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FOREBITORD

This course of study, consisting of an analysis of
MEDICAL RECORD TECHNOLOGY, together with assignment sheets
covering the related (occupational) information to be taught
by the school, has been prepared for teaching medical record
technicians on an individual basis in a cooperative part-
time program. :

The original analysis and assignment sheets were pre-
pared by Dr. Carl R. Bartel :and Dr. Harlan L. Scherer, former-
ly Research Assistants in Industrial Education at the Univer-
sity of Missouri. The present revision of the analysis and
the assignment sheets was prepared by Mr. Donald E. Maurer,
Research Assistant in Industrial Education at the University
of Missouri. ‘ '

e wish to acknowledge our indebtedness to Drx. H. H.
London, Professor of Industrial Education at the University
of Missouri, for the direction and administration of the
Curriculum Matervials Laboratory in which this material was
prepared, and to Mr. James B. Karnes, Instructor in Industrial
Education at the University of Missouzi, who supervised the
preparation of the material and edited the manuscript.
Credit is due to Mr. B. /. Robinson, Assistant Commissicner
of Education, Mr. Merton theeler, Director of Industrial
Education, and to other staff members of the State Depart-
ment of BEducation for their efforts in the development of
the Industrial Education Curriculum Series of which this
course of study is a part.

HUBERT VHIRELER
commissioner of Education

August, 1964
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INTRODUCTION

| _ In preparidg this course, of study, -it has heen assumed that the
- attainment of occupational compétency in any type of work involves
~ three different, -yet c}osely related, types of learning. They are:

1. Mastery of the practical job skills and procedures peréq
formed by the worker in the occupation. e

2. Comprehension of the technical and related information ..
basic to an intelligent understanding and practice of the -
occupation. :

3. Development of those personal-social traits which are
‘essential for the successful worker. - ' '

The first group of these "learning units"mﬂthé“job'skillgﬁana "

procedures-~has heen arranged in the analysis under the heading of
"Job Training." Theé second group of learning units-=the technical
and ‘related information~-~has been arranged under the heading of
"Related Information.” And the third group--the personal=-social ..
traits--has been listed under "Personal-Social Traits Essential for
the Medical Record Technician" in the introductory section addressed
to the student. ' | e o

.~ In a cooperative educational program it is necessary for both
cocperating agencies--the school and the employer--to understand
clearly just what each is to be responsible for in the training of
the student-worker. Experience has- shown that most of the practical
job skilis -and procedures of an -cccupation can best be learned
throuch. supervised work on the job, Experience has sliown also that
the school can best teach most of the technical and related occupa=
tional information needed By young student-workers, This division
of tesponsibility has been made in the arrangément of the course of
studgz that. is, it is expected that the student-worker will master
the job skills and procedures through practical work on the job under
Fhe immediate supervision of the employer, and that he will receive_ .
instruction in related occupational information in the school under
the direction of the coordinator.

Skills and related information are matters for direct instruc-
tion, but personal-social traits are acquired only through prac-
ticing them during the process of acquiring skills and information
and in one's daily conduct. Therefore, both the employer and the
school, as well as the home, must assume responsibility for develop=-

ing in the student-worker those habits, attitudes and character traits

which are essential for success in his occupation and in life. Both
the employer and the school should be constantly on the alert to see
that the student-worker places desirable interpretations on his ex-
periences and that he does not practice habits and exhibit character
traits detrimental to his success.

Since the coordinator's class will be made up of fifteen or
more students, each differing from the other significantly,




studying a dozen or more occupationsg.which differ markedly in their
requirements, it follows that it will be impossible for him to teach,
through the group method, the occupational information which relates

. to the specific job of each student-worker. . In. .oxder.to.be effective,

‘this“type¢ of instruction must be individualized. : There is,of.-course,

_some related information, such as occupational shealth ‘and :sdfety,

“"workmen®’s compensation, wage-hour laws, fair labor standards;:un= - -
employment compensation,.and the like, which is of common.interest:
and concern to all student-workers, and may be effectively taught by
the group method. But if the coordinator is to make a real contribu=-
tion to the ineservice vocational .education of his students, he must

~ devote @ major portion of his classroom instruction- to content which
deals. specifically with the work of each-boy and girl.enrolied.:@ -

. . With this requirement in mind, and in order to- facilitate .
indiViduél’instfuétign.7these,assignment.sheets,have;beenfpreparedaa
Edch contains certain record data as to number and range of :units "
covered, introductory paragraphs designed to develop interest, explain
the importance cf the assignment, -and to.convey to the student what
he is expected to' learn, specifi¢ assignments ihcliiding readingy,
learning, activities and a series cf new=type questions. aesignéd to

-y .

check’ his attdinment.

 f@}Lf0ﬁvioh§ly;'it~ié desirable to teach the:related -inforimation'in
the school at the. time it will.be used most advantageously:on the ‘job.
This means that the two phases.of the student~worker's training should
parallel each other. in a progressive manner. The coordinator will -
find the assignment sheets well.adapted: to- this end. . He can select
from day to, day the assignment which covers the. informational: wunits.
related to the work being.done on the.job.- With-this. arrangement, .the
cooxdinator will become, during a major: portion of his classroom time,
a supervising study and helping teacher. R T T
In selecting books for the course, an effort has been made to.
restrict the number to an adequate coverage of the material, and to
select those of recent. publication so that current practices can be
consisténtly presented. It is recommendeéd that copies of these books
be secured and kept in the coordinator's.classroom for. xeady use by
the student. —_— ) . B P I A
__.The key sheets, aveilable in a separate‘'manual, have.been:
prepared to enable the coordinator .to score..quickly .the objective
tests which are a part of .each assignment sheet. . These.key. .sheets.
| give thé correct.answers to the questions, as well as theé: reference'
| and the page on ‘which each answer can be found.. .The key ‘sheets :should
| be kept in the coordinator's possession.
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TO THE STUDENT-WORKER

W1th1n the past decade the increased responsmbliitles plaéed
upon the medical record department have led to a division of personnel
within the medical record department. Formerly, about.all that was
essential for the efficient operation of the medical record department
was a.qualified. med1ca1 record librarian. Today he is ‘aided by

various personnel in his department, €ege, the medical record tech=-
nician. -

The med1ca1 record technician works under the supervision of
the medical record librarian in large hospitals. In smaller hospltals
the medical record technician may work under the medical record
committee or a medical record group supervisor. The work of the
medical record technician consists of the technical tasks associated
with the maintenance and custody of medical recoxds. However, he is
not trained to exercise professional judcment. ' |

OEEortunltles for Medical Record Techn1c1ans

The medical record techn1c1an is employed not only in hospltals
but also in medical departments of industrial organizations, in health
departments, health agencies, Blue Cross and Blue Shield organizationS.
commercial insurance companies, clinics, and in many other orcaniza-
tions. There is a great opportunity for advancement in this fzeld
today. A high school graduate can attend an approved school for
medical record technicians, and upon completion write an- examination
for accreditation. While working as an accred..ed médical record
technician, he can prepare himself for further advancement by ac=
cumulating 51xty hours of college or university credit;. this is one
of the requirements for a registered medical record librarian.  The
future of the medigal record technician appears exceedlngly bright
and opportunity is only limited by the individual's sincerity, -
ambltlon, and W1111ngness to work.

Personal Qualificatlons of the Medical Record Techn1c1an _

‘To aid the beglnnlng studént in the fieléd of medical record

technology a copy of The Birtcher Word Baok, courtesy of the -

Birtcher Corporation, “has been included with this course of study.
This little booklet, will prove to be a valuable asset for the under-

standing of medical and surgical terminology. A period of nine ‘
months' training in anxapproved school and the successful completlon-‘
of an accreditation examination are necessary to qua11fy as an acs
credited medical record technlclan.

2mong the perscnal-social traits of chief impnrtance to the
med..cal record technician are the following:

Health~-Observe habits that promote vitality and vigor.
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to completion.

7

Pefsigtencgﬁélt-ié esSential’ thit thé medical fecord technician
develocp the patien~e and perseverance to see his task through

.
- .
T e s
P
-

Acdcuracy--A’ vital trait necessary for the-technicianh, as’
accurate and completé medical -records: farnish. the basis for
analysis 0f hospital activities. . ]
Cooperativenesg-~It is essential that:the medicdl record *°
technician work harmoniously with the medical staff, the
patients, - .d other employees.

Intelligence--Average or abowe-average intelligence is necessary
for successful performance as a medical record technician.

Progressiveness--The medical record technician must keep abreast
of changing methods and constantly strive to improve his know-
ledge and experience in the medical record field.

Decisiveness-~The ability to distinguish between essentials
and non-essentials, to move to the heart of the problem, to
tackle it and sweep trivia aside.

Initiative and Industry=--The ability to see things that need
tO Pe dome and to keep busy without constant superviszon.

Poige--The medical record technician should have satisfactory
control of his emotions and carriage.

Diplomacy=--The ability to deal with others and secure ad=
vantages without arousing their hostility.

Trustworthy--A highly indispensable trait necessary Zor the
e s G D o . o

technician, as he is constantly dealing with records of a
confidential nature and must not reveal their contents to
unauthorized personnel.
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REFERQNCE FOR MEDICAL.RECORD TECHNOLOGY
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ANALYSIS OF MEDICAL RECORD TECHNOLOGY
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JOB TRAINING-
worker ShOuld Be Able To Do

What. The.

Assign.

No.

......

. LI
.....

Duties, Functlcns and Qpportunltles

1

Introduct;on to the
medical record librarian
ano +echn1c1an

1.

_ Profe331onal ethlcs

»Educatlonal and personal
quallflcatlons

Respcnsxbllltles and
duties .

5.

Value and Use ‘of Medical Records
wr_’———-—‘f_ﬁ—-

Assemble the medical

2 5. Major sections of the
., record .. A "medmcal record
2 | 6. Uses of: the medlcal
: trecord S I
-2 7. Value of the medlcal |
| record
S Ba31c Medmcal Records ) ”
8. Check summary sheet 3 8. COntent of summary sheets
9. Check admnission or soccial
history record: .
10. .Check hzstory records 3 10.:.Types-oﬁ;history,records
11. .Check phys:cal examlnam 3 11. Content of physical
ST elon records IR examination reports
12. Check laboratory reports 3 12. Types of laboratory tests
and their use
13. Check physician's orders 3 13. Types of physician's

orders
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JOB TRAINING:

]
\ What The Assign.‘ REIATED INFORMATION: What
Worker.Should.Be Able To Do No. The Worker Should Know
14, Check gFaPhic4Charf I3 14, Orlgln ‘and content of .
. S g - 'graphic -charts )
15. Check nurses' bedside
record
3 16. Errors of omission or
' " commission
i
. Special Medical Records
17. Check consultatlon 4 17. Rules and regulations
report \ pertaining to consulta-
tion records
18. Check anesthesia record 4 18. Contents of anesthesia
: records
19. Check report of 4 19. Rules and regulatlons
operation g ~ .pertaining to operation
: reports |
20. Check tissue and recovery 4 20. Content of tissue and
room :eport recoveiy room report
21. Check electrocardio=- 4 21. Content of eleccro-
. graphic and x~-ray o cardiographic and x~-ray
report report
22. Check obstetrical 5 22. Types of obstetrical
.-+ records - - records and their use
23, Check newborn records 5 |- 23;' Types of newborn records
: _and the;r use
5i *.24. Obstetrical terms and
: definitions
25. Check miscellaneous 5. 25. Types and uses of mis=
cellaneous records
5 26. Deflclency records and

their use
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JOB TRAINING: . What The . . |.Assign, RELATED INFORMATlON- What
__Worker:sShould Be Able To. Do’ No.. .Y . .The Worker Should Know
ﬁh"pR@SQQﬂSfbilitY in Medical Record Preparation
| | 6 27 Attendlng phySLclan's
-} ... - responsibility - -
6 28. Responsibility of the
| g . medical staff
" 29, Aséisé'phfsiciéns making 6’| 29. contents of operative
reports of operations: ' : reports
6 30. Purposes of nurses'
: records
6 | 31. Terminology of bedside
records -
ZF\ 6; 32. Factors to be charted
‘ and manner cof charting
a "6 | "33, order of assembling
R | v, nurses'- records
; 6’| 34. Types and uses of medi=-
cal dictation systems

36,

39.

B RIS
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Spell and pronounce
m&dlcal terms correctly

.::“

Follow, directions: given .-

in medical phraseology
. ’“ "." '::..' »-'; . '.:b:::'g.. ',g . ‘."..

-
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Ve et

7.

1

>'Meaicél Tefminologz

35.

37.

38.

490.

