely held expectation of food supplement distribution, an
activity which will throttle any chance of meaningful analysis

and houschold or community asction. By addressing the total
environment of the child - indeed, the growth of the child becomes
the indicator of the wellbeing of the family (and quite logically
the sum total of the growth of the youngest children is a

sensitive indicator of the wellbeing of the community). The
mother, family and community are encouraged and empowered to
identify the actions within their control that can give a measurable
improvement in the quality of life of the most sensitive and
vulnerable member of the family, GMP is, in reality, a development
strategy,



NUTRITION SURVEILLAMCE
Nutrition surveillance is the regular provision of
information and its use for deécision making on policies and
programmes which directly or indirsctly affect nutrition. I
is common to confust nutrition surveillance with growth
monitoring. In fact, the tuwo activities have different obje

ctives, proceéduré&s and outcome.

Growth monitoring referes to regular assessment of grou
and development in order to detect growth faltering in indiv
dual children and to apply appropriate interventions Nutriti
surveillance is based on the detection of undernutrition in
groups of children, Growth monitoring focusses on the maint
nance of good nutrition in the individual child and therefor
should include all children in a community, MNutrition surve
llance focuses on the nutritional status of’a population and
therefore measureés the nutritional status of a reprbsentativ
sample of children of that population. Thus theé outcoms of
growth monitoring is early intervention in the home and that
nutritional surveillance is early intsrvention at a higher 1
The two approaches are complementary in promoting child grow
and development, easpecially in children from 0-3 years of a
Concentrated efforts to improve the implementation of grouwth
monitoring and nutrition surveillance should recive grater

priority.

Nutrition surveillance activities may be dividsd into t
géneral typss. tach requires diffsrent types of data for
different types of dicision making neéeds. These include (1)
National level planning (2) Programme management and &valuat
and (3) Timely warning and intervention. A national nutriti
surveillance system may include one or all of thesé areas
depending on specific needs., The first step in the developm
of any nutritional surveillance system is to identify WHO wi

be using the information and for WHAT purpose,
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It is recognised that many countries may already be
producing food and.nutrition data though these zre gften not
adequately collected, analyses or uscd.. The objective,
therefore, is both to make bettsr use of what is or could &arly
be made available, ss well as tstablishing new systems where
there is little already in place. The emphasis should be gn
practical, low cost approach&s within the context of the country's
infrastructure and the available supporting resources., Depending
on the country circumstances, efforts should be ma-e to &xpand
elinic or Realth csfitre b.sed informatioh syetemns, vstabiiah
community surveéillance, establich sentinel monitoring sites etc,
It is especially important co ersure regular coverage of the
particularly vulnurable parts as well as vulnerable population

af T thel 'counbpyl

The choice of indicators te be monitored in nutrition
surveil lance systems will dépend aon the objectives, cost and
timetable of policy makers wio will use the data ctmphasis should

be on frequency, time lines » improved coveragé and understandable

m

présentation of o few simple usuable population baséd outcome

indicetors.

The three nutrition status ‘Nndicators recommended as common or
core indicators of nutriticn surveillance gre -

Low birth weight. (
Weight for age of children under [EELTE= Y

* Hieght for age of primary school entrants,

The incedence of louy birth-usight babics can be reduced if
prégnant at-risk women® are icentifisd and steps taken to reduce
their risks, Singe screening is done at the community level,
more wamen can be& reached and women potentially ' at risk' can
be detected hefore nregrancy, %implé screening methads, properly
followsd up, can help reducs the number of low birth - weight

babies,
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GROWTH MOMITORING AMD
PROMOTION (GMP)

CONCLPT

" Growth monitcring and promotion is an operational
"strategy of enabling mothers to visualise growth or lack of it
an receive specific, relevant ancd practical guidance in ways
in which sheg, her family and community can act to assure health

and continued reqular growth of her child . "

* GWMP is a preventive and promotive strategy aimed at actign

befors malnutrition occurs.

* GMP is a behaivioural change strategy carried out predo—’
minantly through effective communication to achieve adiqdate

growth through home action.

*  GMP deals with the total environment of the growing chilg

encompassing not only nutrition but also health, psycholggical

development, physical environment and intellectusl stimulatiaon.

* GMP is a preventive strateégy aimed at early recognition #nd

faltering. It is an early response to individual, family
' \
|

preventive action against thé earlicst signs of grouth

and community nseds,

GROUTH MOMITORING CAN ScRVEL MULTIPLe OBJwCTIVES

#* education and motivation, ‘
* screening, early detection and risk assessment,

* entry point for compreéhensive health care ‘
* entry point for women's participation,

* mechanism to promote community awareness, organisation

and empowerment,
health indicator; impact ass&éssment.
instrument for supervision.

* advocacy.




THE MOST COMMOM ‘PRACTICAL PROBL&MS TO Bt ADDRESStD IM AMY

GMP

Tk

PROGRAMME ARE

weighing devices and their use.
format of growth charts.

field procedures

réporting mechanisams.

heglth education and social mobilisation.
MOST COMMON PITFALLS OF GROWTH MOMITORIMG AND PROMOTION

The curative approach to nutriticnal pfoblems.

Focus on wrong age.

Nutritional status rather than growth is emphasised,
Lack of feed back. "

No individualised advice or interaction.

Belief that GMP is simple and therefore must be easy.

GMP is seen and conductéd as anh isclated activity

raglated tp -nutrition.

Lack of community particepation.
Food takes over the central stage.
False sxpectation abocend,

Lack of gnalysis.

AREL:
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"MEDICAL RECORDS AND NURSES RESPONSIBILITY"
B by g -
' Sri.C,P.B.KURUP
b Pr@ncipal, College of Nursing, Fort, Bangalore.

Records are administrative tools which are useful in
many areas of functioning. They are not an end in then-
selves. Record keeping is a time consuming activity.
Duplication of information on records should be avoided.
Yo records should be kept which does not contribute to
the attainment of an adninistrative educational or
research4objectives.

Nursing department is responsible in naintaining
certain records in the hospital which could be classiiiedi
under two headings viz., the Rursing Unit Records and
Nursing Office Records. The Nursing Unit Records are:

1. Patients Records

2. Medical Orders

3., Nurges orders

4. Assignment Records

5. Time Records

6. Inventory

7. Narcotic Reccrds etc.

Wursing ©ffice Records include Records of Nursing Hours,
Personal Records and Attendance Records. For todays
discussion we will be mostly concentrating on Nursing
Unit Records specially the patients records, medical
orders, nurses orders/notes ctc.

Patients Records:

W ell kept patients records are necessary for
providing good patient care., Nurses spent a lot of time

in assisting and maintaining these records. Duplication
and Error in information ghould be avoided. ?

Purpose of Patients Recordss ' . |

1. It 2ids in disgnosis and treatment

o, It records the services the hospital is providing
to the paticnts. -

3, It alds in Teaching and Research.

4, It adids to the knowledge which results in the
improvement of patient care. :

5, It is an inportant source of evidence in Medico Legal
geaet il
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Responsibility of the Eursing‘Pe:SOnnel'ih reiation to
Medical Recordss- i SRR
1. Assembling the Unit record for each patient on
a dmission. e S g0 T :
2, Filling the identifying data such as Patients Name
Address and other particulars, hospital ‘no. date
cn the form. B
3. Keeping the nursecs hotes.
4. Keeping the graphic chart: :
5. Incorporting Laboratdry, X-ray and other special
department reports.. .. “

6. Incorporaticn of Physicians order sheet for patients
when it is filled or when the paticnt is discharged.

7. Chccking the unik re¢cord for completeness, correct
order =nd accuracy of idcntifylng data, :before it
ig sent to the reccord room for filing. ‘

Certain specific responsibility of the Head Nurse for
the Clinical Record (Paticnts record) ere explained below.

1. Protection: from Losss

The Head Nurse 1s responsible for safe guarding the
patients record from loss or -degtruction., If it'is
nmigplaced effort should be made t0 locate it immediately.
No incividual sheet to be scperated from the complete
record unless it is specifically neceded. ‘

2. Safe cuarding the Contents

The Head Nturse is conmitted to the protection of
patiecnt by guarding the contént of his record. Case
records are kcpt in a placec which 1s not accessible to
the patients and visitors. Nonc otherthen authorised
persons are ﬁermittcd to read the recordss The Head
Nurse should be femiliar with the procedure adoepted by
the particular insﬁiﬁﬁtion'ih;degling with such legal |
natters. Patient has a‘righﬁ‘to insist thét his records
to be confifential., The hespital 1s obligated to legally
and cthically to protcct the information in his chext
fron the eyes of thg curigﬁs‘pcoplc;M'Only these
individuals who have a icﬁitimﬁtc purpose arc pernitted
to read the paticnts history. ViSiting'doctors.reéd‘the
cage history only after obtalning the pcrmission of the
paticnts physicians. Only nurscs,Goctors who are
attendiing on the paticnt and those who need informetion
cithcr to carc the patient or for study purpcse are
allowel to read the case recordse

oo ed
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3, Conpletenesss:

It ig the responcibility of the head nurse to compile
records with complete icentifying cata on each page in the
forn approved by the hoagpital. The nursing service is
wholly respcusible for the vital graphic sheet and the
nurses observation/nurscs notes. A

4, Nurses Notesﬁ

The Nurscs Noteg sorms &n inportant part of the
nedical record. Hencec it 1s the responsibility of the
head nurse to sec that the nurses notes are written by
the nurses ané affiliating students in the accepted fornm
by the ingtitution. The fornat of nufses notes vary
widely, but. the essential aspects of it should be incluced
in the report, namcly the paticnts nursing nceds, the
nmeasur es taken by the nurse ©° neet the necds and the
outcome. Also the nedication, treatment, dict ctc., also
should be incluced.

a) Legal Valug of Nurges Note 8%

gince the ciipical rccords are lcgal gocument, the
nurses notes should be sccurate, clearly gtated and
legible., ALl cntries are signed DY the indivicduals who
.write then. Erréré should he incdicated by drawing a
single line thorugh che word or sentence. Accurate
observations cf the symptons which the patient nanifest
will protect the nurse as well as thc~hnspifal which
nay be othe rwise attriouted Lo ncegligence.

b) admission Reccrds:

3e]

Fron legel anc ciasnostic polnts 1% ig important

L

to reccrd carefully the obgcrvation of patients at the
time of acmission. I% has becone a practice t0o take
higtory of the paticnt by the nurses which is essential
to assess and find out the mixEXKE nursing problens which
the nurse can hclp t..c patient to golve. Thig problen
solving process or nursing proccss ig increesingly in

rnany countrics and hes beconc an importent part of the

curriculan.

.-.4
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Nurses do need higher eCucational preparation to use
nursing process. Whatever method the nurse are using
the nurses notes on adnission should include general
physical and nental condition of the patients like
condition of skin, condithon of the mouth and teeth,
conditioh of hair, any abnormality noticed about the
functioning of the different systems of the body, mental
state, orientstion, conciousness, mood etc. A ny conditon
which may influence the nﬁrsing care of the patient
should be included in the nursing notes. In short it
should be possible tc gain fron the patient notes a
picture of physical and mental progress of the patient
from day ®o day.

. The treatment and mcdications administered should
be bricfly stated. Emphasis should be plaeéd on the
reagon for giving then, results and their general effcct
on the patient rather than ncrely mentioning that these
arc adninistered.

¢) Record of Medical Orlers carried out:

Sone whefe in the patients permanent record the
nedications =nc treatments which arc acdninistered by
the nurses on the orders of the coctor nust be recorded.
The method may vary from hospital to hospital. When
Goctors write full notes on his patients, the nurse finds
the clinical chart a rich source of inflormation. By
reading the paticnts nmedical histeory and doctors notes the
nurse will be able to follow the patients daily peogress.

The nurses notes Bhould give a clear picture of the
paticnt, how he scens to fcel, how he acts, the cbjeétive
evidence of discrdéer and of change in conditiin, effects
and result of medical treatment and nursing care., The.
inforration serves as a guide for the new nurse in
writing her observations.

eesd
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Nurses notes which portrays clearly the results of
nursing measures are excellent source naterial for
regerrch in nursing nethodsi

To conclude patients nedical records are the nost
inportant administrative record for which the head nurse
ward incharge nurse is responsible. It has legal,
scientific and educational value and should be accurate
neat and legible.
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PRACTICAL APPROACHES FOR PREVENTING MISSING CASE NOTES
by )
D.M,JOSEPH .
Medical Records Officer
&
P, ARUNACHALAM
Medical Records Supervigor
NIMHANS, Bang alore = 29

INTRODUCTION:

It is generally considered by most members of a ‘
hospital's professional staff, that the most important - if
not the only - criterian of the efficiency and effebtivene#s
of Medical Records Department is the production of patient
case notes at clinics concurrently with the patient to whoi
those case notes refer. ’

In some hospitals, have missing list of case notes going
as high =t 5%. In our experience this is not the sort of
percentage often found. However not very much research seems
to have been done out in this field. The following systematic
process has been devecloped to approach the problem and T
suggested the preventing method: :

- A gystematic process has been developed on the following basis:

SREDIMN
Select - the problem area
Record - the appropriate facts
% Examine . - the present mcthods
3 Develop . - Llternative Methods
B Instal - New Methods
el Maintain . = the working of the

- New Methods

I. Select - The Problem areas
2) Outpatient Clinics
b) Wards ,
c) Accident & Emergency Clinic
d) Medical Records Section

s402
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Records - The appropriate facts:

In the outpatient clinics the files are gent from
Registration counter and Medlcal Records Department.
These files are t0 be returned to the Medical Records
Department on the same day. Often it has been found
that some of the files are not retu_ned. When the
patients comes for revisits it is a tough problems for
Medical Records Personnel to answer to the Consultant
or to the patient for nonavailability of case notes.

Discharged patient's case notes arexcoilected.from the

wards by the Medical Records staff daily. In some casgs
1%t has been found that the Junior Residents are taking
away the Case files to write discharge sunmary, to
discuss with consultant or for their study purpdses and
they @o not return the case files in time and this causes
problems to Medical Records Officer and tc the paticnuts.

Accident and Emergency Clinics

Thig is an important area which works round the clock
for the A001dent & Emergency patiente. Here Bmergency co~
records are issued for New patients and the ECR is given
to C.M.0., on duty. When the old patlents attended to

the Casulty, the files are lsrued from the MRD. Patients
are kept here for observa tion purposes. These records
are to be returned to MRD aftc“ the cascs are dispascd
off. But still we find Mlsslnb c&se notes from this
area, which are not sent. to MRD.

Medical Recoris Dgpartment:

Here the following problems are encountered which needs

immediate streamlining;

a) Misfilings = This is the general problems EVEryw Mmer
Fileg are misfiled and it is a aifficult job to
tracecut the files.

b) Issued files - Files are igsued for many purpose
and not received basck., Some of the examples:

1., Filcs issued to doctors for writing discharge
sumary, for case diescussion, for case conferencc,

for study purpoeses.
...3
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2, Files sent to the Medical Reimbursement Sectién

%z, Files sent to the Hospital Administrator
4, Files sent to the Consultant:

The Present Methods

1. Files are collected from the outpatient clinics at |

the end of the OPD.