4 ai
¢ .1 o easily confused

Basic stené of ﬁatin and
Greek medical terms

Prefixes of medical
ﬁerms and thelr meanlngs"

Sufflxes of med1ca1 )
terms. -and:their. meanings

.
S e

Singular and plural noun
formations

Homonyms and other' terms
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~ JOB TRAINING: What the  Assign.| RELATED INFORMATION: What
Uorker Should Be Able To Do | No.  The Worker Should Know .
§.7 ‘42, Types of eponyms and their
§ rneanings.
43. Record in médical and'surgiéal
terms
B 8 | 44. Common disease terms
8 |45. Terms used in anesthesiology
8 | 46. Drugfterms
8 |47. Standard abbreviations and
others sanctioned by use
8 |48. Hospital terms
8 {49, Departmental or service
classification terms

Filming and Filing Medical Records
. ]

9 { 50, Types of serial numbering
systems
9 | 51. Unit numbering systems
52. File records 9 |52, Types of decentralized filing
L | systems |
9 | 53, Types of centralized filing
systems R '
9 | 54. Terminal digit filing system§.
755.N_Prevent misfiles_
56. Locate misfiles -
57. Prepare records for micro- | 9 |57, Filing unit recofds
filming . - :
9 | 58, Advantages and disadvantages
' of microfilming
!

re of Diseas

Nomenclature of Diseases and Operations

10 ‘59. Systems of classification
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JOB TRAINING: What the Assign. RELATED INFORMATION: Uhat
~ Horker Should Be Able To Do §g+__m_ The Vorker Should Know

66. Code diseases 10| 60. ilomenclature of diseases’

10] él. Decimal digits and their
B uses ‘in classifying
10] 62. Nomenclature of operations

63. Code operations - 10] 63. Behavior or malignancy code
letters

10 64. Disease and operation indecxes

G4

'Indgzigg Procedures

65. Compile patients', = 7'111  65. Types of indexes
' - physicians', disease, and :

. operation records .

66; Index records using'the 11| 66, Methods of lndexlng and fll-
dual group method | ing records . ‘ .

67. Index records using the simple
index method '
' 68. ' Index reédrdé'usihg the master
code number method. .

69. Index records using the alpha-
Bgtical,sequence method:,

76. Index records using the
phonetic sequence method

71. Cross-index diseases and |11} 71. Techniques for cross-indexing
operations diseases and operations

72. Select and use file cards, |(ll; 72. Types of filing'equipment
guides, and file equipment S '

—

International Class1f1catloﬂ of Dlseases

J12]| 73. History and purpose of the
Intexrnational class1f1cat10n
oL Dlseases : '




JOB TRAIﬂING: What The ASSIgn. X PLLATED INPORMATION. What
€20 - K f No. . ;' K A .
74.  Index records ﬁsingfthe'x'*112' 74.. Techniques’ and procedures .
Ic D - _ | = for using the X C D
75. index records usmng the 712 75. Technlques and procedures
: I CDA- ¢ N ¥ for using the International
: Clas;s_lw_l?mea“e"
-? Adapted .
BRIAN e _ ST
Automatic Data Processing
12 §76. -Terminology used in the™
N ’ﬁ;e‘automatmc processing of data
X2 77. Hlstory, purpose -and systems
- ... Oof. automatlc data processmng
78. Process medical data auto- ‘12' 78. Tedhnlques 1n the automatic
- ‘;matmeally RUTERT [ N 'proce551ng of. medlcal data
Statistical Data’
79. Collect registration data [13}.79. .Birth and death certificates
£0. Determine basic data 131 80, Statlstlcal c1a551f1catlon
.- |.. ~ of records
113 | 81. Analyzing ‘hospital service
82. Prepare daily hospital census | ) | | | |
.83, Prepare: da11y~dlschargc -+ {13] 83. --Discharge analysis procedure
csanalysis i L B e |
§tatisticaliDate and Reports
g4. ‘compile monthly and annula {14 [B4. Types of statistical reports
statistical reports I T S SO
*85.:~Compute percentages and - 114] 85. Rates most frequently
;»;.rates ' o . BN conmputed
86. Prepare statlstmcal reports
87. Tabulate data for reaseaxrch
141 88. Rates computed from the census

14

R e

S Y

L

R



JCB TRAINING: .What the . |Assign.| . RELATED Im‘onmmon-e nhat
-,Ugrker Should ge Ab]g To_ Dc No. R s (lorker Should Know. .. .

- Leqgal Aspeots of: Medlcal Lecords

89. Handle requests- for . | ’15{-89. Property right and pr1V1leged
lnformatlcn | N N communi.ation

15 90. Releasing information from
L - B N the medical record

91. Present medical record in |157] 21. Types of cases requiring
court evxdence frdm medzcal records

15| 92. Hospxtal llen laws

115] 93. cCourt interpretations of
P IR medical records S

Interdcpartmental Relations

atas Relatlons
t

94, Orient new employcee 16| 94. Desirable personal qualities
for successful contacts with
people

95, Instruct new employees

16| 96. DResponsibilities of various
hospital departments

97. Check work of employees

98, Mark books ' 16! 98. Classifying medical reference
material

99, Make card catalog cards .
16 100; Basic medical library 1ist
16 {101. Inter-library loans

102. Make shelf list

Orxganization, lanagement and Sugorv;s1on
of the Mcdical Record Denartment

103. Make an organization chart [17(103. Types of organization
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RETATED INFORMATION: What
The Vorker Should Knoy

108, Estimate personnel and
equipment needs

110, Sélect'record forms

Haklng a job analysis
Determining work £low
Types of internal confrols

Planning a medical recoxd
department

Planning a file room

Quality of record forms
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THE MEDICAL RECORD LIBRARIAN
~ AND TECHNICIAN

-

The development of " medrcal records someWhat parallels the
growth and ‘development of medicine. The greatest lmprovement
occurred with the hospital standardization movement in 1918, and
further growth‘was experlenced after the. extabllshment Gr; traznzng

.....

to the present time. -

-“The professicn of the medical record 11brar1an and technz-
olan-ms éssentially a‘woman's occupation s;nce they generally have
the requzred apt;tude, and alsd car‘adapt’ themselves well to the
varylng situations of the job. A great qpportunlty noW'exzstssln TS
this' field, ‘and cne is limitéd only'bywone s own abwlzty .and -
1n1t1at1ve. The work of ‘the medicdl record librarian ard technicians
is exacting and highly confidential and therefore,. demands someone
willing to devote mer l:fe to the work énd one who 1s completely
trustworthy. - : itag Freg el

In this assignment you will have an opportunity.to. learn the .. -
place, functions. and opportunities of the fleld of the med;ca; record

librarian: and techn;czan.
ey : :J'

As51gnment. L P O P YR S TS
1. Read the glven reference iisted below.’ R
2. Become familiar with the var.ous job. opportunities 1nn
..+ . the field of. medlcal’record work by’ talking to those in
tha't work ‘and by further read;ng on the subject. Write
a short paper of,; 500 words or less presenting.the inforw.. .
. mation which you found on job opportun;tess. o
3. Answer the questions’ below ¢nd turn ‘in thzs assrgnment by

o e |

References
.“A,. anfman, Manual for Medical Record L:brarzans, pp. 133-158 -

Questlons. R T “ﬁtf;;. ;};"hn,”ﬁn

........

. Trug"FalS T et S Loy
.o ":.. . . . . . P .

D;rectzons* The folloW1ng statements ‘are elther true or False.
If the statement. is truye, draw a éircle atound’ the ‘létter "T." If
it is false, draw a circle around the letter "F."

T P 1. The only use of a medical record is as a tool in the care
of a patient.

ER&C

Aruitoxt provided by Eic:
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3.

4.

9. o
"l techni¢ian is the providing of medical record data for

10.

-

Co12.

13.

14

15.

'fThe medlcal record 11brar1an should have a thorcugh
knowledge of the Standard Nomenclature of Diseases: and

‘*concernlng med1ca1 records.

;If .discrepancies are discovered in a medical record, 1}@12
"they should be corrected by the medical record librarian

[ A

or she should'have them‘correqted

Ethics and etiquette‘are_synonymous terms when used by
the medical records personnel.

The pledye of ethics of the American Asscciation of .-
Medical Record lerarlans 1s qu;te s1m11ar to the Oath

»of Hlppocrates.‘

'Laws have been enacted for the preventlon of the mlsuse of
information contained in medical’ records. . |

Information that a patient .is. unable to obtain.from the

- physiéian should always be given' to the patment by the,,rw
| record lrbrarlan or techn:clan. o TR TER

A medlcal record llbrarlan must be.qualrfled to work 1n
--hospltals of varlous srzes and types.‘ . » »

sy .'f

Operations.
One of the ‘duties of a med1ca1 record librarlan and |
studies and research carried on by physicians,

It is essential that a medical record technlclan have .
some secretar1a1 tralnlng. | e o

The terms "med1ca1 record llbrarlan“ and “med:cal reference
llbrarlan“ are used 1nterchangeably in hospltals.

It is not necessary for a. med1cal record u1brar1an to
understand what a dlagnosls means.};n : .

Membershlp in the Amer;can Assoc;atlon of Med1cal Record
Librarians means that the person is a registered medlcal
record librarian.

It is. entlrely correct to refer to any of"- the personnel

working in the medical records department as “medlcar .
record librarian." SOERN

A trained medical record-techn1c1an is one that has the
ability to exercise professional Judgment on matters PRI

- )
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Completion - -;tifuuf SRR
s B : E':.-
pirections: Fill in the blank(s) in each statement with the word(s)
required to complete Ehe sentence correctly, i .

l. An adminlstrative med1ca1 record librarian must be.a
- ‘and be able to __ .

2s- Theoath upon which all medical ethics is based on is Ehe Oaﬁh
of . o e

3. The medical record librarian and technician is in.a position of

- great trust and, therefore, must always be hoﬂest.
. and loyal._. : o :

4. After a medlcal record 1ibrarian successfully passes a wrltten
examlnatlon. she receives a Certificate of . .

5. A stenographer in the medical record department myst have” a good
- “knowledge of : and termlnology.

6. A board that was recognized in 1932 and which has ‘set up a stan-
dard of qualiflcatlons for medical record, librarians .is the
Board of _ e

Directions: ' List ‘the items called for in each of Ehe following.
Select your answers cagrefully. -

1. A medical record librarian and teohnic1an come in contaCt‘with
‘many people and associate daily with: |

B R ——
B) — _ .
©
(D) .
e (B) . L L e e e -; B
.
@)




4.

" (F)

A medical record technician, who is accredited, is qualified =

~ (B)

Medical record librarians are not only employed in hospitals,
~ but also in the following types of crganizations:

“(a)

The personal qualifications needed by a 'medical record librarian

and technician are:

(a)

(B)

(c)

(D)

(E)

)
(G)
@

(1)
(T).

List the grades of medical record personnel found in.many of the
large hospitals which are discussed in detail in your text book:

o R LI L D P e+ A S AT oA AN
o 1T e B e S i ST ST T S T SR AR I A T A T AT L

to work under the supervision of:

(a)

(B)

(c)

(D)

(E)

(F)

(G)

£

‘?;;..:zt:,.

D
. - \ A
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Assignment = . | s .- - .+ .. _ Covering -
‘Sheet No. 2 N UL S O TP " Units 5-7

C | THE MEDICAL RECOQD. VALUES; AND USES
Records of one kind or another have always been kept in hospi~-
tals. These have been improved until today much valuable information
may be gained from these records that will benefit: the patient, physi-
cian, and othetrs’ interested in the advancement of medical science.

.. The medical record is-a story.,of the patient. -It contains a
completé history of the' individual during his stay in the hospital.
The medical record is a record of the progress and quality of work
accomplished by the entire hospital staff;, which includes the person-

'nel of the medical record. .department.. A great responslbility rests
on the shoulders of this department for the accurate and confidential
maintenance of these records. . . . . . oo .

In this assignment you willﬂhaue‘an oppor;unitf to learn the
place of the medical record in the hospital. and 1ts values and uses.

~*Assignment-'

l. .Read the reference.listed below. : vy
“Become thoroughly familiar with the uses of ‘the medical
records in the hospital in which you work. From this
_ 4,.”observatlon write a. short report regarding the major: ‘uses
' and discuss your findlngs with ycur coordinator or

- ‘Supervisor. = .
3. Answer the questlons below and turn 1n thls ass gnment
by PRI Lo e e RS

Referenge-

z"i;i- SR

Huffman,
126-132.

Questions: S PR S

Trge-False

Directions: ' The £ollowing statements are either tréie or false. If

the statement is true, draw a circle around the letter "T." If it

is false. draw a circie around the letter "F." o R

T é ”Sl.':The medical record contributes to and reflects the quality
of professional and medical care rendered the patient. J

T F 2. After, a patient s record is initiatedo very few addltional
entries or other additions are made throughout the stay of
the patient.

T F 3. A major duty of the medical record librarian is to check
the completeness of the medical record.

| ER&C

Aruitoxt provided by Eic:
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T

gl

10.

1l.
A ,;'curing 1nformat10n from his own ‘medical record.”

120

The order for assembling the medical record is the sémé on
the floor as for permanent filing. S

A chart indicating patlents who have been discharged the

. Previous day should be in the medical record department
the fOIIOWIng mornlng. 5 o

g e
'm’--#“

'Practically all hosprtals use, the same style of record
forms for use in keeping patient’ records. ’

. Medical records are used, at tlmes, 1n insurance and com=
,pensatlon cases.f“h' o o .

S

: ln most states. the’ medlcal record. as a personal documento
. is nor available to 1nsarance companles._ ' .

y t [
S ATl R

A husband has a rlght to review ‘the medical record of'hls

w1fe'W1thout her authorlzatlon.

“Upon rehospltalizatmon of a patlent. ‘a ' second attendlng

physician cannot use the records of previous hospltallzatlon
without the authorization of the first physician.

It is definitely Justlflable to prevent a patient from se~-

If research is belnq carried on by a staff thS1cian and
- not for publication, permission to use records from the

J ,attendlng phys1c1an need not be Obtalned. |

13.

14.

15.

16.

17.

18.
.- on.dn well-operated and adminlstered hosPltalS-

“A medical record has legal value. - - =0 o e

One reason that a comprehensive record is taken of Gach®
patient is that it is 1mposs1b1e for the phy51cian to

" remember the details..of each separate case._l

An adequate and complete medical record is useful, for de—_
fense in malpractice suits.

One of the recognized. inadequacles of the medical record is
the fact that it does not show the tlmes a physlclan has o

* been called 1n for consultation.'_A‘

The med1ca1 record contains a rellable source which when
used effectlvely w111 aid in the advancement of med1ca1

' sc:n.ence .

An informal teachlng proqram is contlnually belng‘carried

P,r'v.
Lhws
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Dlrectlons-
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ompletlon
Fill in the blank(s) in eadh statemen+ with the word(s)

required to complete the sentence correctly.

l. To meet the criteria set up for an adequate medlcal record, it

must be analyzed by the medical record
librarian and by the phy51c1an.
2. Many hospitals have mechanized thelr medical record paper work
by adoptlng copy forms and ‘ _ plates.
3. There are basic essentials that must be 1nc1uded in the medical
record by any hospital in order to maintain
standards.
4. A medical record may be used as either a _ox

document.

5. Exeéutors of estates are allowed to use medical records only

after

Directions:

they present proof of their — .
Multiple~Choice
In the space at the left of each statement, write the

letter of the item which will provide the correct answer to complete
the statement.

1.

The medical record begins in the (A) medical record de~
partment; (B) admitting department; (C) patient's room-
(D) operating room. -

Progress of a patient is recorded on the medical record by
the (A) nurse; (B) medical record librarian; (C) phys1cian,

(D) clerk.

Many administrators feel that mechanization is (A) too
costly; (B) a waste of time; (C) is beneficial’ to ‘doctors
but not the hospital staff; (D) a time saver and thus a
money saver. . o -

The medical record librarian performs his greatest service
to the patient in the (A) quantitave analysis of the
record:; (B) technical evaluation of the record; (C) both
A and B; (D) neither A or B.

Medical records must be safely guarded mainly because of

' (3) misplacement possibilities; (B) their confidential
‘nature; (C) misuse by physicians; (D). none of these.

The initial qualitative analysis of the medlcal revord is
the responsibility of the (A) attending physician;. (B) medi-
cal record librarian; (C) floor hurse; (D) medical audit
committee.




(C) only the record librarian; (D) all individuals who
enter such information.

| Listing

Directions: List the items called for in each of ﬁhe‘followiqg.

Sglegt your answers carefully. ' -

“1. ‘The order of arrangement of the medical record for permaﬁent
 £iling generally 'follews the following order: - . ~- “woini

vy

.t

7. Signatures of persons entering data into the medical record
" are regquired of () only the physician; (B) only the nurse;

[

(B) ek e o L L e

©

A

o)

(=)

E N . . N . * : 'g't"v'..'f.: *

(F) o .. s : . ) ) . . e wet @8 ey S8

T - . co . . . v . . .é RN R
: . . . * . L .o . . . . .

(@)

(|
(1)

R
()

()

(9)

(P) _ TG

oy

2. A'meaicél'recoﬁd is usedfégman impersoha1~dbcument by the
~ following:

"*...P<A)' - — — ©

_r|: et
R R,

" (B) - (D)

(E)

e

s
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3. '1S:ince’ patients forget and fecords remember, the record has value

(a) ()
(B . ,. D
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__THE MEDICAL RECORD: BASIC RECORDS .

considered essential regardless of the patient case involved. 1t is

very important that one working with the medical record have a sound T
knowledge and understanding of each one of these basic records and the i
function they serve in relation to the total medical record.

The basic records that are included_indthg_m§§iqa;_;gcard are

Tn this assignment you will have an opportunity to become fami lisx E
with the use and purpose of the various basic records. .
Assicnment: )
e

1. Read the reference listed below.
2. Make a list of the records classified as basic that are i
used in the hospital in which you work. tIrite a short Q}

paragraph on each record to indicate its specific function.

3. Answer the questions below and turn in this assignment Fi

by . 5
Reference: f
A. Haffman, Manual for Medical Record Librarians, PPe. 40-73. L

Questions:

ee—

True-False

Directions: The following statements are either true or false. If
the statement is true, draw a circle around the letter wp ®  I£ it is

false, draw a circle around the letter "F."

T F 1. A summary sheet contains information necessary for indexing.

P P 2. The carbon copy of the summary sheet becomes a part of the
medical record.

T F 3. A final diagnosis is necessary and is entered on the record

before a patient is assigned to a room.

B e e

D F A. The physician should be responsible for the scientific
and mediocolegal content of the summary sheet.

Lo,

T F 5. The medical record department is responsible for checking

records received against the discharge list.

T F 6. A properly completed summary sheet fulfills the discharge
summary reduirements of the Joint Commission on Accredita-

tion of Hospitals.

Aruitoxt provided by Eic:

ERIC



T RIELWLEY G e S e eran e b FREES LT T CATD ¢ A aks v o SV e vewas s vt m s TR v

27

T F - 7. Almost without exdeptionz hospitals use the standardized
: form of the history record.

T F 8. A purpose of both the history and physical examination re-
cord is to serve as a reminder of essential factors for
the busy physician.

T F 9. Information such as the health of lnmcdlate relatives should
be included in the history record form.

T F 10. If an intern takes data for the history record form from a
- patient, his signature alone is all that is required.

T F 1ll. A standard physical examination form should be adopted by
- @ach hospital to fit its needs, as t0 maintain uniformity.

T F 1l2. The physical examination report provides spéee fbf describ-
o ' ing the observations of the examiner of his findings.

T F 1l3. The suﬁmary of the case on a physical examination report
is based on both subjective and objective findings.

T F . The prov1smoha1 diagnosis may be determined by a process
of el:.m:.na tion.

T F 15. It is the respons1b111ty of the medical record technician
to prepare a report on laboratoryv tests that have been made.

T F 16. All hospitals follow the practice of copying laboratory
S reports from the original onto a master sheet. -

T F l7. Even if a report is 1ncorrect, it is better than no report
.at all. v

T F 18. The RBC examination is generally desmgnated as routine
: | laboratory examlnatlon. BT ,

T F 19. Progress notes prov1ae a dhronologlc 1 record of a patient's
' - - progress day by day or, at times, hour by hour.

T F 20. If the service of an intern or'resident is changed during
-+~ the stay of a patient, the progress notes should be summar-
ized and the new intern or resident carry them on from that
point.

T F 21.' Some hospitals require a summarization of the case as a
final progress note.

T P 22. The issuance of verbal or telephone orders by physicians
is considered good practice.

T F 23. he diet of the patient is often written in chronological
B ‘ order in the same column w1th the treatment on the physi-
cian's order form. :

| ER&C

Aruitoxt provided by Eic:
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T F 24. An observation recoxd <is only used . by nurses to record

their observations of patients in aksence of the physician.

T P 25.::All notes by nurses who rendeéred the service should be

initialed. -

T P 26. The medical record librariaﬁ is not‘responsible for Quali-

tative analysis of nurses ' ‘bedside:records.

COmgletion

Qi;gg;ggggﬁ- Fill in the biank(é)'in each'siatement.with'ﬁhe word (s)
required to complete the sentence correctly.

2.

10.

1l1.

,120'

ERIC

Full Tt Provided by ERIC.

-,The.dhief.of,service,13enior~resident. or the .

The face sheet of a medical record is sometimes -called a

. An opinion‘giveh with-incbmplété'ﬁhcwledgé-on?a'case and recorded
on the patient's record is called a or

diagnosis

1 diagnosis, the primary disease as well as any

Folidwing a‘fina _
: ... or _ , disease should be recorded.

I£ a record sent to the medical record department is found incom-=

. plete, it should be placed in the -

until completed.: .

. The suthorization for release of information may be either a

separate - form or on. the back of the __

. The record of admission is sometimes called the ...

record, the
record, or identification sheet.

The sheet is the type génerally“uséd for history
examination records in teadhing.hospitals.

The section of the history record for recording the comglaihts of
the patient is the section. f

L4

.. The physical examination report is a-statement‘df observations

and findings supplemented hy .

-alds.

The physical examination report is signed by the .

. .physician if he makes. the.physical examination. .. -

A tentative diagnosis made before any tests have been completed

- is entered under heading of __ - . on the physical

examination report.

physician should counter=sign the physical examinzilion report'
when data have been taken by an intern. o '

e

et

[

Y
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13. Laboratory reports sre made by the , L -
o ror - .- who works under the superv1smor of a
pathologlst. | |

14. - AMA approved hospitals must furnish a
R - contalnlng concise, essentlal 1nformat10n regard-
1ng the patlent s illness and its 1nvestlgatlon and treatment.

15. Although hospitals differ, many give __.___ . . laboratory
: examlnatlons to a11 patients admitted. ST

16. Speclflc statements wrltten by the phys1c1an relatlve to the
course of a disease are called. I . .

17. The record of all orders.given by the physician is called the
record or orders.

18. In some states, “the physxcran o number is followed
by hls s1gnature on the oﬁier sheet for prescrlblng narcotlcs.

Multlple-Ch01ce

Dlrectlons-) In the space ‘at the left of each statementa write the
letter of the item which will provide the ccrrect answer to complete
the statement.

l. The reason some records are called basmc record forms is
that -they are (A) used first:; (B) necessary regardless
of the type of case; (C) used only for mlnor cases:
(D) very seldom used. S

2. The summary sheet or face sheet does not coptain the fol-
lowing item of information (A) final diagnosis; (B) pro-
visional diagnosis; (C) social security number; (D) personal
medical history.

3. The correct way to enter a single person 's name on the
medical records is (A) Smith, Miss Phyllis; (B) Phyllis
Smith: (C) MlSS Phyllis Smlth, (D) Miss Smith, Phyllls.

4. Informatlon at time of adm;ssxon should be obtalned by
- the (A) medical record librarian; (B) admitting clerk;
(C) nurse; .(D) physician.

5. Zach progress note entered should be (A) initialed;
(B) signed; (C) sxgned and dated; (D) initialed and dated.

6. The inventory of systems does not contaln the . followxng
item of information (A) skin:; (B) nose:; (C) female,
reproductive; (D) bleeding time. -

7. The physical examination report does not contaln the fol-
lowing item (A) cell count:; (B) ear discharge; (C) salivary
" ducts of the mouth; (D) breast discharge.

Aruitoxt provided by Eic:
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dent: (D) chief of the service. PSR

. ag.bStandard“qrders. whidh'are~routinefhouse.ordeerfmust’BE‘

9. The nurses' bedsideﬁrecora“isjéfarfed‘bY*ﬁhé*wA)ﬁmedicél
“rf ﬂ-*‘récord librarian;- -(B) ‘admitting &lerk; {c). admitting physi~

¢ eiany (D)  adnmitting nurse.-

. .. 10, Nurses' notes. (A) &y heVer'hé-remdb&&ﬂfrémkﬁhe“médicali- L4
record: (B) are ‘&lways destrdyed-immediateIY-éfter"ﬁhe medi=
cal record is analyzed; (C) are always filed separate from 1
. the medical. records (D) may be destroyed according -to -the !
Statute of Limitations. - Rt

‘Matching "¢

Directions: In the left hand column is a list of tests. The right _

**ﬁand&Column'éontainsqﬁheuusesuapd‘pufpoéés*df these testé.- Match

théﬁﬁ8ésfaﬁdvpﬁrposeSHt6~ﬁheﬁtésts-ﬁy-plaCiﬁg the letter-of the use
or purpose in the blank at the left of the appropriate test.