2. Files are collecs sed fer the wards dally by the

Medic 21 Records Staff.

3, Daily files like discharge of the patients, from

the observation ward and ECR are received fron

the casualty.

4, When the files are misfiled attenpts are made to

traceout the case files.

5, Checking the issue register for pending outstcnulnq

case files

AMbernative methods or new methodss

Qutpatient clinics

1) Outpaticnt Reglster
2) Role of Medical Records Clerk in each OPD

'3) Issue Register

4) Role of Junior Consultant
5) Pile to be handled by only hospital staff

Discharge files from the wardss

a) discharge register i

b) Files to be sent tc the MRD within 24hrs of
discharge of patient.

c) disincentive to defaulters

Accident & Emergency Clinic

a) Issue Register

b) Responsibility of CMO

c) Responsiblity of Nursing Staff
d) Outgoing files register

LA )
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|



-3 43 -

Medical Records Departnment

a) Arrange files in Serial Order

b) Make entry in the incoming register in serial order
¢) File according to serial order

d) Role of Tracer card

e) Importance of colour folder

f) 1Issue regcister for outgeing regcister

g) -Digincentive to defaulters

h) Periodicel rearrangement of case files

i) Allied indexing systen

j) Provig on for doctors working area

Maintain - the working ofAthe New Methols

The various cesgirable, feagible and affordable'apprchhes
to improve the méssing case notes sre sugcested. 4 1ot
will cepend upon the attitutcd,skills ¢nd dedication of
menbers of the Medicel Records Department and other
Medical & Psramedical gtaff of the hpspital., It is the
duty of each indivicual of Medical Records Staff and of
the hospital to naintain the working of the New Method
and periodical reappraisal of ncw method to avoid to
possible extent of miseing case hoteg.

CONCLUSION:

To facilifate'thé'proper 1ocation of records the
importance of proper indexing eancd filing is obvious,
The old saying, " 4 MISFILED CHALRT IS A LOST CHART® is
all too true. Ezach record must b.e available to the
consultant whenever the patient comes for checkup., I
hope that the above explained the gystematic process
will help us to prevent the missing case notes.



INPORTANCE OF 47T 3TATIZTINS

-Sri .1’;- - ViSW-. & to-

o0

The ters ‘lierith stetistics® is cca"only udarstuod te

L

denote merely a mass of numerical informotion collected and arranged

in rows and coluans of tables about the facts relating to events of
i -ar e [
Health imoortance. Actually the term also connotes scientifiec -

t
techniques or methodology for dealing with numberieal information,‘rast-

.ing on the secure foundation of the laws of probability.
The tern 'Statistics' is used in two ways, First, it refers to

S

the day to day use of data, numerical-observations and quantitativé

information and Jecond it refers %o the decipline conprising of
statistical nethods-which is the study of seientific methods of
collections, proc@ssin7, reductions, presentc tlon, analysis and inter-
pretatlon of ‘dats “and ‘oF nakinz inferences and drewins conelusions &rom
the numerlcal data, Statlstich nethods in health care delivery, both

at the levels of community as well zs individual > tients can be high-
livhted, since aedicine dezls with individusls who exhibit differences in
various charecteristics such as weight, height,blood dressure, cholestol
blood sugar, imuunoglobulin levels and so on. It can be observed tjet

no two patients or groups are ever exactly alike, yet decisions aff cting
petients or c011un1ty based on the experience with other patients or
communities of similar biolozic2l and social characteristics are nade
by comparison and it nmust be recosnised that the differences are not

exact and are accompanied by probability levesl which is czlled the

"Probabilistic nature of nedicinet, It 1s essential to be conversant

ﬁith the proper technique for coping with such differences,of uncertainly.

Thiu/JP%;CLtl\n of 'S tatisties!' is also useful in developing a critical

yiigﬁfﬁg

1)Think scientifiezlly, lozicellw and critically about nedical

problens,
ngssess properly availeble evidence for decision acking.
3)Identify decisions &nd conclusions that lack & seientific and

logical basis.
E . | i e

faculty, encbling thereby to



—2—

. Importent advances are made in statistical methodology. While
& knowledge of advanced statistical theory is essentizl for professionz1
statisticdans, the subject as opracticed in health agencies raises several
problems in addition to methodology such s those related to adninistrative,
social, economical, cultural or psychological considerations and. others
which are procedurzl, lezal or financial. The nsin problem is how to

apply statistical knowledge in the day-to-day workinz of a health agency.

The puriose of elaborzting so much on the technique rather
than just enuilercting the uses of health statistics «re two fold,

1)Everyone knowingly or unknowingly implicity éxpress factswith fhgures

ey —
s

only since complexisies of decription is reduced to tebulcr foru,

bercentages and so on and (2)of lste in school nathe.atics steriing

fraa 6th 3td. Grashs averazes =nd variations are tauzht ond hence
inverizbly almost all data are presented graochically of lute.

We hrve sonent a2lready too many years to know the utility of
'Health Statistics! and now it is time we nust know about the techniques
of this science or stetistical methods. Since it is difficult to high-
light in such & short time the techniques zn indirect method is adopted

to drive the point.

The first Wokkd leelth asseibly held in 1948- an international
regulativh releting to heelth statistics was passed, wherein it wes nade
clear thet unless there is & rezuler and swift flow of accurate statis-
tical informction bearing on birth, death, the incidence of individual
diseases and all the meny hazards of life, the stuff of the health

depertment, will be gre®pping on the dark.

It is by now neans an easy talk for setting up « systemn which
eénsures acecurate recording of numericel information. T:is is the only
wey in which the level of health can be measured snd effective

comparisons beunade. To take a snecific examdle- if a disease or the

cause underlying each death were carefully recorded for & perticuler 4
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place from city,P.li.C etc., over a number of years we could provide

valid answers to

a)Leading cause of deatﬁs in the town,city or PHC
b)at what age the mortelity is highest

c)what preventive measures can be tzken to reduce the rnortality

- d)wh=xx Conp:rison can be made of different places with
similar sizes, - i

e)to whit extent are the hospital facilities staffing, drugs

and equiprient able to cope with the disease srobles «nd so

*

In the similer lines data orffmtality and morbidity will

highlight the ongoing situaticn thereby enable to teke connective

neasures on the systen.

The first step in the analys$s of data is to establish a
classifications systen so that itens need not be distinguished
fron each other are put together in groups. Bach iten of informe
is arranged in such a way that "like is associated with the like®,
For the clsssification of diseases, injuries and causes of deaths,
the internatonzl statistical cl;ssification hes a long history of
intensive work daﬁing back to the pioﬁeering atteipts of Francois
Bossier de LaCroiz(1706-1777),Willisan Cullen(1710-1790), Willdus
Farr(1807-1883) and Jaeques Dettillon(1851-1922),

A uniform classification of causes of desth &oplicable

to 21l countries are adopted and is obligatory since the classifi-

on

lon

? Dzt {
cations and nublications of cause of deaqa,statlstlcs if governed

by W.H.O0 nomenclature regulations which stipulate the use of the

Ingernational statisticel classificetions of diseases, injuries and

cause of death.

|

Similar classifications are availsble for 1ile births,age,

narital status, cocupastions and industry, literacy,educaticns level

and so on. In the cousseof the work a staze 1is reached when inforne-

tion collected separetely for each individual ReEm bornyhealthy,sick,

of dead, begins to file up end from these individual itens and by

..4
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the use of standerd classifications results are nresented by
tabulations from the records of events-gamely 1)Vital steststics,
records of births,deaths etc.,2)lospital records 3)Heclth departnent
service records collected s a routine and records obtcined in

special investigations like morbidity and nutritionsl surveyé.

The stops in data hand&ng and processing are a)Collection
of deta b)Scrutiny of dats(adequacy and accuracy) c)Sorting or
classification into classes or groups d)Comparing the necessary
statistical indices(Like 3irth rate,death rate etc) and e)Tabulation
& presentation.

By aclyinz these :iethods systeinaticaly we can arrive at
the situstion of necsuring health or indicators ofneasuring hezlth
can be obtainecd, since we are not in xiﬁ possession of «ny statistical
index or meesyring rod which can reaily ¥ell us in nuuerical ter.is the
level of heealth of a comiunity., The ter: health has been defined by
the WIHO as a state of complete. Physical,mentzal & social well bulnq”
& not merely the absence of disea ISt op 1nf1r11ty. This definition is
wide and seme of the indicators like 'Expectation of 1ife at Birth!,
crude birth and decths rates and infant norbality rate will certainly
through some 1lisht on the heaith status preventing in a particullar
country at & point of time which enables tc conrrare & thereby «
relative phecture is obtrined.

Hence it can observed thzt froa the records these indicators
are obteined and further by cereful study of these records & pettern
for the future cen 2lso be obtained. It is not just presentation of
past years but clso of Jresent as also of imaediste future which is
the method & 1s known (s mathematical statistiqs in"health thet 1s
to be understood end @) nlied for furtherence Ef knowledze,

X EANAN
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"MEDIC AL, RECORDS IN INDIA AND ABROAD" - A COMPARISON

; \
MARI. ALPHONSA E.J. ME%ICAL QECQRD OFFICER |

Hational Instltute of Mental Heﬁlth and Neuro Sciences.

Bangalore - 560 029

Medical record is the only source document which records
the course of treatment given

to a patient and serve as the \
nedium of communication anong

health care professionals for |

Datient, :In this article, I |
would like to present an overview of the ned

ical record flel%
and its functioning in India in comparision with 2dvances made

in this field in industralized countrlcs like U.S.A.

direct and future care of the

: A j ; : B \
Medical record prcfession is only in the preliminary

stages in India in comparision to developed countries. We
heed research from its members to realige the ba erriers to its) -
full dcvclopmcnt

|
.Do.we need more schools to train this

technical personnel? Do we have enough trained people? Are |
these trained people are cetting recognition in this field ”/or
are they_being useG as clerical personnel without promot 1onall
channels? Our educatcrs and adninistrators

expand this body of knowledge.
pProgress are nany.

should recognice %né
The reagon for slackness in |
Ve arc aware that many professionals who |
can organise people in this field ancd who can lead +c further |
progress in this sres have already left India for better |
opportunities. A detalled regional and National survey is
required urgently to find out the true position of our
profession and medical records, anc what we propose to do to
rectify the situation.

¥ |
W hat is the'rcncral pcttcrn of functioning? At netional|

|
level if we take, major tegchlnb hogpitals in India like A1l |

India Institute of Medical Sciences (AIIMS), PGI, Chandhighar, |
JIPMER, Pondichery, Srce Chitra Tirunel Institute for Medical |
Sciences ancd Technology, Trivandrum,'NlMHﬁNSg heve standard-
ized medical record depertments with treined people. In this |
context, progress made in Medical Records Department in \
Sreé Chitra within a short period of time ig worth nmentioning,
They have computerized recurds from 1986 onwerds, and also

have started microfilming old records. A4t the registration
ciunters, they heve not yet started on-line entry., A

present thcy'feed the cdata the follwwing day.



In Karala, mogt district hospitals have at least one trained
person in the department -nd they naintain necegsary information
at the time of registration, and during hospitel stay to enable
health care of thévpaticnt. The maintenance of these records
and retrievel rate is not of better quality on account pof
financial constraints, lack of personnel, and acdministrative
policies. The State of Tamil Nadu has more training

programmes, and treined people working in various hespitals.

The re¢ard keeping system used in najor teaching hespitals
are more or less the same with slight varlations, that mecans
according to bed capacity, the services rendered, the needs
of  the cenmunity, financial constraints, and adninistretive
policiés,_~In-NIMHANS, for exanple the following systenm ig |
used. We have records from 1957 onwerds in three sepcialities
namely Neurology, Neurosurgery ang Psychiatry. Prior to 1987,
Neurclogy, Neurosurgery section and cut patient section used
to function scperately from psychatric section. In April
1987, these three secctions of nedical records were intergated
and are now filed in centraligzed areca., Idcntification of the
patient is by the Hospital Number agsigned at the time of
registrati on, ang depending on the service in which they are
registering we assinn I/ for Neurology, Neuro Srugery cases
and P/ mfx for Psychiatry cases. Unit nunber filing systen
is used where one gerial hogpital number is used for one
pParticular patient, and both inpatient and outpatient recorcs
are filed in one gingle file., For accldent cascg, we ctarted
naintaining a2 card from 1987 December ohwards, other than the
regiéfers, in which examining Qcctor can write necessary
details, go that a written record is avallable if required
for legel settlement of cases and certificeotcs. Record
rebtrieval is by the kxm hospital nunmber. The rate of
retrieval varics in each month. An averace of about 350 case
records are taken out REL= clayis

The following is & senple of statistics produced by our
depertnent far the ycar 1988,

REGISTRATIOKS: Neurology 7091
Neuro Surgery 3232
Psychiatry 7813
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ADMISSIONS: Neurology 1903
: pa e Neuro Surgery 2298
Psychiatry 3285
FOLLOW UPS: Neurology 39128
; ' Neuro Surgery 8351
Psychiatry 60045

Average total number of cnses scen in

casulty per Month (Jan) 849
Averace total number of Izad Injury

cases per month 261
Head Injuries as % of tatal cases 30.74%
Bed strength 650 + 155 = 805

Average length of stay
Neurology, Neurosurgery - 16days
Psychiatry - 25days

Various indexes.are also maintained like diagnostic
index, patkent name index and we are planning to introduce
Physician index and cperation index., These indexes provide
sufficient detalled information regarding the number of cases
treated with a particular diagnosis and classification of
cagses according to age and sex is algo possible.

What is the situstion in advances countries? The
field of medical records is much advanced in U.S.A. and
professionals in this field are not only limiting themselves
to hospital settings, but branching into consultency services
in Industires, Insurance companies, software Xyzhlym technology
Education and Rehabilitation programmes. An R.R.A. (Registered
Record Administrator) registration is required to become
the director of Medical Records Department in a hogpital
setting. At present there is an increasing demand for RRA'S
with Businegs qualifications.