=

1. Ascheim-zondek test "a.  a test on spinal fluid

‘2, Schick test - Bt‘iﬁrliver-fuﬁctionut§9£77*?f .

3. agglutination test ' C. a smear test to determine
. . S ate ?ﬁ . I;fl.yv‘uq:“cénéerr e ;? el . -
4. Pirquet test = L R e
A D;ﬁxa-teSt'fortprégnancY
5. Papanicolaou test e o

. E. a test * - typhoid fever t
?60; LiPaSE:test'; 'Ehu ".' T“q‘ _ﬁ ‘~{wﬂ -” .£; - Loer .
e e T . .- i+ . ‘a test’ for ‘bacterial diseases
L 7. Widal | R

G. a test in diagnosis of gout l
8. cell count y
T M. determiné gastric carcinoma

9.7 uric acid’ test- . A Py
o el Folo C 1. determine suscdeptibility to
;0, Frig@mgn~Hambu;gerLteSt. ‘vwd@pﬁhegéa‘ -

Y-
oleed

J. 2 skih tést to determine
 tuberculoésis

L Lis.t.ing Lo ' - ‘ :' ' [ o }
¢h_of_£pe following.

G -

Directions: List the items called for in ea
Select your'ansvers earefully. .~ . .. .
1. Two forms that usually include all dinformation ¢f an identifying
L qatu:eﬂa;e: , _ ) . |

. . Dryns W P o4 o0 A H . e
e : o . . - . v e .
it (A Ce R ¢ -) B
. . . . . 8
) L e . N DR e R P

Full Tt Provided by ERIC.

ERIC
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’ijbmpevfbur major sections of a history record form are:

(a) (c)

L o

8. A graphlc dhart usually glves the phys1cian a quldk picture co
- record of the patient's: . ‘ Lo

}(A){f«';f Z ; L (D)
(3) . _ _®
(c) L i_" L - (E)

4. The four major vertical columns 1nc1uded in a nurse 's be651de
record are: -

(a) —— &
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Sheet No. 4 o Units 17-21
T \ME MEDICAL RECORD: SPECIAL RECOXD FORMS I
‘,”The‘médicéivrecofd.éontainsnmény"difféiéhgméébéé"éf"reco;dSo
some of which are considered as special records andfpplygused;for:par-
ticular cases. These records have a specific function: and special
care must be taken by the medical record persornel to see that data .
has been recorded.properly:. ﬁhat.ﬁhe.requiredwsignatnreahareiincluded.
and that patient identification data is correc:.

“innéhis aéSighﬁéné'Y6u.will'ﬂ;ﬁé“éh béﬁbyéﬁﬁifiwéb’ﬁécpme familiax
with some of the .special types of records and .reports. used in hospitals
which are included in the medical record.

. e e e I P et
I : b ) L SN H

Assignments R AT

‘1. Read the reference listed beélow.. . ...cc i o onm. Lo
2. tirite a short paragraph on each of four special records
' used.most often.in the hospitalmin%whichmycuhwotk;ﬁgive
special precautions to be taken when checking for com-
pleteness of each one.
3. Answer the guestions below and turn in this assignment
by .

Reference:
A. Huffman, Manual for Medical Record Librarians. PPe 73-92.
Questions:

True-False

Directions: The following statements are either true or false.
1f the statement is true, draw a circle around the letter "T." If
it is false, draw a circle around the letter i

T F 1. The special record form that will be used depends upon
the case being treated.

T F 2. An attending physician desiring consultation indica*es on
what specific points he wants a consultant's opinion.

T F 3. A consultant need not record his findings since this is
the responsibility of the attending physician.

T F 4. In checking the consultation report, all omissions should
be filled in by the medical record personnel and presented
to the consultant for his signature.

T F 5. A blood transfusion report will be found only in records
of patients who have had surgery.
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T F 6. The anesthesia ‘record contains 1nformatlon&as to the con-
dition of the patient; - - L

T P 7. A report of findings and procedures used by a surgeon -
at operation is recorded on the “Report of Operation."

T P 8. It is essential that the preoperatlve dlagnos1s be made
_prior to initial incision.

T F. 9. An authorization for surgery is always found on the back
of the summary shect. e

T F 10. A special authorization for an amputation'shoﬁld be used
even though a general or blanket authorlzatlon was obtained
when the patient was admitted. - -

T F 1l. The attending nurse during an amputation should complzte
; che report of operatlon if the surgeon has falled to do so.

T P  1l2. The same type of o“eratrve report is used for tonsilectqmms
as for major surgery in most hospitals.

T F 13. Small hospitals often. send their ttssue specimens to central
: 'laboratorles for exam;nation.' :

T ¥ 1l4. The recovery room record is one form that does not become
part of the patlent s med1ca1 record.

T F 15. The report made by the cardiologlst from the traclngs 0Ff
- -an electrocardlogram is generally not a part of the :
patient's medical record.

T P 1l6. An electrocardiographlc report is a clinical 1nterpretation
‘and 1s signed by the attending phys101an. -

T F 17. The carbon copy of the Y—ray report becomes part of the
o patient s med1ca1 record.j .

T F 18. Almost a11 hospltals use short stay records.

T F 19. The short stay record is the responsibility of both the
medlcal and nurs1ng staff.

completlon

Directions: Fill in the’ blank(s) in each statement- wnth the word(s)
required to complete the sentence correctly.: '

1« ¥hen an opznlon of anothex. phy31cian is .desired, the attending
5 phys1c1an wrltes a , . for consultatlon.

2. The blood transfusion report serves as legal protectlon to the
and the .

Aruitoxt provided by Eic:

| ER&C
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3, If a complete or part of an organ has begn removed, a
report must be 1ncluded i, the record.:

4. A.special form to record data cothi ernlng patients while in the

recovery room following. an operatibn is the _. .- . .
report.
S¢ A graphlc traC1ng of heart act;on is called an . .

o
g H [N

e

TR

R

6. - The x-ray report . (dlagnOSLS) must be szgned by the
or . - : R

7. If a patient remalns in a hospital for no. longer than 48 hours
..as in the case of. ton9111ectom1es. etc.,, - .
record is.acceptable.

letlgle-0h01ge

215223122§' In fhe space at the left of each stateﬁeﬁt,fwrite the
~letter. .of the 1tem'Wh1dh‘Wlll prOV1de the correct answer to complete
the statement. : . e

. 1. The reason for a physician requesting consultation: is
(A) to rid himself of respons1b111ty, .{B) - to make a more
accurate diagnosis: (C) because 1t is requlred, (D) none

. of the above reasons. c o : | .

2. On operatlons for the purposes of sterlllzation, con=-
. ... sultation with a qualified physician 31s (A) .required; -

.. - (B) not required:; (C) often required. (D) seldom
required. e o . e

. .3.. The.original tissue report becomes. part. of the medical
record after it has. been signed.by. the (A) surgeon;
(B) pathologlst, (C) nursea (D) anesthet;st.

_____."4.' Short stay records must be szgned by the () medical
' librarian; (B) attendrng phy31clan. (c) nurse. (D) is

not signed. . .

Llstlng

Q rections: List the items called for 1n each of the followlng.
Belect your answers carefully. - - .

1. The three majoxr- secticns to be filled -in by the consultant on..
the report of consultatlon ares . S R

e e B e @)

2. The four ma]or areas of information that should be reccrded on
.- the blood. transfusion recoxrd ares ... .. . .0 = T

@) | e ()

R
F

« e MW

(B) | | _ (D) Y

ot
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Assignment.
Sheet No.

| ‘ o 7 . Coveking .
5 ... Units 22-26

v 5 )
THE MEDICAL RECORD: SPECIAL RECORD FORMS II.-

Obstetrical and newborn récords are considered as special

record forms.

Great care must be exercised in their proper use

and preparation as well as their placement in the patient's medical
record. These records, ‘as other miscellaneous special records,
have a specific function and should be used only for the particular

case for which they are designed.

-In this aséigﬂmentfyou'ﬁill=have an -opportunity to become
familiar with various types of special reécords including..those for
use on obstetrical and newborn cases.

Assiqnméﬁ£=

, 1. Read the reference listed below. _ .
.. 2 Obtain‘'copies of obstetrical and newborn records from °-
' the haospital in which you. are working. Become thoroughly
familiar with the forms and the information required on
. them. Write a two-page summary on each of four selected
. ‘bbstetrical and -newborn records; indicate what. information:
is contained in each record when it is properly filled out.
3. Answer the questions below and turn in this assignment by
Referenceéﬂ"
'A. * Huffman, Manual for Medical Record Librarians, pp. 92-126..
Questiongi, -

e T

True-False

Directions: The following statements are either true or false. If
the statement.is true, draw a circle arund the letter "T." If it

is false,
T l.
T F 2.
T F 3.
T F 4,

. date of c¢onfinenent..

draw a circle around the letter "F.".

A prenatal record starts in the office of the obstetrician
and records the condition of the patient-during pregnancy.

. The patient's labor recdrd;is started upon admission to the

~hospital. o
The present pregnancy'section of thefprenata1frecord
contains information concerniing headache, dizziness,
edema, bleeding,~Iabo:ataryitégt-resultsi,andfestimatedf

The labor record contains space for information concerning
the type of delivery as well as the condition of the new-
born.
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F

10,
.t/ .5ame as-ones used for adult patlents.~w.g »g : S

11.

.o record; it is not necessary to 1nclude lt on Ehe,infant's

' The terms "point of direction" and "position" are used
- interchangeably. S

There ‘dreé ewo divisions of presentatiocns df"the newborn.

ffvarious €bot11ng presentatmons are’ classifled.as breech

presentatlbns. M-*

'Jln a brcw presentation, the brow is the pcant cf dlrectzon.

RTINS

There are four to flve recognzzed stages~of‘1abor. o

Summayy" sheets or face sheets used for .the newbcrn are the

The history of nswborn dellvery should provzde space for a
information regarding the duration of labor as well as.
type of delivery.

H

Sinde* 1nforms*10n concerning the dellvery is . omﬁthefmother‘s

*”~records.

14.

15,

16.

.complete.

contents.

'on each record. -

. used for hospltalxzed patlents.

ﬁThs recurds made on an lnfant become pant cf the medical
':;Jrecord fcr later use‘when an adult. e

i1 o Eey By . .‘;

Informatlcn such as condlthn of the navel, skln and
eyes of the infant should be recorded on the nurse's
record of infant. Loimnign s

Tt dis an accepted practicé to make out an accident report

on only serious injuries. |

Each aceident case should be considered as a poteﬁ%léi"
court case; therefore, each accident record must be

»'-‘:‘

A’ complete~autopsy means: ﬁhet ﬁhe scope cf autopsy has
been limited to a c¢omplete exanination of all e¢ranial "

IRAT AT ¢ . A ,E i

B pat1ent's clothes list record becomes a part of the

patlent's medlcal record.

.... i - el SR . .

It is the responsiblllty of the physrclan to determlne
whether all necessary authorlzatlons have been 1ncluded

;. f.

; “It ig generally consmdered godd practlcs to have the

outpatient records conform to size and form of -the records

B - . N PR . [(XP
B N : N
. ?

P
f-:" t .
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-

T F ‘21, Although most hospatals tend to use basi¢ records, the
.. .trend for teaohlng hospltals is: toward ‘the use of " spec1a1

records. ——

T F ‘22. Even .though some.special¥ecords forms are not considered:
as part of the medical record,-they-are. often filed with
_the medlcal rooord to save confuslon.'

T F 23. Although the death certiflcate stub and the morticlan S
receipt for the body are consmdered essentlal they are .
-not: £iled in- the medlcal record.,. T . : e

T F 24. A record of deflclencles ‘should be kept on the summary
me t:f-‘?sheei: if: at‘all possible“%ﬁ“ e

B e o ewen tse e

Completion ..

Directions: Fill in .the blank(s) in'each statement‘W1th the word(s)
required to complete the sentencé correctly. SR

1. An obstetrical record which 1s consldered complete, contazns o
a minimum of. oo vl partsi

’ '1' el

2, Previous venereal, cardlac, pulmonary and renal diseases are
recorded in the . ST S S section of the
prenatal reocrd.

o . . . .
o “ '“'5: . i ~¢ « o‘, .

3;~;Informatlon ooncernzng spontaneous and 1ndnced abortzons is
recorded in the section of. the~i
prenatal record

.4.'fA record on Whlch 1nformatzon conernnlng the posztxon and
. -presentation of the-. ; .. -4 a0 as prOV1ded is* called a
labor record. , B .

5. Minus and plus stations are 1ndzcated on the labor ‘record, the
distance of which is ‘measured:in'. E N g

6. The term’ "presentatzon“ refers to.the relation which the long
: ~axrs of the e ; < bears to the long axls of the

~7.f-From birth of infant :to expression of placenta is the
R PR stage of labor. R :

i

8. The phys1c1an s record of newborn reports the findlnas of the
of the 1nfant and 1s slgned by the

-
LR

9, Generally,“an'lnfant at'timehof‘dlscharge shopld'he(turned
over to the mother only, unless she is too
-%to take 1t. St S A SR

,)

4 LTINS § B S A LT I AR S TS S G SR R R SN
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10. "An accident report should be:an.accurate:- and comp;ete Yecord:
N because every -hospital: case. is a potential; XW,
and this is especlally true in; acqrdeht cases.

11. -An autopsy report is made out. by 3 ___. . e+ wWhd al€o
should sign the, report. p;, - ,¢.~x.' L it

-

12. When a therapeutlc abort;pn is made, a spedial for must be signed
.~by two. — ~]’_ SR ope: of whach iz an; obstetr cian,::

A »‘n

. ‘1 P

13.“ The blrth certlfrcate stqb or copy of blrth certlfrcate should
be flled with the ii chart.
: i S L1 L L
14. The ASA recommends that the adm nrstration of an anesthetlc to
an obstetrical oatient be recorded on a
!\d’ '"'.';

Cus s oIy sarem

15.:: & note should be made-of all defapxenczes on-.a BRI
record when assembling. a medical:record.. p;,.,w~- R TR N

16.... The -graphic:charts and: nurses! notes are. often: coMbaned.into !
one record when a patient progresses to the LT
stage.

. .
cos ¥ ey L e e £ B R T 0> . . . ) . 1
ros .’..! A . P b PRl e [ L ] Y Lt . . . .ot . . PR

. - . - -~
" e ~, v . - - . . o . R . s,

o

S SR T Multrgle-Cho:ce I A Lua:uwnm
' G SR I ’ &,
Directions: 1In the space at the left of each statement, wrlte the
letter. of: the:item.which. will provideas:.the correct answer to complete
the statements .. . . A%

s ts AR R A b- LDl - @ihiw MICE  SEELEER Q GRCIROR G o Pty SAPBE g TN oW e

l. The orlgxnal form of the prenatal record is sent from the
. . -obstetrician to the:(A) patient:: (B) attending physician;
... 1+ {C) hospital; (D), attending nurse.aifew days. beforevthe

expected delivery. L e e

...2. - The scapula is the point of direction in-.a (A} browy
(B) —occiput; (C) shoulders;: :{D) :breech  presentationi’

i 3.. The summary:sheet for an. infant .ghould be filed: (A) 'sep~
.+ “arately;: (B) with. the mother's;.  (C).. elther ‘separately or
witzh the mother's; (D) separately and with the mother's.

4. :A'day-by=day. report Of:- an~rnfant*s temperature: and weiglit
on a graphic weight chart: is" compmled by the (A). physician;
(B) nurse; (C) medzcal record technlclan, (D) mother of _
e 1lthe infant. e 8 %
TR S PRI RO ;2;'1':.** $
5. Permxssron for autopsy is smgned by the (&) attending
physician; (B) attending nurse. (c) responslble relatlve,
© (DY any -of above three. {:;~ F S {a '¥‘;"7
6. fThe release from respons:blllty for dlscharge form should
be signed by the (A) patient or nearest relativae; (B)
attending phy51cran, (c) attending nurse; (D) mcdical

record librarian.

S tppite by

e
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7. Information about living infants who are born before
reaching full term should be entered on a (A} graphic
chart; (B) postpartum chart; (C) nurses' record of infantg;
(D) premature infant record. o -

Listing

Directione. List the items called for in each of the follcw;ng.,
Select your answers carefully. |

1. A complete prenatal record includes the family history and:

R I )
®____ | (F)
(C) ()
(D) — .
2. A ccmpleﬁe neWbbrn'record consists of foqc'pafts:'
(A)'f . o ‘ |
(B)
-(c)

(D)

3. The complete obstetricai reocrd consists of a minimum of three
parts:

(3) , )
(B) __

: [Kc

Aruitoxt provided by Eic:
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Assignment | L . .. .- ..- ‘Covering
Sheet No. 6 =~ S - ., . Units 27=34

" RESPONSIBILITY IN MEDICAL RECORD PREPARATION

All those who contribute data for records must accept their
responsibility for completeness and acctiracy in order to maintain
adequate medical records. It is esgsential that the medical record - .
department personnel know where the responsibility should be placed
regarging the completion of the various sections of the medical
recoxa. . . YL . g B L e o w st ‘.-“. v T T N

_In tbis assignment you will have an opportunity %0. become '
famlléarQW1th-the~responsibilities of those who record data on medical
recoras. D B

Asgignment: oy

1. Read the reference listed below. , oo L

2. In view of your assigned duties in the hospital in which
you work, write a report not over three pages in length to.
explain your responsibilities and relationship to the
medical record. o

. . 3¢ Answer the questions below and turn in this”assiéhﬁéﬁt”by

A 3

Referenc z:
A. Huffman, Manual for Medical Record Librarians, pp. 159-190y
1‘99-206. booetet e St e I P N s o—we s

Questions:

' _T:ne-False

Directions: The following statements are either true or false. ' If
the statement is ture, draw a circle dround the letter "T." If it 1s
false, draw a circle amund the letter "F."

 F 1. The attending physician has the major responsibility for
maintaining an adequate medical record.

T F 2. From the very early days physicians have kept complete and
accurate records regarding the care and treatment of
patient.

T F 3. It is the respomsibility cf the attending nurse to obtain
a complete report of the ¥indings and procedures used by
the physician in surgery.

T F 4. The attending physician must review the record for com-
pleteness prior to signing it at the time of discharge of
the patient.

T F 5. The adequacy and completeness of medical records are a
means of measurement in the sccreditation of the hospital.

P

e

B

.y
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T F 6.. Acco;?ing to the author, the medical record committee should
contain, one member from éach service of the hospital.

T F 7. The medical record librarian may be consulted in the selec~
- tion and .appointment of members to the medical record
- committee. | ’ ' | o |

T F .8. One of the responsibilities of the medical record committee
' ~ is to study the trend of the clinical work in the hospital.

T F: 9. The medical record committee should have the authority
" to pass judgment on the quaiity of records and to reject
substandard records. ' |

T F 10. The medical‘fecord départment personne;'actually make the
regulations concerning medical records, while the medical
record committee serves an advisory function.

T F 1l1l. The mediéal'recofd departméht peréohnel are responsible for
making both the quantitative and qualitative analysis of
medical records. :

T F 12. The pathologist, the medical record librarian, and two
: .other members.of the medical staff make up the tissue
committee. | ' : ﬂ

T F 13. . The medical record department can be the weakest department
in the hospital, due largely to the substandard quality
of the medical record. - o

T F l4. The goberning'boafd is legéily reépdnsible for a complete
and accurate record of every patient treated in the hospital.

T F 15.. When dictation is taken, the full names of the surgeons must
be recorded. ’ : ST

P F 16. The less detailed a surgical report is the more valuable
it becomes. ‘ S

T F 17. The preoperative diagnQSis’ghouldAbe recorded'befére the
operation is started. T
T F 18. 'Althbugh mechanical devices are used: for dictation purposes

by doctors, they are very unecconomical especially when
the volume of dictated material is great. AR

® F 19. The person in charge of the dictation pool is directly
responsible to the medical record committee.

T F 20. The use of mechanical dictating devices aid in @oré’prompt
completion of records. that form part of the med;cal record.
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S “F 21, 7 The medical record librarian assists the medical staff °

F.

: [

31..

committee by naking “the medical records available for their

use. ., ) o o _ .

22, The JCAH is StréngIY“aéainsﬁ'éhe‘ﬁ%adtideJof;EpEt checking
medical records by the mediga. record committée.

v . e .. : : iy L. Lt ;%’v N . R . e % R
23, The t1§sg¢*comm1;;eejdpes Q@t'reV1ew‘surgery;ca,es.Wher?
.. © < there is nho tissue removed.such as vaginal plastic repairs.

*jzaf_-iﬁdepéhdehty@edical,quigéfé?usug;ly are qualified medical

"recbrd librarians. -
25. The medical recgrd_librarian‘may.determine whether_a
S ;pnsultation“was'requgsted;"given,;and.recorded, v
26. The medical record librarian‘completes and files the
y,,w.psysician’s index which is a permanent record of the
‘gffﬂindiyidg§1 phyéi¢iaﬁfs;WOrkﬁﬂi;,"" T
27. fThe information the medical record librarian gains when
»pgsg;spiqguin_a_me§iqal audit is s;qig;ly.gqpfidential.';

28. The JCAH requires hdspitéié;tbhﬁaﬁé’aﬁmedical‘épdit commit=
tee in order to be accredited. AT

¢

‘29, Thé*ihfeééioh'éommitﬁééiﬂas*a;diiécg'ﬁgsﬁépgibilitnyor

- #he medical record.

30. ‘Thewmediqa;_record;librarian usuallﬁ;work#fﬁery closely
7 with the utilization committee. - .. - L

It is dp@bgful.if;quical_reccrdp tissue,.medical audit,
‘ infeCtion;J%nd‘utilizationncommittee'reqprda‘WGuld'be o

admitted as legal evidence in court ‘cases. -

ot CF LT T Adn ek Lol
- Comp etion -

Directicns: -Fill in the blank(s) in each gtateméntfwith the word(s)
required'tb“cbmbléﬁe the'sénteﬂbe*cotreggyg;jug‘ N

l. - - . P R
‘ascertain whether thg‘rgcbxdfjpékifies ;he'diagposiSﬁand“

.. .., maintenance.

3,

The attending ., in the finél'analysis, must

The Joint_Cqmmissiqn on Accreditation of Hospitals requires that
TR Pt et

, BN R . be appointed
to supervise and apprasse medical: records .and 'to insure their

“ion - éase ‘a staff mémbér‘ié”delinquéntﬁin ﬁis“réédxgs}:the'medical

record librarian should notify the

The of service in a large hospital is generally

R

responsible for reviewing the records,on his seryice.




1Q.

11.

12,

13.
14.
15.
16.
17.

18.

19.

‘cases it does not feel competent 'to judge on to the

In order to avoid unnecessary dupllcatldn and to attaln uniform=-
ity, medical record forms shoiald clear through the medical

The tissue commititee, which has some certain responsibility for
the quallty of care rendered oatlents. should meet at least

once -a L . and submlt a report of its findings to
the __ : : : .. " of the medical staff. : =
The has the final respons1b111ty

in all matters pertalnlng to hospltal management.

The report of operation must be checked ‘and. slgned by the
prior to filing the chart in the medical

record department.

Recorders and transcrlbers 1ocated in. a dlctatron‘pool should
be adjacent to the L : _ S department.

- The findings of the S ‘committee contribute to the

quallty Of the surglcal perfcrmance in the hospltal.

The primary purpose of the tlssue committee is to

* the surgery performed.

‘The medical E ' commlttee has been deflned as an

method for applying a yardstick to the
of professional performances. -

The medlcal audlt duties aremost commonly performed as an
audit by a medical audlt committee ‘0f the

The‘medical'audit committee may require the
. to collect information for them.

The medical audit committee passes its written report and the

committee.

Medical accounting is usually done by the

Agreement or lack of agreement between prOV1s1onal and final
diagnosis is determined from the sheet, and
these findings are then recorded on the medical |
woik sheet. '

Infections due to hespital produced

strains Oof organisms has become an increasingly serious problem

in recent years.

The infection committee is a nolicy settlng. -
and committee. o
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20.. ‘The provision of an adequately ‘equipped department for £iling -
and indexing medical 'records is the responsibility of the

MultiglebChoiéé

Directions: . In the space“ét,tﬁeﬁleft-of eéaﬁ statemeht,ﬁfite}the

letter of the item which will provide the correéh'answer to complete
the statement. . R » S

1. The major responsibility for waintaining an adequate
medical record concerning a case handled by an intern
.. rests with the (&) intern; {(B)“dttending physiciani
- (€) medical: record personnel; (D) ail of these.