Medical Records are maintained in hegpitals gccording |to
the standards set by the Accreditation Committee for
hespitals and the State Laws. The important benefit of
Accereditation is that 1e represents a professionally
notivated, voluntary committment to gelf-evaluation and
self improvement.

oo ol
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Byobtaining accreditetion, the hogpitals receive a2 kind of
"Deemed Status™ which would enable them to receive Medicare
and Medicaid furding without undergoing a seperate inspection
by the State Health Department. Another advantage is that
these JCAH (Joint Commission on Acereditation of Hosgpitals)
Surveyors act as congultants by offering professional advice
and guicdelines for improvement. And alsc, this accrediation
fulfills all or portions of some State's licensure require-
ments. At present about 34 States use JOAH accreditation.,

The spitaling cost of medical carec in U.8. necessitated
Federal Government to develop criteria which could be usged to
s8et standards for provision of medicsl services. Thus social
'Security Aet “ipeq 9L magdsted that PSRO (Professional Standards
Review Organization) be established %o review the quality and
‘utiligation ofimedicel care., Verious audit committees, and
Utilizetion Review Committeecs also exists to monitor the
quality of care given to a patient. The purpose of an audit
1s to identify problenm areas, ingstitute actions, and fing
solutions, and primary goal is guality care.

hecord keeping system varies in ecach hospital. Certain
hogspitals used Terminal digit filing syetemy, and ¢thers used
Unit Number Fiiing System. A4t St.Jogeph's hospital, Syracuse,
Bew York where I had the opportunity to work, used Unit
Numbef filing systen. ICD—9‘CM - of the American Medical
Record Association was used for coding of the diseases.
Emergency case records are maintasined seperately at the
emergency section itself. Mirrofilming of o0ld records is
aone cvery tenvyegrs. ‘Lawycrg are consulted before micro-
filning, sinée ¢ech Stete has different laws regarding the
'admissabilify,of microfilmed records in courts. But no law
requires to ﬁaintain records for a specific period. Board
of registrations and Medical Association adviscs to retain
it 7-10 years-or 5 years. For impaticnt data analysis
(dischgrge analysis), data was abstfacted in the prescribed
format, ahd were processel outside by computer services.

.0.5
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The advaﬁcement of téchn@ldgy and high cost of nedical .
care in ﬁ.S. created ﬁew respdnsiblities for Medical Record
practionersg, andﬁto?meet the increasing demands of the payers
of services, nany new metholCs for data collection emerged. . As
an exapple Billih;;gégg_ﬂgﬂzﬁzﬂ_;equires nedical record &
departments tofadéﬁrétely code outpaticnt visits. UB 82
containes 96 data fields‘enough to cover information needs oﬁ
Medicare, Medicaid, B luecross, CHAI:PUS, and all commercial
insurers. Each_payer requires different data eleménts to bet
supplied on the Bill when submitted by the hospital for

|
paynient. Another classification system for discharged pateiﬁts

are DRG'S (Diagnogtic Related Groups). This systenm classifiﬁs
) 8 O

discharged patients ‘into 383-gsx groups depending upon their |
diagnosis, age/or surgical procedure gignificantly affect the
length of stay. Age, Length of Stay, Discharge status aré
variables in. determining certain DRG's. Once the group, ks’
decided, DIRG ¢ode ig assighed, and rate will be fixed

according to.the systen,

The introduction of MEDICAL INFORMATION SYSTEM began in
the late 196C's. The patient care support oriented MIS's
started in 1970's, MIS in this context means "utiligation oﬂ
electronic data processing and communications equipnent to

provide on line processing with rcal tine responses for
patient data within the hospital and its outpatient department

_including ancilliary scrvices".

What are the major trends in Computer Technology in
America today. ?

The PROMIS system (Problem Oriented Medical Record)
computorizes a life bine hospital reccrd for the patient.
It provides clinical care access, stores the entire patient
record generated during the hespitalization in the problen
criented system, and usecs the computer to bring the clinician
into direct interface with the reéord. It alsc uges computer
technology to access current medical resources and research
to provide assistance in care and therapy. The COSTAR

(Computer ‘Stored Ambﬁlftory Reccrd) computer system in
Ambul atory care is enother mocdel. This progranne includﬁs
financial, administrative and paticnt record modules uniquely
designed to serve the ambulatory scttings. (Summarics of thé
patient's condition are availeble to clinicians upon demand J

L .6
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AHIS (Automated Hospital Enformation System) is another

e

syst?m. In ?hls th gre chcl I anu chcl II. Level I Hospital
\ORR o P n s ECHE 2

< VL d
Infoimﬁtlon Sy stens encomFasu a §881c Fet off upplidatibns FgREo D
ifte fqequ efgiofnl g Id
inpa

ients, bed st.tus, census rcpirtlng,turderfrcqh‘ 2i%ioh i Isq
entry, deommunicetion and charge collection application and
enquiry application for charges for demand bill purposes.

Many also inclucde a number of other applications to include
nur sing notes; care plans, medication profiles, laboratory .
features etc. TLevel II systen incluce the features in Level I
and have been designéd from the start to capture and maintain
on-line the entire patient record.

Another trend 1is the developnent of disease data banks. -
An exanple, National Institute of Neurological and Conmuni-
cative Riuxmxdz Disorcers and Stroke have a data bank that
contains thejdlinical history of a large number of patients
described in a uniform manner from multiple centres. The
prul;fcrqtlon of microcomputers is another development.
Physician's offices can create conputerized systems with a
TRS 80 Radio Shack couputers for $50000 .

Dcveloplng countrles like India Bre:also experineeing. .-,
the'lmp”Ct of thlq bmerﬁlng techhology in Health: Information:
Systens end Lcalth care delivery. LAs nmedical record profess=
ionals wc nust be thrua 'h with ezch gtep of advance, and how
it can be hclpful o ug.- We must lecarn from the errors
comnitted by thc utqﬁatcd systens. . VWe nust‘demand therequired
education, knowledge, and experience to actively participate
in the design, planning anc implementation of the new
informetion systems. . The system designers and the technology
should not overtske us. 4utomation will bring a lot of
bencfits. It will improve organization, availability,
timkiness, and decreased clerical activities and reduce
duplicative and unnecessary procedures. It can provice
snformation in all kinds 'of forments and combinations of
facts in altcrnate ways. But one importent fact we should
bear in mind is that it will not solve the problems of a
totally disorgenizeld systor.

R
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If any Institution is experiencing record retrieval
problems, it nust be anilyzed properly. Most of it are
'People' and 'control' problems. Expensive automated
equipment and computerized tracking systems will not

solve 'pecple' and 'control'! problems. We whould also

not think that what we are observing in advances countries
are thelr problems. This can be ours tomorrow. Let us

be ready with a properly crganized Health Information
System to face the challenge.

¥R E X K R K W K X * *
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"COMPUTERISATION OF MEDICLL RDCORDS™
MR S.PREMA.V.MALLYA, MEDICAL RECORDS OFFICER,
{ASTURBA MEDIC AL COLLEGE HSOPITAL, MANIPAL, D.K.

INTRODUCTION:

In all chhéhev of Sciencc end@ Technology, Conputers hav
g;lneu populaxity like tclev1~1on “nc clectrlcal applignces
in a household, e s : :

Therewere lot of problens faced.in tetrieving information fron
various pdints and to iink all thege within a short time., 8o
the mahagemenjvthought_of introducing conputers in Hospital
conplex. Initialy the fear of retrenchment of staff was there
but the authorities deelarcd that no one will be retrenched,
Thisg assurancé gained the popularity of conputeriging the 4
various sctivities end motivated the staff to uge conputers, '
To cdevelope the conputer Aided Manegeneht Inofrmation Susten,
Zenith Ccmputers were 1nbt“lled in Septembcr 1983 in the
Computer Depertnent. Kagturba Medical Collage Heppital was
sterted in fhe year 1961 with 150 beds in Manipal, a rural
area %o provide clinical fecility to the Kasturba Medical
College Students. Today it has srown into a 1300 beded nost
nodern hospital well equipped with sophisticated nachincs.
It is a referral centre for varioue neighbouring districte,
eg. Uttara Kannada, Shimoga, Chikmagalure and a2lso Kerala.
Some of the Public Sector Indugtrics like liew Mancalore Port
Trust, VISL, KIOCL, Myscre Daper Mills, Bhacdravethi and
Verious other private sector Industries refer cases to
~ thie hospital,

B o ¥ VO N SR - £ SR

CLINIC/L FACILITY:

CT Scan, Whole Body Scenner, Colour Dopler, Ultrasound, Linb
Fitting Micro Surgery equipnent, Laser Therapy, Rediotherapy
ctc. are gone of the fecilities available in the hospital.
Medical Hezlth Insurance Schene is extended to the staff and
econonicaly backwsrd clases. ¥wxm®m Various Camps are conéucted
and there arc about 7 Maternity and Child Welfare Centres.
Specislist outreach service is provicded to the sick and
poor in the interior parts of rural areas.
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MEDIC AL RECORDS DEP,RTMENT :

In the initial stages the verious manual procecdures of
collecting Cdata of Admissicns, Discharges, Outpatient, New
registration, Repecat registratién, Giscacec wige, Operaticn
wise etec., was studied by the Computer Departrnent, Wherever
duplicetion of infarnation dstas wss there, it was noted ang
final procaedures were designed to be mtilised while entering
the data in the Computer. Fifty percent of OPD, Adnission,
MED Staff were trained on huw to utilise computers in their
daily woexrk of patients data, :

Lt the initiel stege data'entry work wag started parallel
to the nenual system. The results were faster and reliable,
after three nonthg of trial, we stopped manual system of
writing registers and depended on Conputers.

The Medical Records Depertment iz the nucleus of collecting
informa tion of all the activities carried out by the various
clinical, Paraclinicel Lepartments regarding the ?gtient from
his very firest visit $i11' his departure from the hospital.

‘Major work of MediéaiFRedords Depertrnent is to maintain 10
year's Out-patient, Inpetient records with X-Rays. The
outpatient recoxds for iast 10 yeers has exceeded 5 lakhs.

To overcome the space shortage, we have introduced Canara/

N ikhil mobile racks on railings, which has helped to a
certain.extent but we have plans to put discherge sumnaries
into computer to solve the problen of preservation of mcre'._
than 10 years recorcs for resemmch and publicatidn. Records
ere utilised far filling up of various forns such a LIC clains
Mecicolegal trcatment Certificates, Birth, Death Reports,
Workmen's Compens-tion fmuns; disability certificeates 'etc.
The Sttistics of comnunicable diescases, Heart operations end
any other disease required by the Governrent arencies has
been supplies within a short period. Thugs Conputers have
helped us to get results quickly linking the activities as
required by the Aéministrators, Governnent Departnents,
cliniciang, paticnts etc. |
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COM I‘UTER DEnﬂTl\xIINT'

The Computer Department has 8 conputers at present and thes
are uged by variougdepartnents such as MediCaerecords,
0.P.Recistrotion and Admission Counter Staff., They fced the
¢ifferent data from 1 to 4 on daily basis 5 and 6 once a we

1) New Repistretion

2) Adnission - =

3) Discherges , _

4) Diagnogstic and Operatidnlbodés
5) Various Peripheral Centres

6) Verious Campe etc.

There are other various ccmputer appllccblons in this ho pi
Except rharnrcy all others are done in Batch Process end

Pharnacy. appllCatlon is on line. The present qysteﬁ ie béing

replaced by the Network of computers ( IEM PG Compatibles)
congidered nore versatile. The data ig entered by various
user departrent staff anc the various programnes have been

cveloped by conputer uepartment in eonsultation with the |
uger Cepsrinent s. Data is preservcd on c1ﬁkettes. Progrbm
have been uevelopec as pexr the need ariced frou time to tine

T OUTPATIEHT ﬁgy REGISTRATION: The sociological data,
Service/Unit of all the new patients is cntered into Comput
which is preserved in the diskettes on an average 250 %o 3Q0

patiénts data is entered. Two printouts are obtained as
noted belows

i) Hogpital Number wise prlntout to verify any m§851ng
nuibers on daily basisa. ‘

ii) Alphabetic mname-wise list on monthly bagis and yearly | .
index. X kg ‘Both these are VETY 1nportenb while conplllrg
the m,nthly statlstlcs._,

2.'TIJJ'IVIISSIONS: The a&missionq: to the various werds are...
_entered in the Computere. ... :

1. Nane of the p(tlent L e N -
2, Lee/Sex 'w s

3. Hospitel Number

4. Inpatieﬁt gerial Number

©5, Fether's Nane/Husband's Nane

6. Service/Unit/Ward

7. Date 2nd time of Admiscion

8, Tzt Treating Doctor's name.
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Daily about 150 to 200 adnigsions are entered into conputer,
A printout to that cffect as per IP Serial Nunmber ie teken
and a nonthly printout to incorporate in the nonthly etetistics
ig also availed., This is alsc utilised for gtudies and

research, ef. Sex wise and Cdisease wise, Diseases and Surgers.

3, DAILY CENSUS:

The Daily midnight census of e~ch wreré cores to the Metical
Reccords Depertrente This is entered in the computer. 4
printout of g ervice ,arainst werde ~né the average occupency  of
the ward ig sent?to-

1. Mecdical Director

o, Medical Superintendent.

4. WLRD_TRANSFELS: Fron higher Category to lower category end
vige verce. These éféﬂéntbred in'camputer by teking Inpatient
nunber as fhe control number. This helps in billing the proper
room charges. 5

5. DISCHLRGES:  The discharged records frem verious wards cone
to Inpatient Billing Section only the cischarge date, nunber
of x-ray filmeg are entered anc & list of digcharges contalning’

the following details ig sent to Medical Recorcs Departnent
along with the records since the acdnigsion data is already
there in'the conputer. ‘

1.Inpatient Nunber

2, Hogpital HNunber

%, HName of the patient

4, Viard el

5., Service Unit

6. Lete/time of sdnission

7. Date/tine of discharge

8. Number of x-rays filns.

6. DISCH!RGE ANALYSIS: With the I.7.Nunber control i.e., DY
typing I.D.Humber, the icnission data is seen on the scrcen.

The recult operation and diagnostic cé@es are cntered daily
“ofron the dié%harged records. Coding of Lisgases and operations

ig done nenually before entering ‘the above cdata in cogpputer.

A patient to verify the entites and cerrect the errors if

any is done without fail. The above conputer operstlons are

carried out by Medic al Records Lepartnent, Patients Resistration

Counter anl RAdnigsion Counter.
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.4, The various health statistics perté;ging t0 maternity
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from Conmputer Tepartrent. S |

1. Monthly outpatient statis tlcq rel ted to New chlotrtlon
and old or Ropcwt RCLlutrctldn. Lepartnecntal Referals,

Medlclne O.P Vlmltup Valley View Heelth Cheko=up Programnes

Geogrpahical distribution of New Registration.

2. Monthly Admiesions, Lischarges, Hoespital deys, Results,
Operations Referals, Geographical distribution, Averege
lensth of stay iverage bed occupancy.

3. Monthly Dlagnostic and operative procedure wise Index,:

centres. :Canps School Heslth Check up, Specialist
outreasch centrce. |

5. Daily Census: ward acainst service and iversge occuynncy

o)

of each ward.

6., Patients A lpha Indix ie nanc wise and H.Ho. wise is taken
which helps in sesrching the hJ“Plu?l Hunber.

There ig a sanctien ofi One Cunnuter for Medical Records

‘
|
Lepartncnt the worl is in progregcs once we get the computcr.
We heve plans for using conputer for Mzgxk Mcdical record
stationary, indents issue stock, Balesnce and also to use in |
Mecicoleral History, wound certificates and the treatnent

certificates,

At precent we had put only the sociological and ﬂtatlstlcal‘
Lata cn the Conmputer, but we have plans to put Medical data
like hiegtory Iischarge summary on the Computer.

I. By Medical Director/Medical Supcrintendent.

2. Becd occupency to increase the beds and the proper
utilisetion of beds.

B. The provice best Medical care a2t reasonable cost to the
common Iian.

3. Patients setisfaction reste to inprove varicus supportive
services, '

B, Evaluatiocn of Mcdicel cere rendered by ¢ifferent .Clinical
experts. :

e &
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5. The patient consultent ratic to appoint additional staff

6. To plan, Organise eml reorgenise the-structure of the
Hoapital from time %o’ time. ‘

IIBBY THE CLINICI LUIQ:

¥x = e .
4. Rescarch with variius cunbinstions eg. dAge - group, digease-
wise Geographical distribution, SeX, Result-, Religion  ete.

2., The evaluction of thelr service
%3, Téaching progranne

4, Number of patients treated for any discase.

i S

III BY, THE P.TIENTS:

w rre rormar o~ oAl Ane o e Pevor M3 ool « 7T ANMITD

1. Various Medical Certificates.
o, Discharge swumary in various clains.

I conclude that the ccﬁputer aided nanegenent éystém ig an
sid far better paticnt care and a powerful tool to the
managenent in plannidg, organising and inplementing better .
nethods. |

An/=
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"™{ICROFILIMING OF MEDICAL RECORDS"
g ik

MRS. PREMA SATYANARAYANAN, M.A., D.M.R.Sc., F:M.R.Sc.(WHO).
MEDICAL RECORDS OFFICER, GOVT. ROYAPLTTA{ HOSPILAL, MADRAS—14.

* WK K K
Before coming to the subjeoflpréper; I would like to
touch on few important points relating to Medical Records in
general for a better appreciation and undcrstandlnr of the
role of Mlcr filming in Medicel Recorus.

The objective of every departmént should be so: tuned a#
to achieve the ultimate goal of the:brganisaticn; As Buch,
the‘primary rcsponsibility and objective of a;hospital is
WPROPER C/RE OF THE SICK AND THE INJTRED, Medical Records
. Department plays.a major role in schieving this objective.

UTILITY OF MEDIC.LL RECORDS:

The Medical Records, as you arec allX'well aware of, being
a compilation of scientific deta derived from many SOurces,

co-ordineated into document which are available for various
usc€s, personai and impersonal, to serve patients, the physician,.
the institution in which the paticnt was treated, the science
of Medicine ahd the Society as a whole. The Medical Records
therefore have to be necessarily maintained in proper shape
for the benefit ofs- ‘ e
1. the patients.for better.care for the future illness.
2, the Medical Staff t¢ evaluate their own work. : :
S the'Hospitél Superintendént to assess the quality of carF
rendered by the Medical Tcam. : e
4. the Health Authorities who are provided with correct
Medical Statistics for the praventlon of dlqcases and

- promction of HCﬁLth m

5. the tcachers in thclx tcacnlng probramnc.

6. the Rescerch W orkers for publicetion of articles and
digsertations. ; ‘

7. the Hospital, theé Pa tlcnts and Lhe Medical Staff in |
Medico=lepral cases. A ‘

8. thCLm%.ES for publication of articles and presentation
of papcrs at meetings and seminers.

«

9. the attending physicisn egeainst unjuct claim of malpracgice
-and for thec protection cf haspital agzingt unjusf'~
criticisms and claimg for injuries and damages.

e R
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RETENTION OF MEDICAL RIECORDSS

The Medical Records of a Hogpital which play a very
useful and vital.role, as scen above, have to be necegsarily XIXEINZ
retained and preserved in tact for powompt retrieval whenever
requdred. How are these reccords to be retained and preserved?
How long arc they to be retainca? Should all the records
be prcscrvcu” Thege are the mogt important questions to be
answered for thc retention of records.

.

During my visit to the United Kingdom for higher training
in Medical Récords under ‘a W.H.O, Fellowship, I obscrved that
undcr the provisiong of the Public Records ict of 1958 all
the Medical Records selected for prescrvation for morec than
30 ycars, have to be transfecrred to the Public Records Officc
or to any “thcr place @hosen bj the Lord Chancellor in Britairn.
Thus thosc recordo from varioug hosgpitels in thn U.K. thet
are to be prcscrved for more than 30 ycars are kept and
‘prcccrvcd in a céntr allsca plucc approved by the Chﬁnocllor,
unlike our CQuntry, ‘where in the abscnce of such an Act, all
the records are maintamned in thc reupcctlvc ins tltutlon unl"-

STORAGE FACILITIESS ;.

Finding adequate spdce for storing the Medical Records,
has been a problem most of the Medic al Records Officers are
facing ‘in their hospitals. I am happy to say, in this
respect, the Government of Tamilnadu had, issued an ordaer
fixing the time limit of the preservation of Medical Records,

asg thirty years, sscd on the recommendations of the Dean's
Conferencc. If the above orders of the Government are to be
implemented effeétively therc will be acutc demand for more
gpace and additional funds for providing facilities like
provision of additional rxxxk xxx stcel racks, cabinets ctc.s
in cvery hospital, Indidentally, I would like to point ocut,
in this connection that in the Western Countries sufficicnt
spacc is allocatcd for records storage while drawing a plan
for new hospitalo end provisgion ig also madc in the budgcet
for capitel expenditure for the purchasc of cebincts, racks
etec. 1In thc abscnce of propcr platning, Mecdical Records
Depertment is faced with scrious problem of storagc. This
problem of storage of records can be successfully solved by
the introduc tion ofeMicrofiliming of rccords.

A



WHAT IS MICRO FILM?'-

The term 'Mlcro Filn' rofers fd‘thTrcaquiCnﬁinbrginal
documcnts on to photogrcphlc fllm. &, e T

WHY MICRO PILM PuTIELE RECOrDS?'H

The filihg and rctricval of large guantitics of patient
recorcs presents a considcrable problcm to any hogpital., Not
only do the records tekc up a large volume of gpace, but as
they incrcasc in number there arc ¢ifficultics in maintﬁining
a rcasonable retrieval speed, in kceping them up to date in:
nrc«crv1ng them securcdly. Micro filming of patient's reoordp
xx is a new technology to the devcloping countires but not
co to the western countires. In thc wcstern countiies there
nave been great advanccs in the method of keeping micro film
records completc, and updating them with new information.
Notecs from scveral cpisodes relating to onc paticnt can now
be filed in sequence, as with conventional paper system.

Lvery year, the 1nf1ux of ncw files incrcases the problen
of providing adequatc and acces slble gtorage canlc1ty. &L
nicrofilm paticnt record systcm provides thc answer,:

Tet us cxaminec our ‘present f£iling ﬁystcm.

1. Is thc petient record ﬂlweyu there when we want it 2
1f "ao, 'is the folder corplvﬁc T

2, Do all the docunents rcrmain in the corrcct scqucnce within

the file. even.if it has bcen uscc scversl times?

3. Are we happy with the prcnbnt 'Responsc Tlmc' or is time
wagted looking for lost files

4, Will ou¥ present filing arca bc-adeguate in flvc yc,rs time?

5. Are our records C pvcnlcvtly gtored for eguy qcccos9

6. Can the ‘nceds of rcscarch: workcrs be met w1thout the neced

to releasc criginal casc notes ‘

7. Is our-présent filing area 5 ﬂfc? Are the racks t“o fully
l@aded or stacked too high?

8. Are we satisfied with our rrefcnt £ile gecurity?

- 9,Do we heve problem whecn one file is need simultzneously

in: two ulffercnt dcpcrtmcntu?

The sbove gques tlvns hichlights problem arcas whlch can
be solved only by the use of micro film.

..C4
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Micro film is a very effective filing system with all
the advantages of conventional filing and none of the draw-
‘backs such as spzace used up by vast rows of cabinesgs cte.
Infact micro film can save up to 98% of the space used by
paper system. That ig, records of hundred years can be
gstored within the space required for two yecars-records by
micyro filming, In ac¢dition to space saving, once a record
hes been micro filmed it is safe.

14D

Only seconds are.involved in retrieving one of the
million fecords filed.

SECURITY:

Duplicate nicro film files kept off prcmises xm protect
against destruction and loss of vital information.

LOWER OPERATING COSTS:

Valuable man-hours frced from sorting, filing and
re-filing paper recorcds are either recovered or channelled
into more productive work.

FIXED FILE CONTINULTY:

Records filed on micro film are in fixed sequences,
gaurding ggainet misfiling, mislaying, alteration or loss.

ADDITIONAT, COPIESS

Aéditional coples ofAthe;patient record can be made for
research work#ers or two copies can be made for a patient
who ig attending two Cifferent clinics (c.z.) Casualty and
Bentigtrye - &

DESTRUCTION POLICYS

Many hsopitals do not_hgve-destructicn policy; and most
prcfer to keep records for a considerable time before
destruction. In any ®mX event, thic is a time consudming
operation. But with the uge of the micro film the additional
file area required for cach ycar of files is so smell that a
destruction policy becomcs less important.

)
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WHEN TO MICRO FIIM?

Docunents cen be micro filnmed at any pcint between crea-
tion and destruction of the file., Thie ie an individual
choice for each hogpital. In western countries their exper-
ience sugpests that filming at the point of discharge is
proving popular end practicable, but scme hoépitals prefer
to commit their records to micro film after 1C years fron
the petients date of discharge.

VHICH DOUCMENTS T0 BE MICRO FIIMED?Z:

Not all ducuments within the patient record nced necess-
arily be filmed. But it must be agrced in advance which
doucnients can be destroyed.

WHLT fRE THE SEQUENCE OF FVENTS TC BE MICRO FILMED?:

From ny cxperience with the Micro filming equipnent, I
find thet filming the patients records presents an opportunity
. to organige a medical record department in a way which will
best suit medical ‘staff for future reference by adhering %o
the following order of sequences 1) History, treatment,
Nurses Report, anaesthesie report, opcration report, drug
shects etc, 2) Pathclogy and X-ray reports 3) referral
letters etc. 4) Discharge summery.

In short, micro film ig a recording medium - one that
results in high density information recording. It ig a
mediun which is self reproduceable - that is, micro film is
reproduced as micro film. When properly coupled with good £x
filing systen, clessificetion or indexing nethods, nmicro
£iln is a nedium for information storage and retrieval., To
Medic al Rgcords Officer, all this means that the nedical
record micro filmed, is not only stored more c ompactly,
protectively and close at hand but it can be used to provide
infornation copies readily to authoriged personnel as well.

I find from ny experience that there are few problens,
of course ninor in ®zw% nzture, have to be faced.

1. Medico Leral Caseg:= The first one relates ©0 the
adniesibility of micrc film copy as cvidence in legal
proceedings as in the U.K. Unlecs it is pernitted, the paper
medical record has also to be prescrved defeating the very
purpose of the intrccduction of micro film. As ours is the |
first hospital to introducc thie systen, we had teken up thisg
natter with higher authorities and ERx orders of Governnent

are awaited,

00'6




2a Eroper Conditiongs- & As the photographic equipment 1is
vgty sensitive to the variations in atmcephere; ﬁﬁmiﬁity,;
“etc., the equipments have to be kept in an air conditioned
places ‘and suf ficient space.

Of couwrse, theme are only minor problems which can be
easily solved, with the co-operation of authorities, when
once the above gystem is introduced in-hogpitals.

CONCLUSION:

Conﬁlderln, the very - lgny angntabcs of the nybtem, the
problems arc very ‘few and ninor 1n nature which could be very
eagily solved., °* :
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LEGAL ASPECTS OF MEDICAL RECORDS
_ by
Dr.T.R.NagaI'aJ

Professor of Orthopaedica
Bangalore Medical College, Bangalore,

M . CH ATRMAN

Allow me at the outset to profusely thank the
organisers of this geminar wvho have given me this
opportunity to be with you today and to share a few
thoughts about Legal Aspects of Medical Records.

History of Mediéal Records run parallel with the
history of Medicine, Records are as necessary for the
practice of Medicine as the Medication itself. Polychromﬂ
nurals were found in *the caves of old stonage and
silhouttes of amputation of fingers appeared on the walls
of caves in spain. 4l1l these dates back to about 25,000B.

Of course initially recorés werc maintained %o
record the treatment and for follow ups. B.ut the ~
importance of these records with resPCCt to legal impli- |
cations came to light as late as 1882. This was specially
noticed in the Western Countries where Medical Records
were given ebsolute importance in respect of legal
implicétions. And today it has reached such status thet
it could decide the fate of a practitioner or fortune of

a disabled patient. The way the records are naintained

in those countries are a treat to be seen, watched and \

followed. ‘ ‘.

But, alas! I am pained to state that in our l
country the medical records are treated with. such scant
respect that it hardly deserves to be called Medical
Records, and not to speak of the legal implications.

Right from the time it gets initiated to the
point it re& ches records section, it hardly gets its t
due respect and credence. I am sorry to state that
our own collecagues have not understood the rcal serious-
ness of naintaining proper records especially if its
not a Medico Legal Case. Lately, there has been a slight
awareness amnongst ourselvcs with regerd to legal impli- \

cations of medical records.
e .2
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But, I feel whether it involves lcgal implication or not,
vecords nust be maintained systematically right from the
start i.e., initiation point to coding pocint. By this

we can achieve many things specially acadenic aspécts and
to produce papers and to nake certain conclusicns and
decisions. 8o it is epparcnt that medical records mugt
be maintained even if no stztute er regulation is imposed
on the requirement. -Certainly we need ‘them %o pr~v1dc
best rnedical carc and of high' qdqlltj.

So, Medical.Reco: s igs the focal point of claims
of a growing number different groups such as Attorneys
and patients, physicians and insurance people, Government
and Police personnel end finally the hespital itself are
intercsted in the contents of record. Bach of these
groups, nany tlmes conpeting between thengelves -have
legitimate 1nterest in thc contcnts of the record.