2. The medical record is kept primarily for the béhefit of
- -the (A)~attending'physician;,(E)‘research»value; (C)
patient; (D) medical record librarian. .-

.'3.. The medical récord committee should tepértgiﬁs.fihdingsﬂ
to the executive committee. every -(A) week: (B) morth;
(c) six months; (D) year. .

4. The medical audit committee (A) evaluates the surgical
part of the medical record; (B) evaluates the quality of
medical care given the patient; (C) does nmot evaluate any

- part of ‘the medical record; (D) checks or audits-the
financial records of -the hospital. -

"5 .The;medical‘auditmcommittee.shqgidfmeet (A). énce a weeks
. .(B)-once a month;.(C) every-six months; (D) once a year.

6. Complications and classification of deaths are determined

by the (A) medical auditor; (B) medical audit committee;
‘(C)- either A or B; (D) neither A nor B. :
Sy The:Reportfof,Hospital»lnfection~is completed by the

(A) charge nurse; (B)..opérating room .supervisor; (C)
attending physician; (D) by A, B, and C. L

Listing -

Directions: List the items calléd for in each of the following.
Select your-answers carefully. . T ' - |

1. Three major reasons for keeping an accurate medical record are:

(A) | ” oo h—"

C

CaBY L
(€)

2. The medical recor ' S

o s ra e e i gt g R
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2. The medical record librarian must be acquainted with the

| essertials of a complete surgical report so that she can properly
supervise the work of the:
(&) i » '»(c)
(B) ' | |

3. The report of an ope;ation should‘state the:
() |
(B)
(c)
(D)
(E)
(F)_
(6)_
(H)
(1)

(J)
(K)
(L)

4. The medical record librarian usually works with the following
committees:

(a)
(B)
(c)
(D)
(E) __ _

5. The tissue committee and the report of the pathologlst guard
against the following four surgical maloractices:

®)
(B) - —
(c)
(D) ‘ __ — -

f ERIC

Aruitoxt provided by Eic:
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.6.  The mc—..d:.cal audlt ‘committee may have to clasalf Y medlcal :f' 1nd:.ngs
' “under one of the following four cla,,.,:.ficata.ons. SR

(a)

(B) |
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Assignment ; | Covering
Sheet No. 7 . . S | o o Units 35-42.

MEDICAL TERMINOLOGY I -

Termlnology used in medlcal records is often confusing and
puzzling to the beginner. These terms, most of which are of Greek and
Latin origin, may be troublesome to . learn unless the student uses a
systematic approach.. Some previous knowledge of these two: languages
will be of definite hzlp to the medical record. technlclan in her work
in the med1ca1 record department

In this ass;gnment you W1ll have an opportunlty to become
familiar with stems, prefixes, and suffzxes that are used in the .
formatlon of med1cal terms.

A551gnment-

1. Read the reference 1leed helow. ,
2. Answer the questions below and turn in thls ass1gnmen

Reference: | T A

4 Ai'_Huffman;vManual for Medical hecord.Linrarianséupg.;SQQ-Sgé;
Questions: | | | |

' TrueéFalse

Directions: - The follow;ng statements are. either true or false. If
-the statement ‘is. .true, draw a circle around the letter wp,* If it is
false, draw a circle around the letter "F."

T F 1.',Der1v&tlon of. the medlcal terms which are now in use was an
arbitrary dec1s1on made in early times. :

T F 2, Medical.scienee-grew up in a German environment.

T F 3. Most persons training for work in the medical record depart-
- ment have very 11tt1e, if any. Greek and Latin baekground.

T F 4. Stems actually go back to a rather small number of: mono-
syllabrc elements known as preflxes. 3 , -

T F 5. The suff:n.x is. atLaehed to and precedes the. stem._

T F 6. The.disease termrnology is much larger than the operatlve
terminoloygy. ~ .

T F 7. The original meaning of the, ‘coniporient parts that—make up
o a medical term mzy completely disappear. IR ,
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T F 8. Tt is very possible that the French have had some 1nfluence
-+ . on the medical terminology.

T F 9. It is. possible that with a knowledge of stems, prefixes, and
suffixes one can determine thé mednhing of medlcal ‘terms
‘cafw&thbut the 'use of e dlctiohary. T T ﬂ"§‘ B
104 fGreek prefiXes are normally used ‘with Greek stems, wnereas
'waéiLatln preflxes are used*wlth Engllsh stems. ' |

t
fm:4

i F' ll; A sufflx is generally a three- or four-syllable word.-

COmgletlon :jﬂg'”-s

Directions: Elll in the blank(s) in each statement 'with the word(s)
required to complete the sentence correctly.

1. Almost all of the medical terms used are derived from the'd
and _ L"fy' j“f -*languages.;j~ -

2. The words of th\ Greek and Latin language go..back to ba51c forms
known as o

3. | Doublets refers to words_that have come 1nto the
Yahguage by . different tod€dsit. i y

4. Words that have the same sounds but different meanings are known.
as .

5. A medlcal dzctlonary that supplles lnformatlon on the
) . .Of terms’ is- eesentlal to ou-_worklng oR- med1ca1

' recordso l . RPN Lo i e T . .,.-. g .
6. The is ;hat part.ot'the word that rema;ns after ’
""" the prefixes and suffixes héve beef removed. ¥h ) ?:i? -
7. A prefi: 1s placed before a word to show certaln — . —
, liq__Jg . | | |

Vo . . . .
":.\?- Jeg -"‘l...i— i

“ ' P £ 3 NS .
Diréctions: List the iteris called for ih eadh of the follOW1ng.
SeIect your answers carefully.

e R i , T )
l. One who is studylng ‘medical termlnology 15 concerned ma;nly wzth
stems of words to which thg follow;ng are added.

» ¥
-..u.,," T A Toreptog e

() A gf‘,f%w::ﬁ:r:

2. suffixes are generally dzvmded into three classes accordlng to
uses . L e wi o e Rl
(A) , (C)

(B)
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In the left hand column is a list of stems. : The right
hand column contains the meaning of these stems. Match theé meaning
of the stem to the corresponding stem by placing the letter of the
meaning in the blank at the left of the stem to which it applies.

Group I-- __Stems Mcaning
1. bronch A. arm
_____ 2. enter B. blood
3. galact C. uterus
4. arter D. cheek
. 5. colp E. skin
6. gloss F. intestine
. 7. cost G. crab
._____";8..;¢9r€icf  H.’xbropchu§ or'wiédpiééfo:
_____; 10. .cyst J. rib
11, hem’ ‘'K.' neck
—__ 1l2. hyster L. ilk
—__ 13. derm M. artery
14, carcin - N. Dbladder
_______ 15. bucc O. vagina

r
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' Group IXe- Stems Meanings
s Yy pyeX o LR A% AL dterus
PR U AL S E T S 5
3. orchi | C. wurine
L " 6bph63'" A ..f“mm.sl Lrenst
6. lact | _ F. testicle
, 7. ov o G. pelvis
8. ur ) H. rectum
9. trich | I. ovary
_ 10. mast J. egg

R
i,

sy

Directions: In the left hand column is a list of prefixes. The
right hand:.column ‘contains-the meaning of the prefix. Match the . .-
meaning of the prefix to the appropriate prefiv by placing the letter
of the meaning in the blank.at the left of the prefix to which it
applies. o o .

- a, W

Prefixes I

. l. infra | : A. excessive
- 2. dis 5 ! . B. bhefore
e 3. circum L C. separation . o
4.  hyper N | D. 1lower
. 5. atel ) E. within
6. contra F. both
— 7. ays G. half
e 8. cata H. away from
9. demi I. through
. lo. ambi J. around
. 1. adia K. similar
12, endo L. imperfect
______ 13. homec M. below

1l4. ante N. painful

ERiC___ 15. ab 0. opposite
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Prefixes II

gréa;;
JfbrWérd 

against

one

narrow

straight or no:mal
across |
gray

backward

middle

putrid

forwarad

near

beyond

SEE—
L2
R ——
g
R
SR T——
CEE———
SER—————
S E———
———
OE——
¢ E————
Le s
L
S ———

above, over




‘Directions:
‘hand column contains the meaning of the suffix. Match the meaning of

'ing in the blank at the left of

1.
2.
3.
4.
5.

10.
11.
12.
13.
14.
15.

In the left hand column is'h list of suffixes. The right

an

ia
clasis
rhea
itis
pexy
oid
oma

cyte

Suffixes

A,

B.

resenbling |
surgical fixg#iph
flow

destroy
inflammation
loosen

cutting out
pertaining to.“,
like

a morbid comdition
hollow vessel -
diseased condition
hernia

order

incision
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Assignnent L e - I Covering
Sheet No. 8 | Units 43-49

MEDICAL TERMINOLOGY II

As one becomes more familiar with the work of the medical reccrd
department, the importance ¢f a thorough knowledge of medical terms
and their meanings and uses becomes more evident. The student must
not only know the stems, prefixes, and suffixes that make up the many
medical terms, but also other scientific and nonscientific descriptive
terms and abbreviations that are used in hospital work and affect the
patient's medical record.

In this a551gnment you Wlll have an opportunlty to become
familiar with plural noun formations, homonyms, eponyms, common disease.
terms, abbreV1at10ns, and hospital texms.

Ass1gnment:

1. Read the reference listed below. |
2. Answer the questions below and turn in this assignment by

Reference:
A. Huffman, Mapual for Medical gcord Librarians, pp. 523-548.
Questions:

True-False

Directions: The following statements are either true or false. If
the statement is true, draw a circle around the letter""T." If it is
false, draw a circle around the letter "F."

T F. 1. Many of the plural nouns in medical terminology are formed
'~ from singular nouns which are derived from Latin and Greek.

T F . 2. Digiti is the plural from of digitus.

T F 3. Adduction is a descriptive term applied to a person who is
in a state of being addicted.

T F 4. Eponyms are universally used by medical record personnel for
class1f1cat10n purposes. . :

T F 5. It is possible that even if an eponym is used one may still
not know the disease being referred. to. . " 5

T F 6. All commonly used disease eponyms have other dlagnos1s titles
listed 1n the Standard Nomenclature-book. ;

o TS SRS

bt 2R ST - T S e




"7 The term bradycardia means an abnormal slowness of the_

heartbeat.

Friction is the extract from 11ver used to treat pernlclous

. anem:l.a o

Any one of a group of - kidney dzseases attended'w;th albumlnurl

o and edema .ig ‘commonly referred to as Brlght s dlsease.‘.

r F. 7.
r F 8.
r £ S
r F 10.
1- F 11,
r Pl
r F 13,
T F 14,
T F 15.
T F 16.
T F 17.
T F18
T P, 19.
T F 20.

l‘;.

'Jackson S vell is a, te °m referrlng to a dellcate curtain or

web of adhesions which is also called. membranous perlcolltls.

_Every hospital should recognlze only the medlcal abbrevzatzone

recognlzed by the AMA,

-.
H
. s

The numerical evaluatlon of the resp;ratdry condltlon of a
newborn infant is called the apgar score. :

A contagious disease may be one, communlcable by contact W1th

.an object. .

A communlcable disease is one whosSe causative agent can be
passed on to another person caly by direct contact wzth the
disecased person. '

A fracture 'is generally cons1dered as an’ emergency case.

A new birth is not considered as a hospital admission.

3

An infectious disease is ‘one that is caused by parasltes and
is, always consldered as contaglous.‘ : _

An 1npat1ent is any 1nd1v1dual whc occuples a hospltal‘bed
while receiving hospztal care.

il r : ' : " " o . ’
Deaths. resultlng from abortions are generally notnclas51f1ed

‘as maternal deaths.

Even though communication between a doctor and patleut is
confldentlal, the parties. can legally be compelled to dlse

o clege it as withesses.

gletlon

Directions: Fill in the blank(s) in each statement W1th the word(s)
requlred to complete the sentence correctly.--

1. When in doubt concernzng medical terms, med1ca1 record personnel.

- should consult a good I i

2. The term oral pertazns to'the o , while‘the term
aural pertains to the .

e s
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3. physicians and surgeons use ép@nyms for both diseases and

P i

4. A term used to denote the operation of making an incision into
the bladder is ‘ . -

5. A disease eponym term for the fracture of the lower third of the
fibula is - - : . | . , |

6. An operation eponym term for a gastrectomy is

operation. '
7. Th9 médica1 term "herpes of 1lip" is usually called
by laymen.
8. The abbreviation "min." stands for | ) ‘o

9. The number of beds normally available for use by infants born
‘in the hospital is called
capacity. | ' -

10. The meanings of unfamiliar hospital terms may be looked up in a
book called _
published by the American Hospital Association.