Requirements of a Medical Record particulerly fron the

chal Vicw p01nt

Legal Aspectss- Medical Record shoulg be initiated at
the time of initiating treatment for every patient as
an out-patient ticket or a chit. Routine cases will

contact the respective Doctors of their allment and
obtain treatment which muet be clearly written on the
0.2.0hits.: IE ke cxamlnlng Doctor or even at the chit
counter, feel that thc case is not a routine one but
hag a Medical Legal 1m“11cthon then he or she directs
the patient to BGasuality Medical Offlcer for making
necessary entries in the Lccident Register and
information to the policec is given. Subsequently he
dir ects the patient to the concerned Doctor for the
treatment. On qultc a few occasslons a Medico Legal
Case may be treated on nerely Out Patient. basis and

it is imperative here that Out Patient Chit nust be
maintained ané retained obgolately well. It nust also
have entries of X-Ray number, details of trcatment
given, X-Ray report, followup notes etc., Additional
Out Patient Chit and a regular case sheet will be

initiated at the admiggion cownter.,
w ..._3
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T4 will heve a Bunmary (Pilot) Sheet in which all entries
with regard to. rﬁtlcnts pcrsonal particulars are entered
VEery clearly, esp501ally'namc, address, sex, age, inconme
etc. If the patient isAun-conciOUS the attendent who
b;:ught e fmt*uvf ijL give the particulars. On many
cccasions this may be incorrect and might require

corrections by maklng an affidavit on a stanp paper. In
addition to Summary Shcat case records will have a
Doctors sheet, Nurses notes, Temparature chart, Diet
sicct Scon' after admission, the Doctor concerned nmust
exemine ‘the patient in dcteil and nake entries about
hig findings bcfor«iany treatmﬁnt is started except in
absolute emerg geneies. - He nust be clearly write'the
following in a Mrg co Legal Case:-

1. Type, Size, Sice of any wound.

2. Side & type of Fractures if any

3, Type of complications if any.
This is'in additien: to, the routine entries about the other
~v<upu.1' Doctor will also meke entries immediately of the
irvestizaetions ordered . guch as X-Ray ctc., and also of the
trcatnent. The ward nurse ih turn will also riake entires
of the treatment instituted in addition to the maintaining
the routine investigations like Pulsge, Temparature Chart,
Diabebic Chart'ete. ALl investigation reports as and when
available must be entered into the case sheet at the
appropriate sites including the X-Ray number. Surgery
when done Emergency or otherwise; must have a pre-requisite
ceonsent obtained from the patient or the attendant/
Gaurdian in case of ninor or unconsicious patient.

A1l surgical procedhrgs including post operative
instouctions must be meticularly entered in the operation
chart. This will neces sarily contain the Anaesthetist
prb-OPerqtlve assessnent and operative findings. Any

recific pogt-operative Anaesthctlc instruction must be
entc ed also. If ean cmergency treatment is given even
before the records are initiated it must be brought to the
notice ¢f the C.M.0,, cthcrwise he will nmiss the orginal
njury. It is advisable to bring it to the notice of the
G.M,0., of the energency before any treatrient is given
ef. reduction of a dislocation C.M.O., might refuse to
a ccept that there was a dislocation if you reduce it

without an X-Ray or of is knowledge. 1
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Regular followup of the patient including doctors
instructions, findings, nurses notes, must be EEentered
every day, till he is discherged. However, if the patient
wants a discharge against medicel advise necessary
formalaties must be folloWed'in‘informing police before
the patient is permitted to go out of the hospital. Even
then the case sheet must be emtered fully till the time
the patient staysin the hogpital.

So, summing up the case shect/opd chit must be
complete at all costs, before it is sent to record secdtion
whether it is a Medico Legal case or otherwise. Now, the
Medic al Records form part of the hospital property and it
has its absolute and ccmplete rights.

Naturally it cannot be over emphasisted have the
importahoe_of two vital points with regard to maintanance
and upkeep of the records. They are security and relia-
bility. Need I say or stress the inportance of these
two vital points in mainteining the reccords particularly
from the view point of legal aspects. I don't have to
eloborate on.these ¥X aspects as it is out of my
jurisdiction, '

The inmportance of the record from the legal point
lies when the court calls for an evidence from the
Doctor while deciding on the compensation for -the victim
in a Motor Vechile Addicent case or in a Homicidal case
to determine the extent of injury causcc to the ‘agrieved
persop and to cdecide the punishment to the accused. It
is here that a correct medical records plays an important
role. Medical'record can be issued to the concerned
doctor on production Qf'ﬁouchers sisned by him. On the
bagis of the imformation which lies in the record the
Doctor can safcly state the injuries and fractures
gustained by the patient, and the trcatment given %0 hin,
Hence it is important that correct entries are nade in
the case records and O.P.D., chits with respect to all
injuries sustained bybthe patient and treatment given.

At the end of the oral evidence of the Doctor inveriably
the records are kept by the court as an exhibit and

hence any discrepancy in the statencnt will haul up the
doctor severelye. .

e 55
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Invariably it is about 3 to 4 years later that a Motor
Vechile Accident claim comes up for the evidence. So
it may réquire re-exanination of the patient once again
to assess the present condition to decide on the
percent age disability. Hecnce, Accurate record of the
re-examina tion including X-ray Examination nust be
recorded in an OPD chit and produced in the court.

iny treatment given between the time of discharge and
the evidence must be maintained throughly. For all
documents kept by the court es exhibits, a receipt nust
be obtained from the court clerk and filed in the
records section. Case sheets are marked serially at
every pace and total number of pages ig noted on the top
of Summary sheet. | .

In the same light, injuries and disabllities
sustained by the indivicduals, specially labourers nust be
a ccurately and precisely recorded to be produced in the
court of law to decide on the conpensation to be paid
to the sufferer, lately labour courts are organised to
deal with the extent of damage caused to the labourer and
the compensation he is entitled to. In addition, Public
Sectors have orgenised health insurance for their workers
and if they ere injured while at work they are entitled
for compensation to the cxtent of damege suffered by themn.
For all these procedures accurate Medical Recorcs to
assess the percentege disability is absolutely necessary.

NEGLIGENCE: What is negligence -~ it is carelessness!
Records negligently prepared ney be instrumental in
cauging harm to the patient -cither madically or lagally.
Medical record gives the information about what actually
occurred and the testinony of cxpert witness gives the
information to the Judge to decide on the case as it
rnerits. Henc ¢ any direliction and negligence on the
part of the Doctor/Nurse in preparing the record or in
giving evidence will directly reflect on the prospects
of the patient eg. 1. Paediatric case 2, Left to Right
(wrong cntries) 3. No entries or Missing entries. Loss
of record, alteration of record have bearing on the

legal aspcct., i
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It is the duty of the nurse to kcep it safe while patient
ig in the wards and report to R.MO., if it is missing.
Necegsary action in informing police and initiating a
duplicate is left to R.M.O., After discharge of the
patient, the record nust reach the record departncent ¥k
within 24 to 48 hours -~ and subsequent custody lies with
the record departnent.

It is needless fb.impress here that the all
inforrmation of the record is essentially confidential
and there is nc room for the access of information
expecially in Medico Legal Cases to anybody except:-

(2) Police for the sake of Wound Certificate (2) Death
Certificate (3) Notary of the Public for Insurance.

In such cascs it is prefarable to nake a photostat copy
and retain the original. Information can also be

divulged in cases of Scientific and rescarch projects.
Here it is essential tc mention thet all information
divulged by the paticnt to the Doctor is strictly
confidential and Doctor is on oath tokcep thesc informa-
tion a secrct except in Medico Legal Cascs. Patient can
sue a doctor fer cdivulging information known to hin
through the patient, such as discases nentally or other=-
wise. He cen't testify and reveal secreta of the patient
but only in crininal cases he can divulge, such infornation
which may be useful to the prosecution. Howevcr patient
has a right for any information from the records at all
timeg and it can be given aftcr obtaining the written
pernission from the paticnt, :

H long should the record be rctalned

How long do you rctain thes® records? It veries fron
state to statée and country to country. It is about 25
years in the U.S.A. and length of time . a. recerd to be
naintained can be decided by Hospital Authorities in
consultation with the Health Department., If space is
available it can be kcpt for any length of time or the
‘records may be converted into nicrofilm and then gstorcd.

Summing up a Medical Record a property of the
Hospital, containing confidential conriunicetion of the
paticnt and it is compiled, prescrved and protected foxy
the benefit of patiecnt, hospital and physician as
required by law and also for adninistration purposes.,

PR W W HAAR
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TNTERACT DN _BETWEEN THE MRD AND OTHER DEDART MENTS

OF THE HOSPIT AL

DR, MARD C. DE SOUZA ‘

Deput y Ho=pital Administrator :
St. John's Medical College Hogpital

Banga.lore.
* -~ DISCUSSION OUTLINE >

"MRD in the Hosplta.l Setting

Role of Hospital Executive

MRD Data for Hospital Committees

Interactions with Medical and Nursing Services
Interactions with An0111ary Service Departments .
Interactions with Supporting Service Departments ,

-—

Medical Superintendent : ‘Ho Spl tal Administrator | iz
Medical Records Committee Admlnlstrat ive & Plannlng
Quality Assur.Committee i HASY mrm.tte e

Infection Control Committee '

Medical Records Departument

Medical Staff Enduiry

Nursing Staff ‘ Admitting office
~ Out-patient bt
Account s and Billing

Casualty/
Egergency - Computer
B rakaTing Stores & Purchase
Ward
- : Maintenarce
Operation Theatre House-keeping
Security

Personnele.
MRD AND THE MEDICGATL SUPERINTENDENT (MS) ‘

e The MS is ultimately responsible for the overall functloning
the MRD in relation to patient care activities:

i. Compilation, storage, rethirieval of medical records
ij. Availability of records at all times

iii. Proper indexing: diseases, operations, ph;ysmlans, patierts
ive Periodical repo rts:

- registration of births and deaths

- communicat on of notifiable diseases

, — statistical reports on patient load, length of stay,
discharge analysis, morbidity, mortallty.

Medico~-legal issues: . ‘
réporting to police :

issue of certificates

pre servation of evidence for production-at court.

vi. Retention policy amrl disposal of records
2, MS should effectively liaise with doctors to ensures

i. Proper docurentat ion of patient datas
~ legible
- accurate and factual

.. = timely complet ion

505062%‘
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ii. Return of récord gp tipe s
— from OFD, ward, doctor's office
e — vhen taken for resesrch Purpo ses
MRD AND"I‘HEI HOSPITAL ADNINTI STRATOR ( (EO_)_.
1e: CEO ig Tesponsible to the Governing Board for imple menting;
i+ Decisions of Dboard Trelating to records to pe maintained
for out-patient =, emergency care and in-patients, and any

epec ific directio ns Tegarding how these Tecords .should be
- pr'ocessed and stored.

ii. Decisionsg of ~medical st'aff. é.-hd committees on manner in
which patient data should te recorded and processed

il Compliance by MED of lavisy regulations ad accrediation
standards of statutory bodies and orders frop courty,

2+ OEO bears ultinate‘responsibility for safeguarding medica] -
records against Jo s8y defacement, tampering, unauthorized use,
fire and water dg mge,

3« CEO iw accountable for organizing the administrative functionin-
of hospitaj ineluding MRDg:

is Appointwent of a dualified and competent VRT,
il. Providing sufficient staff
iii. Delegating duties, delineating and Cclarifying accountability
of subordinates :
ive TImplementation of personnel policies
Ve Disciplinary act ion ;
Vi. Harmonious and effective Working of MRD with ot her
departments hospitals - i
viie Providing eduipment, Spacey; facilities
viii. Administrative and firancial management

MED AND HOSPIT AL CO MVITTEES

1e Il/_Ie;:d_ica_l Records Committe ey

iy VMRL is Seerebary of Committee gnd plays key role in 1
determining itg effectiveness. He atiends to agends, miny. -
tes of meet ingsgs, follow—up actions.

e MEL apprises members on
= rending records
— Don—-conformance to established Policies by doctors
(timely completion; clinical pertimenc e; adeduacy for
care, research, medico—legalg availability . '
- reduesis.for new f arpg., 3 ’

K}

e £ A 9 MRL seeks guidelines from cliniciane on
- retention policy for records i
— specific requirements Tegarding processing, indexing &
storage of patient daia, n -

2 Quality Assurance Committee:

i. " MRD to compile data on

inciderce on hospital acquired infect iong

~ DPost-operative infection rate

- Tisk managemat incident reypo rt g

- utilization review, length of stay

- mrtality; net death date, maternaj death rate ynemnatal
death rate, anaesthesia death rate, rost—operative death
rate

= Chart deficiencies

- 1 P MED to provide patient records for retrospective (medical)
avdit.,

.v. L .3‘.’
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i Infection Corn‘tr’ol committees |

ie NARD to compile data on

— 1ncidence of nosoco mial infection s

- incidence of Post—gperative infection
- deaths resulting from hospital actuired
1i. dnalysis of cross—infection statistics _ “
- Ward-wise . e
— correlated with primary disease condition l
. ? 1A .‘ “‘ 3 < . ‘
4, Adminigft_:rative and Planning -Committee, ey

ie MES provideg data on:

infect ion.

— vVolume of care/services rendered in g define® period,
growth over tipe - 5 il

= Ceénsus information for staffing and Supply needs &f
the hospital
- Cost accounting aCCol“din§

to average patient 1oad \in
individual care units an

foroveraly hospital serviceg
= . utiliZzation of eXisting resources, need for additional
facilities ‘ \ |
- patient profile . e T |
= .practicioner prof ile
iis Committee must approve;

: |
- reteéntion policy of Tegisteres, case records |
- mamer of storage, sumuarizat bn, disposal of patient data,
MeD AND THSZ MEDICAJ, ST AFR “
le Medical Staff reduire patient records for; .- |
i. Documenting the patient's Condition,
out aml his response to treatment

Procedyres carried
: |
\

tatus (in the light of -
dings and investigations)

ii, Review of the patient's present s
past medical history, earjier fin
S0 as 1t plan patient care,

iii, PFacilitating review ani continuity of treatment by jas
miltiple practicioners in the ho spital |
“ive Quality assuranc e, medical audit, cliniCo-patho]_ogj_cai
revieWs, evaluat ion of ratient cagre ‘
Ve Medico=légal doCuments for production at Ccourt, safe
ding interests of practicioners and det i
written consent for procedures,
Wil Medical education and resesrch

. Statistical analysis of .medical data, i )

24 To fulfil the above Objectives, medical staff should ensure Jc

hat s
i. Patient records are legible

y Complete the factual ‘\
ii. They accurate summariZze the patient's cordition at thé
tire of admission ( or when see at the OPD/Casualty),\
his response to treatuent, mjor patient-provider intera-

¢tions, and conditon on discharge. : |

3¢ JCHA guidelines on Medical Staff 's responsiblities for patie" t
recordgs r

i. Approving symbols and abtreviations that my be used
and disseminating this list to.all its members “

1i. Identifying specific categories of hospital ard |
medical persmiel who are dualifi ed to accept and
transcribe verbal hysician orders and when counter |
signature on transcribed verbal orders e reduired |

|

ool

\
l
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iii. Stating amunt of time following admission of the patient
during Which histoIy and physical examination mst be
documented

vie Issuing gpecific tipe, 1iwdts for completion of m@dical
records folloWing patient discharge
v, ReQuiring-all en';rié"s“ir?“fi'ie medical record to be dated
_ and authenticated by the responsible practicioner.
4, Common problems encountereds
vi'.‘ Entries in record are perfunctoly, inadeduate and 4o not
reflect patient's Co réition and treatment given
iie. Inapopropriate abbreviations
iii. ©Pages in record do not contain patient identification
detakls, liable for misplac ement ! .
jiv, Entries in record not traceable TO the re gpective doctor,
not signed, not dated

Ve Tatrogenic CouxpliCﬁi:ions not factually documented,
nogocomial infections not repo rt_ed

vis Timing/date of discharge dif fer from nurses notes

vii. Records incomplete (particularly admission record) and
nence Ganrot be indexed and stored <
viii. Records taken from MRD by doctors not T cturned on time.