"11. A diagnosis is based on gross and microscopic
examinations of the structural lesions present.

12. A diagnosis based upon symptoms shown during life, irrespective
of the morbid changes producing them, is called a
diagnosis.

13. The three types of patient days are adult, , and

14. 2 hospital term used for an infant's death which occurs less
than 28 days after delivery is .

15. A person who is receiving dental services in a hospital is called
a . |

Multigle—Choice

Directions: In the space at the left of each statement, w ite the
letter of the item which will provide the correct answer to complete

the statement.

1. The plural form of varix is (A) varixs; (B) varixes:;
(¢c) varices; (D) varies.

2. A term meaning a tooth socket or a sac in the lining is
(A) asepsis; (B) alvus; (C) alveus: (D) alveolus.

ERIC

Aruitoxt provided by Eic:
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: 3. " The membrane containing. the heart 1s,uhe (A) perxtoneum.'
(B) pericardium; (C) perivesical; (D) perineal. .
.4, A term used to denote disorder of the mind:is (A) pﬁychosis.
(B) separatzon- {c) serosa: . (D} gycosiss’. ¢
RSN T Hospltal ‘term for a postmorteti examination is (&) material
f death; (B) neonatal. dedth, (Q).. necropsy; . (D) protocol.
pirectionst Dist the items called for 1n each of the follow;ng. .

' Select your answers carefully.

1. Four general kinds of treatment are:

st . . - We cae v

R
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terms. The right hand column contains the meanings of these terms.

Match the meanings of these terms by placing the letter of the meaning

in the blank at the left of ahe appropriate term. o L

—_ i. contusion A. the wrist
.. 2. stasis B. a violent jar or shock

3. epidenic C. disease of the liver
4. lymphadenitis ‘D. hemorrhage
5. palpation .. E. abno:mallyﬁhiqh~tension"
———. 6. staxis F. a disease prevalent in a
- ' ‘ . certain district
7. hypertension AT T |
- G. any serous membrane
8. carpus T
e A H. inflammation of lymphatic
9. cirrhosis vessels . .. R
10. hypdteﬁsidn"' I. lowexr tension ...

_____11. concussion . J. the body o
12, AIYmpanQiéis - K. stoppage of flow of blood in
N T : : - . -any. part I PN R

i - 13. en-de“.‘ic ' : RN PEE T T T P U

o L... . locating by, touch

— 14, serosa e

R SR x .M. . a bruise - |
- 15. corpus B ’ ' ' -

N, -inflammation of lymph glands
0. a disease which is widely
prevalent ' ' T
a
. |
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Diyections: 1In the left hané column is a list of disease eponvms.

The right hand column contains the diagnosis accoxding to the Standard
Nomeqqlature.“ Matﬁh'thé'diadn®sis'ﬁo‘ﬁhefeponym'py Plééihg*th& letter
of Ehe;diagnosis;in thejb1ank“at'thé ieft of thejapgroﬁriatefepohymoj

1.
2.

8.
9.
10,
11l.

SEREREREN

12.

Hunner's ulcer © -~ A. aﬁguiétionvbf‘ufeﬁér
St. Vitﬁéi‘dahce - B. osteltis deformans
Pi&k‘é digease - c. neurogenic'arthrcpathy

' Buerger's disease D. paralysis’agifans
Addison'’ anemia. - E. perniciéus;énemia
Duhring‘s disease F. tuberculosis oOf vertebra - -
¢hagcot's;joiqt - c. interst@tiai'cystitis with
ér§§é§';diseééé  ulce:gt}on, _

: i - H. toxic diffuse goiter
Parkinsorn's disease E - o
L A 3 1. dermatitis herpetiformis
Dietl's crisis Lo ‘ e
J. polyserositis

Pott's. disease e
‘ K. chorea
Paget's disease of - s e
bone - ) L. throwboangiitis cbliterans

U T
] Td

Directions: In the left hand column is a list of operation eponyms.
The right hand column contains the scientific medical term or des=’

cription of the operation. “Match the scientific medical term .ox
description to the eponym by placing the letter of the scientific
term or description in ‘the blank at the left of the.;pgxqpriaQe aponym,

1.
2.
3.
4.
5.
6.
7.
8.

NERERARRAS

Q
~ ERIC

" Whitchead bperation A. spinal fusion; spondylosyndesis
'Hibﬁs}'qpéfaﬁiép; L E. removal of the tonsil along
T e with its capsule :
Verhoeff's operation

¢. repair of hernia
Sluder's operation

D. hemorrhoidectomy
caldwell-Luc operation

E. maxillary antrotomy, radical
Albee's operation

F. conical excision of endocervix

Bassini operation
G. Cesarean section followed by
Ramstedt operation removal of uterus
Porro operation H. pyloromyotomy
sturmdorf operation I. spinal fusion technique

J. detachment of the retina

it =

E N
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Directions: 1In the left hand column is a list of common medical |
disease terms. The rigl:: hand column containg lay terms. Match ‘the
lay term to t'.e respective medical term by p.:.ac:.ng the letter of the
lay term in the blank at the left of the appr0p 1ate med:l.cal ‘term.

——__ 1. Rubella | | A. bruise

——eeen.. 2+ Verruca | B. Ague

. 3, Vincent's ang:.na C. lice

e 4. unguis 1ncarnatus | D. nose bieed
—— 5. Meiaria | E. wart -
—. 6. =zoster . | F. trench mouth
. 7. contusion G. pink eye
I : e'pi‘.s‘i:a'xis H. shingles

- . 9. pediculosis - I. German Measles
______10. conjunctivitis J. ingrown nail
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D:.rect:.ong In. the left hand column is a list of abbrev1at:.c}ns. " The
right hand columr’a contains the English or Latin definition. Match the
definition to the ‘abbreviation by placing-the letter of the definition
in ‘thé blank at the leaft of the appropriate abbrev:.ata.on.

——, i. alt. nocts A. lying down

- 2. t.i.d. B. solut:l.on

—— 3. decub. - c. at n:.ght
4. omn. hor. D. daily

— 9. ung. | E. every hour
6. C.s8.F. N F. twice daily
— 7. Hg. ) | G. every ot‘i‘;.er.' _gi:ght
8, ail. S | H. a liquid 'solui-:ion
—_— O noct. I. as desired
—_ 10. b.i.d. o J. three times a day
. 11l. g. h. K. every hour

— 12, 1liq. L. hemoglobin
3. quotid M. dilute

— l4. ad. lib. N. cerebrospinal fluid
—— 15, sol. 0. ointment

[Kc

Aruitoxt provided by Eic:
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Directions: 1In the left hand column is a list of medical and surgical
specialty terms. The right hand column contains the meaning of these
terms. Match the meanings to the terms by placing the letter of the
meaning in the blank at the left of the appropriate term.

1. rhi i riti
inology A. +the science of nutrition

2. psychiatry B. study of anesthesia and
3. .surgery anesthetics |
C. study and treatment of the

4. proctology throat

5. dietetics " D. study and treatment of women

6. orthodontia during pregnancy

7. oncology E. study and treatment of tumors
F. study of nature apdhproperties

. 8. neuroloay of drugs

t

9. i l
otorhinolaryngology G. study and treatment of disease.

10. geriatrics of old age -
H. = treats diseases by manual or

1l. laryngology operative means

12. obstetrics - I. the science and art of healing

13. - pharmacology . J. study of prevention and cor-.
rection of irreosularities of

14. therapeutics the teeth .

RERRRRRERRRRRE

15 e an th i 1 Y , i .
es es;o ogy K. study of the nose and its

diseases

.. study and treatment of disease:
of rectum, etc.

M. study and treatment of disease
of central, etc., nervous - -

| - ' f.' ' systems except those Eequlring
' operative treatment

'N. study of the mind and its diée
orders ;

0. study and trestment of disease:
of the ear, nose, throat |

Full Tt Provided by ERIC.

| exdc
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ASSiéhment ‘ S Lo b o Covering
Sheet No. 9 ‘ | o | e " ".Units 50~58

FILMING AND:#ILING MEDICAL RECORDS -

' Hospital facilities are being used more and viore by our in=
ereasing population. This in turn has increased the need for more
adequate medical records and has also demanded a more accurate, .
efficient, and systematic methocd of handling the growing maltiplicity
of records. The value of the records is of increasing impoxtance,
not only to the accrediting association, but also te the physician,
the hospital and the patients involved. a .

Undoubtedly one: of the most important responsibilities of the .
personnel of the medical record department is to become thoroughly
familiar with the various methods of handling and preserving medical
records. | o

v .+ In this assignment you will have the opportunity to become h
familiar with the various methods of numbering and filing records as .
well as the filming and storing of these records.

Assignment:

1. Read the reference listed below.

2. Become thoroughly familiar with the numbering and filing
systems used in the hospital in which you work. Write a
five-page report explaining the systems which are used and .
their advantages and disadvantages. N

3. Answer the questions below and turn in this assignment by

Reference:

" 'A. ‘'Huffman, Manual for Medical Record Librarians, pp. 207-245,
261-276.

Questionss

‘True-False

Diteétioﬁss'~Thé,£oliéwing statements are either truec or false. 1If
the statement is true, draw a circle around the letter "p,* If it is
false, draw a circle around the letter "F."

K 1. Of ‘the varibusjnumbéring methods used in hospitals, the use
of admission numbers Lz the greatest disadvantage.

T P 2;_“If'the"pétienth'index card is lost in a system using the
- '~ diagnosis classification method, the respective patient's
medical record becomes lost.

T F 3. The patient's admission number and name is located on the
o patient's register.

2}

L=

(a:sc:.q,'gﬂx
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T F 4. A patient is assigned a different number for each new
- admission under the serial numbering system.

T F 5. When using the serial number systei, a patient's medical
records may be filed in one or more places in the file.

T F 6. A patient is assigned a new admission number upon each
readmission under the serial-unit system,

T F 7. A simple usable method to indicate the location of a wecord
moved ' forward under the serial-unit method is to leave the
empty original folder in the file and 1nc1ude the new number
of admission.. ‘ :

T F 8. Ease of filing is one of the chief advantages of both the
. serial-unit and the;serial method.

T F 9. Under the unit method of numbering the patient retains and
uses the same number received upon his first admission.

T F 10, The master summary sheet saves congiderable time when
used to refer to the unit record of a patient.

T ¥ 1ll. An advantage oE the master summary shest is that it provides
at a glance a picture of the medical history of the patient
during all hospitalizations. N ,

T F 1l2. Many hospitals are changlng from a serlal to & uwnit system
although this ig a very difficult procedure.

T F 13. The inpatient and outpatient departments file recoxds
independently within their departments in a centralized
f111ng systen.

T F 14, ‘Under a decentralized svstem the records ‘of the patlent from
the outpatient and inpatient departments are cemblned
- follOW1ng the discharge of the patlent.w L

T F 15. Only the unit and ser1a1 namberlng systems may be used Wlth
: the decentrallzed filing - -system. -

T F 16. A decentralized system shonld be used in hospltals only.
.. if lack of space prevents the use.oi a centralized ‘system.

T F..17. ‘only the un1t method of numberlng should bé used in the
centrallzed system of flllng.

T F"lé.‘=When u31ng the centralized unlt system, all of the pat1en+'s
records, whether inpatient or outpatlent, are kept in the -
same folder under ane nuﬁber. o ,

T fms19. Although term1na1 dlglt filing is speedy, lt is a very
e dlfflcult method to 1earn. A -

ER&C
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T F .20. When, usrng the tetninal digit method of fillng, six or more
digit numbers must be  used.

T P 21; 3The promptness with which medical records are’ flled is a
S good test of efficiency of the medical’ recoxrd department.

T F 22. A medidal record should never be removed by anyone except
by a member of the medical record department.

"p..F 23. The general prattice is to file medical records behind the
, o _flle guldes rather than in front. .

T F 24, Having only one person responsible £ for the flles aids in
preventlng mz«,sfa.l:l.ngo

T F 25. Certaln practices followed ‘in preventlng and locating mis=-
. files have heen borrowed from the bu51ness and commerc1a1
.,ﬁ.world. '

T ¥ 26, It is rare.for information to be sought from the medical
: record when 10 years have passed s;nce the last discharge.

TP 27.. The American Hospital Association recommends that med1ca1
R records of patlents be kept 1ndef1n1tely. ' :

T F 28. The volume of medical records is constantly increasing.

P F 59;-'Hbsp1ta1s ‘were the first group to use microfilming tech-
nigques for purposes of preserving bulk material.