MRD AND THE WURS ING SERV ICE

1. Nursing staff reduire patient records fors

i, Carrying out physican orders which should be unambiguous
wiitten. :

ii. Documenting ‘patient's condition, critic2l incidents,
response to treatment ;

iii. Documenting medication given, procedures carried oub

iv. Documenting compliance W #1h hospital policies, ward
transfers, billing formelities

ve Census information reduired for planning patient care,
staffing, attending %o ward routines

vi. Nursing audib, critical incident review, enduiries into
negligencee '

5, To fulfill thess objectives, mursing staff should ensure that
enteries ares

i. Leglble, complete, factual
iis Made promptly on carrying out proc edure, by same individual
iii. Dated, tiued, sigred.

%3, Nurses notes ocCupy mWa jor portion of "IP record, Need hot be prese-
rved except for medico-legrl Purpo SESe .

4. Common. problewms encountereds

i: TPages in record do not contain patient indentification
detailse. :

ii. Pradam not used, wrong L T. numbers .
iii. Charts held up in wards, not returned following discharge
jv. Census incorrect, especially transfers

v. Invectigation reports not filed correctly, especially for
patients transferred oub.

MRD AND THE ANCITLARY SERV ICE DEPART MENT 8

0-00.05
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1 OQut-paticnt Departmnty

i. Prolonged patient Waltlng time for reglqtrat ion '_md. record

retrievsal.

ii, Referral to correct department based on presenting complaint

iii, DManner of despatching records to doctors
ive Non—return of records
Ve Wrong filing-by doctor, by MRD

vie MRD invariably harlles the appointments system.

2, Casualty / Buergencys

is Delay in opening new cards/retrieval of o1d recordJ Wwhen

eme:CgenCLq report especially at night,

iie. Admission formlities of patients admitted through basualty

G0 be streamlined

iii. Docunmentat on to be complete as every case is amben‘t141]_y

medico-Jlegal one
ive Follow up on medico-legal formalities

~ preservation of records, X-ray, material for eXamination

- police fermalitics
= mintenance of medico~legal Tegister

- issue of certificates; Wound, medical examination,| death,

3. Iaborstories and Diagnostic Servicess

o

i, Investigative reportg to b filed
- promptly

—~ Correctly - Wrong IP nunter, Wrong patient folder
ii. SummariZation of leports essentitl to pievent bulky OP

records.

iii, MmD %o despatch reporte to 1n-p1t1um: folders Wheh

laboratory umble to 'locate patients

ive Rc;ports, ircluding ECG, EEG, X-ray, ‘may be preserved by

MRD in respect of medico-legal casesgs
4. Wardg__:

i. Censiic data dependant on ward adwmission - discharge

registers.
ii. Ward to clearly imberact With MRD for:

- effectiveness of centralized adwmission Mrocesq (COlnmuni-

¢ation of vacant bed status)

= inter-ward and inter-unit transfer of patients

- despatchof TP records ( and investigition reporte).to

MBD following disch ¥ge of patient

5 Operat ion Theatres

i. Indexing: Operation index, Surgeon's inde®

ii. Compiling incidence ofs
- post—operative inféctions
- surgical complications / deaths .
- anaesthetic c omplicat ions / deaths
MRD AND THE SUPPORTING SERVICE DEPART MENTS
1. Enquiry / Receptions

..0."..06
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i¢ Censue informztion to be up-to-date

ii¢ Information on dahgerously ill patients
iiis Information on V.I.Ps.

ive Assisting registration formalities,
Admitting Offices : ‘

ie Often an intégral part of MRD
ii. Should not delay c ommencement of tratment
iidi. should comply with hospitalization formalitiess
- admission to a specific facility / department
- docurentation of patient'identificatipn data
- assignment of IP:number
- advise MRD to‘ trace earlier Ip f)lders if necessary
- obtain consent for treatment
-~ preparation of bradma plate,
Accounts andbillin

ie Billing Department to be :Lnt :unated at tlme of ad mission

(without delay).

iis Billing to e kept informed of vvard transfers, Change

in fac ility, discharge, etc,

~iii, Certain charges get autowatically up—datedwith census

datak: bed rent, tratment charge, profesqlonal fee,
00@___63}: Dvpartmcnt- :
i,  Well-established applicationss
- registration
- appointments system

- booking admissions, scheduling procedures at service

departmenus
- census
-~ discharge analysis

indexing: alpha, digease, operations, surgeons

-~ generating statistics on work turnover, length of
mrtality, risk management. g

- storing data on set formts for research;
ii. Recent advacements:
- data bass system for patient case records
— on=line real-time access of patient informat bn .

- se01:1rit;y provisions to prevent unaut horised access
mdification of patient data.

Stores and Purch ses

i, Indents generally includes

- registrat bn and case record proforme, index cardg,
case folders

~

- stationery and other officc materials and applia.n‘c"'es

= ooks: ICD codes, medical dietionary, MRD man-ﬁg'ement
- gtorage racks, furniture.

stay,

of and

registers,

otho-o7



ii. Safe~guards:

6s Maintenances |

-

L

=
ae

volure of indents can be correlated with pa2tient turnover

annual reduirements must be estimated in advance and
cated to Stores 3

stock-outs can seriously disrupt flow of work g

MRD should meke conscious attempts to cut doWwn on st
ery in view df its high anit cost

MRD should endeavour to cut down on mltiplicity of {

commni-

ation-

forms

Le

ii.

Maintenance ofy

typewr ifers

bradma embossing and printing eduipment

kardveyor, £iling cabinets

calcul stor

vacuum Cleaner

computbter, terminals

Preven:ive mintenance versug breakdown maintenance

can be schedvled during nor—-busy periods

preventive mintenance decreases freduency of ~brezkdowns, less
exp ensive, does not disrupt functioning,avoidg wastage
1

(duplicative work).

T. Hou ase~keepings 3 \

i.
iie
iiie.
HilVo

8. Security:

Daily cleanliness
Periodical spring-cleaning, dust remval ‘
Orderiliness of records, correct filing ‘

Disposal of 01d records as per retention policy guidelines,

ive

9. Personnels

ie
iie
iiie
Vie
Ve

Manpower planning, appropriate number of filled posts|

Unaut horized entry of outisders
Theft of hospital property

Internal eecurit y of paient data: unauthoriZed acce
manipulation, destruction of medico-legal evidence

Ul

t

Security to staff working at night, holidays, etce

‘

Selection of qualified and competent staff, orientation,
training |

Performamce appraisal, confirmat jon, promtion
Leave

Disciplinary action.




' BRADMA SYSTEM FOR MEDICAL RECORDS M Tad
/ INTRODUCTION: A recent study in a few Hospitals in India revealed that:

- On an average,a patient waits for 85 minutes in order to
get 2 minutes of Doctor's time.

- 25% of the patients get less than 1 minute of the Doctor's time.

- The cost of an inpatient per day in the Govt.Hospitals was
Rs.55/- whereas the charges were free or negligible.

- Tle cost of an outpatient(calling a few times a year) was
Rs.419/- whereas the charges were free or negligible.

- A new patient - or old patient without records - spends 2
days on observation before the treatment is commenceq.

OBJECTIVES (ADVANTAGES) OF THE BRADMA MEDICAL RECORDS SYSTEM:

Hundreds of Hospitals the world over have introduced Bradma System for
Inpatient and Outpatient Records,with a view to achieve the following
objectives:

_* to provide a means of reproducing patient-data speedily, legibly and
/ accurately on all documents.

* to eliminate writing work of Doctors and Nurses, and thereby maximise
utilisation of their professional skills.

* to reduce Hospital clerical work in this respect to a minimum,

* to eliminate checking of repetitive transcription of patient-data.

* to ensure that the Patient's Hospital Number appears correctly on
forms so that:

- assimilation of case-data 1s ensured for future use in case of
patient's re-admission or for vital case-studies in medical
education and research.

- all vouchers are properly accounted and charged for, and 'writing-
off' because of illegibility of patient-data is eliminated, ;

* to provide properly assimilated case-data needed for reference by:

- Teaching & Research Staff
- Insurance Companies ‘
- Investigation Departments in respect of Medico-legal cases,

BRADMA METAL PLATE SYSTEM FOR MEDICAL RECORDS

Bradma System for Medical Records has been installed by Hospitals through-
out the world, for neat, accurate & speedy preparation of following forms:-

ADMISSION OFFICE:

1. Patilent's Folder

2, Admission Record & Lists

3. Index Cards for Medical Records
4. Advice to Enquiry Desk. i

WARD ¢

5. Consultation Record

6. History & Physical Examination Sheet
7. X-ray Requisition and Record

8. Electro-Cardiogram Record

9. Neurological Examination Record

10. Diabetic Chart

0/ 2
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11. Laboratory Reports for:
- Clinical Pathology
- Microbiology
- Biochemistry Laboratories etc.
12. Operation Authorisation
13. Operation Record
14, Request for Blood & Blood derivatives
15. Anaesthesia Record
16. Oxygen Consumption Record
17. Doctor's Orders
18, Temperature and Pulse Rate Chart
19. Nurses' Daily Report
20. Physiotherapy Record
21. Midnight Census Sheet
22, Discharge Slip & Certificate

RECORD OFFICE

23, Daily Discharge List
24, Statistical Analysis Sheet

The basis of the Bradma System is a simple one-piece recording
which facts and figures can be embossed for complete or partia
tion as required. One piece plate is prepared for each patien

unit on
l reproduc-
t and on

it is enmbossed with the following data:

1. Hospital Number 2., Name of Patient

3. Age,Sex & Marital Status 4. Occupation & Civil| Status

5. Medical Records Code 6. Address of Patient

7. Father's/Husband's Name & 8. Name of Attending Physician

Occupation .

9. Date of Admission 10. Deptt.and Ward to which
admitted

11. Bed & Diet Rate 12. Income of Patient etc.

After printing the first set of Forms 1 to
plate along with the Patient's folder is sent to theWard.
the plates are filed in Wooden Trays with compartments indexed
Bed Numbers. These plates are used on the Bradma Small Hand Pr
machines in the Wards to print the documents 5 to 22.

In due course,when the patient 1is discharged,the plate is sent
Medical Records Office,where Daily Discharge Lists and Statist
Lists are prepared on the Bradma Printing and Listing Machine.

Finally, when the plates have served their purpose, they are b
and re-used for new patients. This can be done 3 or 4 times.

The following are the advantages which will be gained with the
tion of the Bradma Medical Records System.

4 at the Admission Office, the
In tl

ne Wards,
with the
inting

to the
ical

lanked out

introduc-

1. Records will be prepared at least 5 times faster than by m anual
methods.

2. Records printed from the Bradma Plate will be 100% accurate.

3. Records will be typewritten and as such perfectly legible.

4, Valuable time of Doctors and Nurses will not be wasted in hand-
writing details(at a recent study in one of the hospitals in

Bombay, it was found that a patient gets an average of only 2

minutes of the Doctor's time).




Cross Indexing will facilitate tracing of previous records

in the

shortest possible time. This will be very helpful for referring
to the previous medical history of the patient and treating him

more objectively.

Installation of Bradma Automatic Selector Machine will enakb
compilation of Medical Statistics.

Bradma Medical Record System will prove invaluable for Medi
Research.

Correct coding will facilitate correct assimilation of all
chargeable records and therefore maximum billing and minimu

le

cal

m write-

off because of illegibility.

EQUIPMENT CONFIGURATION:

Admission Office: One or Two-Model-1620(Depending upon the number of

admission per day) One Model-1210 and One Printing

and Listing Machine.

Wards: One Model-1210 each.

PARTIAL LIST OF BRADMA USERS

i) CMC Hospital, Vellore
ii) CMC Hospital, Ludhiana
iii) Jaslok Hospital, Bombay

iv) Jawaharlal Nehru Institute of PG Medicine, Pondicherry

v) Institute of PG Medicine & Research, Chandigarh
vi) Holy Family Hospital, Delhi
vii) Safdarjung Hospital, New Delhi

viii) Calcutta Hospital & Medical Research Institute,
Calcutta.:

ix) Eastern Railway B.R.Singh Hospital,Calcutta
x) Shree Chitra Tirunal Medical Centre, Trivandrum
x1i) ‘Wanless Hospital, Miraj
xi1) Tribhuvan University Medical College, Kathmandu, Nepa

etc. etc.

Vi T e
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|
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MEDICAL RECORDS/DEPTS - YESTERDAY, TO-DAY & 1O MDRROW

Sri. G. Keshava Rao By Former Medical Record Offlcer BMVO & St.John's
Med:l.ca]_ Hospltaxl College, Bang;a.lore.

_ We know that tle History of Medlcal Lecords run parallel with
-'Atha Hls‘tOI‘y of MNedicine. We algo know that Records are as nec essary
for the praCtlce of Medicine as Medications are for the effective
treatment. The History of Medical Records from tre earliest beginings

to the present time, has continued unbroken even though greater prog-
ress has teen made in some periods than others,

The earliest records were primitive in form and very dlf\ferent
from the present Medical Records, that is, like outline figures Found
in the caves of 01d Stone Age etc, These date back to about 2,500 B.C,

.. But these served to record the Medical achevements for later genera-

'_,,ti‘o'ns.,,/j As the time went on, Medical Records became more detaile

and i"iﬁproved also. / The Physicians of Greece, Rome & Egypt etc. ‘%lrote
more treatises on Medicine and Surgery. The wst valuable anclent
Medical document that has come down to us are EDWIN SMITH PAPYRUD
(Surgical treatise) and GEORGE EBERS PAPYRUS (Medical treatise) |

appears to have been written about 1600 B«Ce and 1550 B.C, reSpectl-
vely. These are now in possession of the NEW YORK ACADEMY OF MEBICINE.
In the 19th Century, a new hospltal at Massachusetts, Boston, wés
opened in 1821, a Medical Record Librarian was app01nted for the‘flrst
time and the lospital kept reCOrds in Folio Volumes of s:.ze 8 a2 x
25" the welght of which is approx:Lmately 5 Kgs— still stated to be in
good condltlon. Notable attempts were mde to uplift the Med:.ca]f
record aa:.ntennance dhrmg 20th Century i.e. starting of Medical
Record Deptsein teaching and non-—teachmg hospitals, unlformlty o‘f
keeping records and person to be incharge of the records, stadan d1-—
zation of hospital, training to Medical Record Personnel, ‘

It Was thought that World-wide participation of Medical Record
Personnel would bring about greater and mre rapid advarce s in the &
establishment of International standards, the compilation of stat{istics
that could be used for Intermatioml cemparisons-,' as well as disease
clagssifications that could_be adopted on the International basese. The
first Intermatioral Congress im Medical Records was,-held in quorl,
in 1952 and thereafter in various other Countriess e \

In UNITED KENGDOM by beginning of 20th Century, there -appears
to have been a mre vigorous and wider acceptance that the purp_os{e and
uses of accurate and complete " CASE PAPERS" were manifold. If igood
and accurate records exXisted, it was due to insistance of :Lndlv:Ld‘ual
. doctors, or group of doctors, or the entire medical staff of an
institution, Who wished to make use of them for a speific personal or
collective interect of their owWn. At that time, the doctor Was not
obliged to Write up his findings ard intentions inrespect of eackm amd
every patiert. There was gradual change in the first years of |
Century.  An ever inCreasing population meant ever increasing |
|
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deman ds on Medical Iaboratory, Nursing and Technical services.
Clerical acssistance was given = but they were not trained - therefore
not alWays With good results._;; : pm

Another probiém was reluctance on- a11 s:.des to provlde spaCe.
It méant to the ordinary mind - the recordd had fulfilled their purpo se
and therefore could be dispensed with. - But, /8., few hospitals in UdKs
preserved their records in some form, pxactlce being to h;nd thenm
annually, either alphabetically by patients' narwe, Chronologically
by date of admission or under the name of treating doctor.  For many
years, the staff of affairs was that the clerical staff provided were
untrained, inadeduate space, unsuitable e’hipnﬁnf ety _

After 1914-1918 war, need for administrative and clerical aseist-
‘ance was felt by doctors as they wanted to study their new technilues
in fields calling for long term followup, such as, Orthopaedics, 155

Cancer etc,” This was probably overlooked., At tke end of ITnd. World-

" War 1959-1945, the demand was again mde the Medical “taff. As a .

result a new profegsion "MEDICAL RICORDS" came into_ being and stepé

Pt g

taken for proper and methodical maintenance of Records. e
| In INDIA, Chrlqtlan Medical Coliege Hospital, Vilbre was first

lospital to start tre Medlcal Record Dept in 1900 in ar:;;‘ganlzed
system. Training of Medlo“al Record Officers and Technicians was

started in C.M.C. hospital in 19624 A number of Committee were

appointed by Govt.of India fromtime to time, to go through the ne'ed

for maintaining tle Medical Recordss The Jain Committee specially
brought out the importaise of keeping good Tecords in a beedhing
hospital under the guidarce of the Medical Records Officers

In KARNAAKA - patients records used to be maintained in sho rt
form —in single or double follscap sheet forms caljed Medical Case
she &/Surgical case sheet, These were wund in heavy volumes — :
Surgery andMedicine, and were preserved. The Medical Redords in an
organlzed pattern Was started in the Co mbined lospitals attached to
the Ban @lore Medlcal College, Bangalore in January 1972, as an
expet'lmaqual measule, altlough a begnlng has teen made earlier in tte
year 1965 — but Wlthout mcCh resultss Medical Records Technician
traﬁ’g Was started at Bangalore Me dical College in June 1977.
Also, a vocational course — P.U. C. Diploma . I\LR.T. Was started by
the Directorate of Vocatlonal Educat ion in Karnataka, Bangalore;
the course being conducted by a Junior College *ith the hospital
assistarce, at three ti‘a'jning Centres viZ., Manipal, Gadag and

Davangere. The privahe hogpital had the Me?ii—cal Record Déj)ﬁts prior

o sk

evecesly
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TOoO -~DAY
~In many of the Private hospitals, the system of maintenance of :
Medlcal Records is on scientific line and are used freely by the| Denst ors
Administrators etc, for various Purpo ses. As regards the Govt.Mt‘d ical
Institutions in the State and some of the private Institutions, T\ca 108 l
records are not maintained in Scientific Way., Computerization ana s
Microfilming of Medical Records hive been introduced in very few
institubions, Most of the Govt.Medical Institutions do not mints n
Medical Records for tle Out-Patients, 4n Out-patient ticket is He el
to patlent, Whereln the history, investigations and tTeatment . given is
rec orded brle:fly. ' The usal tendency of people is that they keep ?ﬁh_.-“
O:P. Chit ¥ill they get Well and then throw it. Some times, even. for
a Sec ond ‘VlSIt the O.Pe Chit is not found w:d:h't he patient. This not
only increases the number of New patients, the work of the Doctor in
re-eXaminaion of patlent, re-investigation etc. but also delnyql PrOopEr
treatment to the patient. The plight of the patient Will be mere in
the case of Medical legal cases. . Each Institution hasits own frms,
different . siZes etcl /Proper collect ion of case.records, drawal of
statistics and px‘opef filing isrmt there. The statistics furnished
these institut lons may not also be very accurate. Since there 1gug_g_¢.-
orientat on, Doctorg ard other staff ~mke entires in*the Case records
in their own way, - — :

[

I rerember tiat the D, GH.S. New Delhi and arranged for =
Seminar on introduction of/Commn set of forms in the Medical In«ii-
tutions of diffrent level through out the Gountry and some officials
from the Karmtaka State and Other %ates has participated. Iate :
these forms were mtroduced incertain institutions in Karnmataka on
trial basis. The results are not knoWn - The scheme doesnot appear
to be continuing,

From the ahlwe, the following draw backs could be noticeE:—-

T¢ Want o f trained personnel to mintain and Man the Medical
Rec ards Dépt. Even if trained staff are posted, they1 are
withdrawn and utilised for work other than M R.D. .

2, Want of Proper Equipment, forms ard Stationery.

3 Want of sufficient space for the Depte. X

4e Iack of proper planning of the dept. Unlform Rules an(
Regulations.

=2

5« ILack of strict insistance on the Medical, para-medical .
and ot her staff connected with the treatment of ptients
to record their findings etc, in tke Medical Records |
promptly. -

6. Iack of inspection regarding the proper working of tle

! Depts and a Co-ordinator to Supervise an d Gui de.

13"
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We all know that/a good Medical Record is mt the product of
the Medical Record Department alone, but it ig the combined efforts
of 811 those who are concerned in the treatment of the patient from
admigsion vo discharge viz., Doctor, Nurse, Radiologist, para-Medical
personnel and others.

_ TOMORROW

Medical Record Depts.yneed be establlahed mteachmg and Na jor _
hospital in the first instance and then extended to District Hospltals,
Talud hospitals, Primary Health Centres etce

£ Trained staff sufficient/to Man the work load of the department
" should be made available to work in:the deparmtnet in scientific way,
- Withdrawl of the staff sanctioned and posted to the M.R.Dept. OR
~UtiliZation of their services in other dept«. should e stopped, as %
this :'deprive the Medical Records Dept. from turning out its legitimate
work, ‘411 these “thirgs happen ‘becau se the work turned out by tle
Medical Records Dept. 1s not known to rany of the persomnel in other

de pts. Therefore, it is necegsary that’ the personnel working in a
haspltal should be aware of the eX1stence o g Medlcal Record Dept
and its furctionse It would be better if aOrlentatlon Programme
for evéry new Commer (i.ee Medical Personnel, Nurses and Para -
-Medical personnel etc ) to the o spital is there, S0 that he/she
couwld understand DOs and DON'ts of Nedlcal Récords in that hospltal.

There need be lategt thipments and also furnlture, at least
Oalcu]_ai;ozs, Index cablnets, steel Ivacks, hea.v;y duty staplers, steel

“almirahs, t;ypewrlters, duplloatlng machlne, Zerox photo COpylng machlne,

a Vacc;um cleaner, wooaen or steel tables and chalrc:, ‘gide racks,

sortlng table etc. in the dept Provision of Computors and Mlcro—-

fllmlng equipment V’lll e to the advantages

Medical Record forms are uced as an essential tool in the ]
‘care of aptients. They Will assist in prividing and transmitting the
aggregate information on the individual patiemt in a.stamdard pattern
to any member of the hospital staff concerned with the welfare of the
patient. Printing ard supply of forms should be ﬁrqperly regulated
and the forms standardized. Wastage of forms by using them for the
purposes other than t ley are meart for, should be prevented.
Stat ionery also should be mde available to t he Medical Record
Dept in sufficient Quantity. :

SPACE for tle storage of 01d and current records faces a
grave problem. Many do not realise impo rtance Aof filing 01d
records T ' ; ;

K4
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and their retrival and &so their safety. Records,as well all know,
are usually preserved for three purposes: ViZe,

1o To meet the needs of patients g””“"f@ -
25 For Medico—legal purposes

3s For use of Doctors for writing scienmtific papersy for
writ irg dissetation and for "%esearch.

Prop er palllng made at the time of starting the dept and fixing the
retention period for various types of records, ComputeriZation and
Microf ilming Will reduce the burden of storage to a great extent|.
Fixat ion of retention period for Medico-legal cases and orders
regarding acceptance of Microfilmed records in Courts would go |a
long way in solv ing space problem,

Training of personnel as Medical Record Technicians, and
Medical Record Officer ( B.M.R. Sc) need to be introduced to meet the
demand for the trained pelé{)nnel to Man the Medical Record Depts.
sanct ioned.

Rules and regulations regarding functioning of the dept,
Writing of case records by doctors, nurses etc, and sending tle case
records of patients after discharge to the Medical Rcords, tlk ‘ethod
of filing them so as to retrive them at a moments notice, drawii ard .
maintenance of statistics out the Medical records for various p‘ poses
need be there, and be strictly adhered to., There need be a Medical
Record Committ.e amiffedical 4Audit Committee to enrish the value of
records which will deal with mtters of Medical Record maintenance
and their Quallt:')/]/. Pégo(o Lo le 54/54567}6”,[,) o — Celg ,_I,L,Qj{}l Dfﬁlma’a(

/ The Ingpection Committee of the Indian Medical Council | and
the Universities need make it a point to inspect the Medical.
Record Depts,” When tley inspect the Medical College hospitals %o
see the Quaiity of records and see whether .they meet the need of
Medical educat ion and Researchy if necessary by enlisting a Senior
Medical Record Officer in the team of inspectorg.

To ensure that all these are followed, there need be a repre-
sentatjon in the State Directorate, a post of Deputy Director
(Medical Records) to assist the Director and Government,. to plan,
develop ad Co—ordinase the Medical Record Services at the State Level: ”
Thispost need filled in by promtion of Senior Medical Records A
Officer, \

Lastly,/there need be Medical Record Council for tle Country,
wherein all the Medical Record Personnel should get registered
before they practice t'he pfession, just as on the lines of the
Indian Medical Council and Nursing Council.

L 17

Thanking you. i
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Medical Audit
DR.S @k ARRA

Medical audit is a method of objective evaluation of| the

quality of medicare, by physicians, to detect deficiencies in the

services provided, and to improve attitude, skill and knowledge
of the health care providers, to ensure collective accountability

for quality care.

Objective evaluation is data and information based.

The three sets of data viz. the patient data, the clinical
data and the financial data, are selected to be desirable,
feasible and affordable. The data collected are analys%d and
converted into information. A simple and effective dat. Dbase
management system or management information system is therefore a

basic requirement of medical audit.

For evaluation of quality, the efficacy, the efficien‘y and

the acceptability of the services rendered are evaluated.
|
|
.|

The three components of a medicare facility viz. its

structure, function and outcome are audited.
|
The audit is conducted by the service providers themselves
i.e. by the treating physicians and the medical administrator,

supervised by a peer group.

The emphasis is on detecting deficiencies in services with a

view to improve attitude, skill and knowledge of the service

providers.




Medical audit is to ensure shared responsibility and
collectivé’accountability for quality care. It is not a fault
finding exercise.

BASIC OR VITAL PATIENT DATA (INCLUDING SOME CLINICAL AND
FINANCIAL DATA) AND THEIR RELEVANCE

(Conscious and purposeful selection of the data to be recorded)
Name of patient- It is recorded as the personal identifier.

IPD and OPD Nos.- The serial IPD and OPD number constitute the
hospital identifier. Name, the personal identifier may be common
to more than one patient, but the hospital identifiers will be
distinctive to each patient. Besides, the hospital identifiers

are chronological and gives the idea about the patients arrival

in the hospital.

Age of patient- It is recorded to group the patients into
clinically relevant age groups such as neonates, pediatric,
geriatric etc. Age distribution in morbidity and mortality

pattern may provide vital information if distinctive.

Date of admission, date of operation and date of discharge/death-
These provides information about the duration for which a patient
stayed in the hospital.

Average stay of patient in a hospital is used as an indicator of
efficacy of hospital services and also of patient turn over.
Decrease in average pre-operative stay of patients reflects
efficient pre-operative workup and decrease in average post-
‘operative stay reflects lesser complication and infection rate.
Number of one day surgeries performed can also be calculated from

it. Average number of patients discharged per day gives the



patient turnover or the patient load.
i
Percent bed occupancy is calculated by the following -

Number of beds occupied (at midnight) X 100

Number of beds in the hospital

It can be calculated for individual ward or discipline.

Percent of bed days utilized is an alternative evaluation parame-

ter that can be calculated as follows

Sum of days for which each patient stayed in the hospital X {00
Total number of beds in the hospital X 365
Name of treating doctor/ unit - This is recorded to evaluate
performance of individual doctor or a unit.

Final diagnosis - This should be entered and codified as per the

ICD Code to render the patient data into valuable and eirily
retrievable clinical data. Diagnosis of the underlying (primary)

|
- and antecedent and associated (secondary) diseases/ conditions/

disorders should be entered as Diagnosis 1, Diagnosis 2, Diagno-

sis 3 and Diagnosis 4. Upto 4 diagnosis should be permitted.

From the aforesaid morbidity and mortality pattern of the hospit%l is
easily worked out. The two provide vital primary information‘for
performance evaluation of a hospital.

Expenditure incurred on the patient- An entry about the
expenditure incurred on a particular patient or the amounﬂ of
hospital bill in the data base, enables cost analysis in ter$ of

various treatment groups of patients.




CODIFICATION OF PATIENT DATA TO MAKE IT RETRIEVABLE, USABLE AND

COMPREHENS IBLE

The patient data when coupled with codified clinical data about
the primary cause of disease or death and associated or
antecedent secondary causes, renders the data set into a readily

usable information base for effective management.

Internétional Classification of Diseases (ICD) code is a readily
available low priced WHO publication that provides ready to use,
simple but comprehensive, method of codifying diseases, disorders
and conditions. The classification is dual axis classification
using the site and the etiology as the two axes of the disease.
It is thus possible to classify a disease in term of the organ or
part involved and the condition(s) causing it. The code, which
earlier was purely numeric, is now alpha numeric using an
alphabet followed by 3 digits. The 3 digit core classification is
sufficient for vast majority of purposes. For those who wish to
use a very detailed and comprehensive classification, an extended

3 digit code with a decimal and further 2 digits is provided.

The ICD code is available in low priced book form. The diseases
can be very easily codified using these books and the index
provided in them. As a matter of fact the core classification can
be easily extracted for use in the wards if desired. Otherwise,
all records of the patient discharged on a particular day should
come to a central palace before become sent to the record room. A
medical officer scrutinises them and puts the codes against the

diagnoses. With approximately 30 discharges every day in a 250



\
bedded hospital, the codification does not take more than 30
minutes. And the value of codification is immense - it mak‘s the

data set a valuable base for understandable and reliable objec-

tive information to be used for decision making.

This provides for periodic mortality and morbidity audit of the
hospital - the basic minimum information needed for monitoring
the perforﬁance of a hospital.
From the data set available, the following audit (evaluatiﬂn)
information can be generated :- ‘
I. Performance parameters
- Patient turnover
- Bed occupancy

- Average bed stay

- Pre-operative stay

- Post-operative stay
- Percent mortality
- Peréent morbidity
- Unwanted outcomes \
* post-operative infection
* nosocomial infection
* bed.sores
* adverse drug reactions
* Transfusion reactions

II. Morbidity pattern

III. Mortality pattern




IV. Specific audits e.g.
* Infection audit
* Tissue audit (negative histopathological reports as
indicator of unnecessary surgeries)
* Caesarean audit
To make the audit exercise complete to the aforementioned data
set, two more data sets are added :-

1. Store consumption data. Using the modern method of
inventory management (store management) consumption cost
of;each unit is calculated as part of operative cost.

2. Accounting data.

The above two sets are used in conjunction with the patient data
set for the following :-

- Resource prioritisation and resource allocation.

- Cost audit e.gq.

Hospital overheads or administrative overheads.
- Cost of bed per day (hospital/ward) .
- Cost of operation theatre per day.
- Cost of operations by their types viz. major,
intermediate, minor.
- Cost of ICU bed per day.
- Cost containment exercise
- By monitoring and preventing post—Qperative infection
- By shortening preoperative stay
- By monitoring and preventing post-operative
complications

- By monitoring and preventing bedsores.



EQUIPMENT

By adopting simple methods of maintaining (1) a Hist

and " (2) a Log Book of each equipment and allocating

AUDIT

ory Sheet

10% of

the equipment cost for its maintenance to thj user

department, a continuous‘ fault free and cost e

functioning of equipment can be achieved.

PEER

fective

REVIEW

Periodic review by a committee of senior professionals of

the audited activities 1is a desirable ingredient of

audit.

medical




THE MORBIDITY AND MORTALITY STATISTICS 1991 l

Diseases Primary Patients Patients ‘Mortality
(ICD Code) Assoc admitted died ‘as (¥) of
: Combined (percent) (percent) morbidity

' Infectious and P 1537 (14.5%) 78 (20.4%{ ( 5.1%)
parasitic A 162 ( 1.5%) 28 ( 7.3%)
diseases (001-139) C 1699 (16.0%) 106 (27.7%%

II. Neoplasms P 588 ( 5.5%) 31 ( 8.1%) ( 5.3%)
(140-239) A 35 ( 0.3%) 3 ( 0.8%)

c 623 ( 5.8%) 34 ( 8.9%)
|

III. Endocrine,Nutritional P 263 ( 2.5%) 7 | 1.8%» ( 2.7%)
& Metabolic diseases A 236 ( 2.2%) 31 ( 8.1%)

& Immunity disorders Cc 499 ( 4.7%) 38 ( 9.9%)

IV. Diseases of blood & P 105 ( 1.0%) 2 ( 0.5%) (1.9%)
blood forming A 21 ( 0.2%) 11 ( 2.9%)
organs (280-289) C 126 ( 1.2%) 13 ( 3.4%)

V. Mental disorders P 179 { 2.7%)

(290-319) A 42 ( 0.4%)
C 221 ( 2.1%)

VI. Diseases of the p 503 ( 4.7%) 14 ( 3.7%) ( 7.8%)
nervous system A 24 ( 0.2%) 3 (0.8%)

& sense organs C 527 ( 4.9%) 17 ( 4.5%)
(320-389) ‘

VII. Diseases of the P 986 ( 9.3%) 108 (28.3%) (11.0%)
circulatory A 475 ( 4.5%) 72 (18.8%)
system (390-459) C 1461 (13.8%) 180 (47.1%)

VIII.Diseases of the P 615 ( 5.8%) 24 ( 6.3%) ( 3.9%)
respiratory A 125 ( 1.2%) 21 ( 5.5%)
system (460-519) C 740 ( 7.0%) 45 (11.8%)

IX. Diseases of the P 887 ( 8.4%) 34 ( 8.9%) ( 3.8%)
digestive system A 202 ( 1.9%) 19 ( 5.0%)
(520-579) C 1089 (10.3%) 53 (13.9%)

X. Diseases of the P 1225 (11.5%) 9 ( 2.4%) ( 0.7%)
genitourinary A 262 ( 2.5%) 14 ( 3.7%)
system (580-629) C 1487 (14.0%) 23 ( 6.1%)

XI. Complications of P 1333 (12.6%) 5 (1.3%) ( 0.4%)
pregnancy A 22 ( 0.2%) 2 ( 0.5%)
childbirth & C 1355 (12.8%) 7 ( 1.8%)

puerperium (630-676)




XII. Diseases of the skin P 363 ( 3.4%) 1 ( 0.3%) ( 0.3%)
& subcutaneous A 53 ( 0.5%) 3 ( 0.8%)
tissue (680-709) C 416 ( 3.9%) 4 ( 1.1%)

&

XIII.Diseases of the
musculoskeletal
system & connective
tissue (710-739)

XIV. Congenital P 193 ( 1.8%) 5 (1.3%) ( 2.6%)
.anomalies A 11 ( 0.1%) 2 ( 0.5%)
(740-759) C 204 ( 1.9%) 7 ( 1.8%)

XV. Certain conditions p 277 ( 2.6%) 37 ( 9.7%) (13.4%)
originating in the A 56 ( 0.5%) 18 ( 4.7%)
perinatal period C 333 ( 3.1%) 55 (14.4%)
(760-779)

XVI. Symptoms, signs P 273 ( 2.6%) 9 ( 2.4%) ( 3.3%)
& ill-defined A 40 ( 0.4%) 15 ( 3.9%)
conditions (780-799) C 313 ( 3.0%) 24 ( 6.3%)

XVII.Injury and P 665 ( 6.3%) 18 ( 4.7%) ( 2.7%)
poisoning A 114 ( 1.1%) 24 ( 6.3%)
(800-999) C 779 ( 7.4%) 42 (11.0%)

Not coded P 625 ( 5.8%) nil

Total Number of discharges = 10617 (100%)
Total Number of deaths = 382 (100%)



ESSENTIAL INGREDIENTS OF A MEDICAL RECOR

Medial record should contain sufficient information 1o :-

1. Identify the patient

D Support the diagnosis

s Justify the treatment

4. Document the curse and the result accurateiy

2. Facilitate continuity of care amang health care oroviders



THE DANGEROUS MACHINES (REGULATIONS) ACT

This is a welfare law :c provide protection to farm hands against injuries om farm
implements by mandatc sarety provisions in manufacture. distribution and usz of such
implements. It also provides for no-fault compensation for any injury that may result
from farm implements.

The Act is a Central Ac:. The State Governments are required to create the stpulated
implementing agency. [: aas not been done.

As a result hundreds or coor farm hands loose their limbs, scalps and body parts every

year without even receiving compensation which is their right under the Act.

Medical professionals mmust insist that the provisions of the Act are enforced o prevent
njuries to their patents and to see that when injured the farm hands receive 2eir due
compensaton.



CONSENT FORM FOR MTP ‘|

2
?
2
3
?
3

|, the undersigned, Mrs./Miss ' Aged Years Wife of / Daughter
of Residing at

i Admitted under IPD No. with OPD No. Reguest
Dr. to terminate my pregnancy-

(To sign at a to ¢ whichever is applicable and strike out others)

a. as the pregnancy has occurred as result of failure of the contraceptive technique of
= |UD/oral pillsicondom/coitus interrupts/ periodic abstinence/ tubectomy/vasectomy/
employed by us.
(any other)

-

(Signature of patent)

b et s o'

in view of the substantial risk that if the child were born it wouid suffer from such

i

) physical of mental abnormalities as to be seriousiy hancicappead.
=2 ° {Signature)
o » —
< c. as this pregnancy has resulted from my being raped
J (Signature) \
= ‘
3 d. in order to prevent a risk of injury to my physical or mentai heaith oy reason of my
; 2 actual / reasonably foreseeable environment. .
x ) (Signature) ‘
% |
=4 1. The procedures proposed to be employed for termination of pregnancy and of |
= 3 anesthesia have been explained to me and | have understood the same. ‘
—~——
) L ; . =
3 2 The risks and possibie complications of anesthesia and operation, including the|
;! } remote nossibility of pregnancy continuing inspite of the MTP procecure , have been
P explained to me.
- . . :
;‘ 3 | aiso understand that procedures other than the proposeg ores ar:n addition to them
| 4 for termination the pregnancy and/ or anesthetizing may be founa necessary of |
3 ? desirabie and | consent to them/ if the surgecn and /or the anestnetist think them
’:i ) essential and bepreficial to me. w
~ 1 |
& |
3 ) (Signature of pauent.)
— |
7 - ) ‘
\; > IN CASE OF AMINORORAMENTALLY RETARTED GIRL THEFOLLOWING CONSENT SHOULD BE SIGNED)
: ) |, the undersigned, Mr. /Miss/Mrs. __residing at
} 3 (Full name)
; ) am the nusband/ father/ mother/ legal guardian of (name of patient) who
=t 's a minor/mentally retarded and | consent for the operation of Medical Terminatcn of Pregnancy
&é to be performed on her after understanding the procedure and the risks as stated above. |
) ‘
< ‘

(Signature of parent/guardian)

Signed in my presence

(Signature of witness)

Dated : ‘

(Name and address of the witness) ‘

7.8
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TO BE SIGNED BY THE REGISTERED MEDICAL PRACTITIONER/S

- B+ one medical practitioner if the pregnancy is 12 wks or less
- B+ two practitioners if the pregnancy is between 12 to 20 weeks.

{. the uncarsiemed Dr.

aiter examininz Miss/Mrs.

(Name of patisnt)
am of op:nion. ‘ormed in good faith, that it is necessary to terminate her pregnancy for the following
reason:-

a. Th= preznancy is the result of failure of contraceptive technique used.

b.  The preznancy is the result of rape.

¢.  The conunuation of the pregnancy will be a threat to har life.

d.  To orevent grave injury to her physical and mental heaith.

e.  Thsre is substantial risk that the pregnancy would resuit in the birth of a chiid with serious
mer.:al and /or piysical deformities/handicaps.

(Signature with date) (Med. Cou. Reg. No.)

he undersignez Dr
mg “iss Mrs.

Ioer examn

(Name of patient)
zmof opmion, formed in good faith. that it is necessary to terminate her pregnancy for the following
T2ason:-

The oregnancy is the result of failure of contaceptive technique used.

The cregnancy is the result of rape.

The zontinuation of the pregnancy will be threat ot her life.

To prevent grave injur to her physical and mental health.

Therz is substantial risk that the pregnancy would result in the birth of a chiid with serious
mentz! and/or physical deformities/ handicaps.

o ®

o a o

(Signature with date) (Med. Cou. Reg. No.)

23




THE INDIAN MEDICAL COUNCIL ACT ‘t

. . - . . - . ‘
Registration provisions, right to practice or licence to practice.

|
Regulation and control over standard of practice l

- Medical ethics - what are they ? | \

|

Professional misconduct - what constitutes professional miscondut ? H\ow

it is alleged and how is it adjudged ? The Ethics Committes and |its
procedure. ‘

\
\




R

THE MEDICAL TERMINATION OF PREGNANCY ACT

The law pertaining to abortion was liberalised by this Act.

The law provides for liberalised conditions for women to seek abortion and doctors to do
It.

Medical termination of pregnancy is now permitted under the conditions stipulated in the
Act.

The stipulated condinions are :-

a. approved indications viz. contraceptive failure, congenital anomalies. threat
to mothers lirz and rape.

b. approved cence viz. government hospitals and centers specifically approved
by health authorities for MTP after verification of necessary surgical
facilites.

€ approved doctor viz trained in MTP or a post-graduate in gynaecology and
obstetrics. :

d. approved and certified duraticn of pregnancy viz. on certifcation by one

doctor when pregnancy is below 12 weeks and by two doctors when it is
upto 20 weeks. NO TERMINATION BEYOND 20 WEEKS

B approved form of consent of the lady/girl or guardian when the girl is a
IITOT.
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|
DRUGS AND MAGIC REMEDIES (OBJECTIONABLE) ADVERTISEMENT ACT

The law provides for prevention of advertisements in lay press iand
popular media concerning drugs, remedies and treatment as the same
in the hands of commercial minded unscrupulous perscons may pﬂove

to be faudulent, exploitative,dangerous and harmful by inducing
people to self medication.

The definition of ‘drug’ under the Act is comprehensive and
includes any thing used for diagnosis, mitigation, treatment |or
maintenance of body functions or condition.

Advertisements about sex tonics, menstrxuatiocn regulators,
aportions and incurable or incractable diseases (as per che lisctc;
are prohibited by any one.

The offence is cognizable and advertiser, publisher, princer and
editor are all individually liable. \
Any one who has read or seen or heard such an advertisement can

lodge a complaint with the police or the court at the place wheke
he encountered such an advertisement. *

l



THE ATOMIC ENERGY ACT

Tz =25 framed under the Act, provided for Atomic Energy Regulation Board (AERB)

1> tr=simipe safety code and regulation of diagnostic X-ray units in the country.

e —- e waa

Tz zz—mrui potendal of unnecessary and excessive X-ray radiation far ourweighs the
o2zt Of diagnostic X-rays. X-rays with their potential of causing cancers. genetic

- —anweae A

—uzzons and congenital malformations, have to be used judiciously and with ummost

cracautions to prevent harm to patents and others who may receive radiaton

—-

Zu—: : diagnostic procedure.

~2:z ~=RB has prescribed detailed safety norms for installation and funcuoning of

Zizzm:2:zc Xeray units. The state governments/ state health authorities are required to

cr2zz czcommended  regulatory authority to enforce, supervise and monitor the
cr2:imo2d safety provisions. It has. however. not been done.

PO R

=8 Z Tzsuit. pauents. doctors and members of public, and their progeny, pay dearly with
2 w25 in form to radiaton induced cancers. congenital malformation and other

-2 s =z Zuty of medical profession to see that the prescribed safety norms for diagnostic
x-rzu: zre strictly enforced
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