T F-;3b;f“About 75-80% of the space can he savea when mlcrofllm rolls
- -are used.

s

T F'3l. A decided dlsadvantage of mlcrofllms 1s thelr short 11fe
. o expectancy as compared to orlglnal records.a :

T FP 32. A much greater £ire hazard exlsts in med1ca1 records
: departments WhlGh store records on mlcrofllm.

T F 33. Mlcrorllmed records are considered as ‘primary ev1dence '
.~ in legal matters.g

) “F"§4. ‘Many hospitals keep medlcal records in thelr or1g1na1 form
: for the length of time provided by the statute of llmlta-
‘tions in the partlcular state. ' '

™ F .35. .Before fllmrng records a survey of readmlsslons should be
e made.i-' R - ‘

T F 36. .The dec1s1on of whether to f11m a medlcal record in entirety
is up to the medical record l;brarlan. . |

T F 37. To dn good work when fllmlng records, the actual work should

' be done by one person familiar with the work and the machine.

Aruitoxt provided by Eic:
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T F 38. Each medical record sheet should ke destréyed immediately
. . after it has been filmed to avoid later confusion.

T F 39. 1In some hospitals it might bc advisable to have micro=-
- filming done by a commercial company rather than rent or
buy a machine for the work. N '

T F 40. To insure against loss, many hospitals have two microfilm
copies made of the original medical - record. '

o P . 4l. It is less costly to place microfilms on cards than to
SR leave them in the roll form. :

T F 42, Various types of papér cards are used for'holding micro-
filmed records. _

T F 43. When converting to the terminal digit system, it -is most
practical tc.convert only the more active files.

T ‘F 44. The best policy when doing a file. conversion job is to
" hire outside help. . o : - .

T F 45. When converting a file, the records should be sorted.first
according to the final number, then the secondary and
finally the primary number. S |

r P 46. File clerks should be assigned "at large" to the whole
file area so that they are intimately familiar with the
tthole department.

T F 47;~ ¢olor-coded folders are.a gfeat help whenyiookihg for a
special record i. a stack of medical records being processed

T & 48. Activity checks can be made quickly and throughout the year
by. placing an activity column .on the outside front cover of
the folder. :

o F. 49. A 24 hour notice is wusually required for medical record
. requisition requests from the floor or clinic. - ‘

? F -50. The JCAH has a specified set of standards governing the
‘ °  retention and preservation of medical records. - .

P F 51. The master patients' index is retained for 25 years or
until the Statute of Limitations is exhausted.

T F 52. Many hospitals have adopted microfilming te relieve file

congestion rather than rent commercial storage space Or
build additional storage wings. "~ T o |

¢ F 53. The baiidity.of médicalffeébidé'miCrbfilmed,by“anfoutSide'
contractor can be preserved by obtaining a statement of
authenticity meeting U. S. Bureau of Standards.

R
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54.. Though: color-coding: is useful for. F£iling” mtdxcal record '
f_folders, it serves no: functlonal value. when- £iling micro=-
film Jadkets. ' . . _ | N
'55;7:The only prof;table use that hOSpltals can: make of the
microfilm process is to £ilm medical: 'ecords.a

. 56. - The new scroll microfilm and retr;eval process can be used
© " only w&th a. computer.:: : SN

- 57. A drawback of the:new scroll microfilm and retrieval process

is that the transfer of the film to card mounts utilized
in conventlonal readers is costly and tlﬂe consumlng.

COmpletlon

Directions: "Fill.in the blank(s) in each: statement W1th the word(s) -

required to complete the sentence correctly.

1.

2.

5.
-~ .-must.be left where the record was taken.out te 1nd1cate the

6.

7.

8.

10.

The; . L and the .are -the two filing :
arrangements generally used in medlcal Tecord departments.

.Of. the varicus methods of numbering, the use of ____ _ :
“nuibare has. the same disadvantage as the use of d1agnos1s
' clasgification numbers. . : :

The method.of filing patients' records almost unmversally used
today is that of filing. records under ___. - .nunbers.

The admission number used for a new case under the serial

anuMberlng system 1s the next unused number in either the .

or the number index.-

When moving charts forward in the gerial=unit system, a marker =

of the chart.

. When using the unit numbering system, the file drawers should-not

be £illed to more than per cent of the -capacity.

A new ‘series of uaumbers: should be started after reaching the

number of . . . except when.terminal digit £iling is used. '
The . - . . . . £iling system is rapldly belng replaced by.
the’ L 5-‘ filing system.

‘?Thaftwo-tYpes oﬁlfiling equipment are '*”~:’” : ~,fland
Ina _ system, all 1npat1ent and outpatlent records

'7are flied in a central department. e : .

) |

ey

R adeastittutet 20



11.

12.

13.

14.

15.

16.

17.

18.

190 ’

20.

21.

22.

| 23.

;
| 24.

v-records is to
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The person a591gn1ng numbers in a centralized unit system should!
keep a ___ : book 1nd1cat1nq numbers asslgned to each

department.

A method of flllng belng adopted by the larger hospitals is the
. Or reverse numerlcal filing

method
When using the terminal:digit method of filing, the first. two

digits.on the right hand side of the number are called the

numbex and the two immediately to the left of th
these are called the ___ .. nuambers ‘L

The use of £iling can save from _ ‘f " to
per cent on the conventiocnal file cabinet. ' o

Numbers are ass1gned with a termlnal dlglt system juSL as they

would be for a or system.

A requlsltlon ‘and. | L _ system of control
should be followed so that the locatlon of a glven medlcal record

may be determlned

An is placed in tht flle when a chart is removed

‘which shows €he date the medlcal record went out and Where it “
went. @ : i . : . -

Guide tab openlngs ‘should have the PR e *7number printed
in - _as the top number and the R

number prlnted in. .." : . Just below the top number.

The microfilming technique actually dates-backftoithe yaar of

EEET N

Between 1930 and 1940 mlcrofllmlng ceased to be consldered a
photographic technique but rather a » 3 x
and control system. o

Filming records is made easier 1f the
is written on a sheet preceding each chart
whlch 1s called a target sheet.

Of the two, preparatlon and filming of records, the
is considered more difficult.

The boxes of microfilms are filed __ . - | “f&‘after they . .. .

have been: properly labeled. f 'g

7 o

The prrmary objectlve of all hospltals 1n fllmlng medlcal

1 . . o v




26.

27,

28,

; 29, "

32,

33.

34.

35,

'The major purpose;fcr color codlng flle folders is to"

' A sorter sxmllar to a maii sorter should be utllzzed when
or more medrcal records per day are turned in for f£iling.

'+ :Medical records are filmed ¢n - - .~ foot: rolls, .then. cut
- into strips each contalnlng the 'records of one pat;ent after

which tHey are again cut and inscrted into ¢ardst .l uaom.. -

“The use of cards: for mlcrorlimed records -has brought about a

tendericy to film:medical records up to within _________ or
years of discharge. ~ C R RO R

‘Phough rarely fourd, the. ideal file area .of: 100 terminal dlglt.“
sect;ons would.have L :~V~ stacks of "r:g:e . shelves each.

e

Color-56de’ should be printed in a had¥aw band’ oA both the'
and

;OF the folde“. SN ’:uf;#lf SRR R f;z'f'

Flles can be kept qulte compact by shifting records whlch have

| been anactlve for — years to a secondary f11e room. ;

: v

fGenerally 7'5» ff'-'f.~ numerlcal flllng is used .in secondary

file rooms so that records will be in order for mlcrofalmlng.

. When .a; color-coded medical record. folder :is: .removed from: the

flle, 1t Should'be réplaced-by a . ‘color=-coded
L . to designate where the record is.. taken.-__a-

.Greater efficiency can be gained by providing telephone exten- .

sions with the | coded to +he
numbers of th termlnal d1g1t. | '
_It usually requlres - “; man-days to prepare, m;crofrlm,
“and ‘edit the medical records filed in " and oné-half..

standard letter~size f11e drawers.

Multlple-Chozce .Hm ‘ ‘.w”4 “J.l,“;“n.v

Directions: In the space at the left of each statement, wrlte the
_letter of the item which wdll prov1de the correct answer to-complete@
'the statement. S SRR L L R SR IO

' 1o == The preferred method .of numbering used: in f£iling documents
concerning patients is (A) discharge; (B) admzr.ss:.on,.
(C) dlagnostlc class1f1cat10n code, (D) none 1s preferred
2. When a hospltal uses ‘a ser1a1 nuMberlng system (A) more’
(B) less; (€) same; (D) same time is required for gather-
ing all of the patient's records upon his readmission.

P
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Under the serial-unit numbering system, all previous
records of the patient are brought up under the (A) first;
(B) middle; (C) last; (D) either first or last admission

number given the patient.

, - When using the central unit system (A) one person; -(B) the
outpatient department; (C) the inpatient department;

(D) both the inpatient and outpatient. departments should
assign unit numbers to patients.

If the'admiésion.number of a“patient is 769382 in ﬁerminal
digit filing, the digits called the secondary number are
(n) ~76; .(B) 69; (c) 93: (D) 82. .

The primary numbers of a terminal digit file range up to
(a) 50; (B} 4S; (C) 100;. (D) 99.

When using color to assist in £iling, the number of colors
generally considered adequate for coding the- *‘mary
numbers is (a) 5; (B) 10; (c) 100; (D) 1000.

. Research study from micpofilm as compared to the original

medical record is (A) easier; (B) more difficult; (C) neitpe

easier nor more difficult; (D) impossible.

 Microfilming should be done (A) weekly; (B) wmonthly;
{c) every six.months; (D) annually. w

The enlafged imaée of the prbjectéd microfilm as compared’
to the original medical record is usually (A) the same
size; (B) larger; (C) smaller; (D) none_qﬁ these.

v
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N .. Record Retention {-{  ;}.:f

: The left hanfd column below
' right hand column, various
- name by placing the letter
' to the left -of -the name: Of the zrecord.:

L ”Nu:ses,bedside record A,

2.~ Emergéncy room records
Sty - Be
Patient and delivery room

- registers: C.

.Operation registers

‘ L2

»=‘Disease'and;ope:ation7fiﬁﬁ';gu

indexes. - - =
Ehysicians'qiﬁdex iy
OPerating-rOOmféchedﬁies-~*

3; - Admission and dischaxge,

. -Daily hospital service
..janalysis reports

Narcotic records

Listing

Directions:
Your answers carefully.

1.
practice are:

(a)
(B)

contains namnes
retention periods.

of the retention pericd-in the blank provided

List the items called for in

The methods of numbering accepted as

(c)

of'Vaiibﬁs récbfds and the
‘Matdh-the;time;with the

3"1 s "

" Usually kept 5 years with a
-maximum period of 10-years

rWKeptfuﬁwté'two{hbnths

Kept the..cycle time required

. for specific medical staff

studies

Usuallyrképﬁzéwoqyeafs

Répt“permanently if used as
a, nunber index, otherwise,

. kept for-.a 2 year maximum
;‘éhéﬁld.bé kébé ﬁérmanently

T Rémovéd”fkémvmedical'redérds'

and filed chronologically in
. some other placeruntil the
gtate of Limitations expires’

U. S. Tréésufyﬁbépt. requires
that they be kept 2 years

pPreserved for 10 years
Usually kept only until the
atatutes of Limitations for

negligence or malpractice has
expired

each of the following. Select

adeguate in medical record




7
2. fThe systems of filing accepté@d as adequate in medical record
practice are: . .
(a) S gy ;
3. When using the admission number filing method, missing or lost
- records due to lost patient-index cards may be located through
the identification number on: |
@) | o ey
(B) |
4. Besides tﬁe patienf;s hame ahd.birth-date,:thé méster'éummarf:
sheet contains the following information:
@) . : (D)
(B)____ i — _ (E)_ !
5. 'Four advantages of the terminal digit filing method are:
(a)
(B)
() . -
. (D)
6. Medical records are retained and preserved for the following three
purposes:
(a)
(B)__
(C)
7. The five advantages in microfilming records are:
(A) (D)
(B) (E)
(c)

©
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(a)

......

r Tty

(c)

. . . ¥ e

9. List four important tasks thatjépduid be'dbne wh
filewto&thefterminal-digit_systeméfﬂ{"c: -

(B)

en

b

converting a

»i

il (c,jn e e
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cye

107" "Liet "the steps necessary to prepare a madical record
" filmings . . o T

A o

e

2,

NN )

for micro-
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Assignment ' - | | . Covering |
Sheet No. 10 | . TR . ~ Units 5¢-64

NOMENCLATURE OF DISEASES AND OPERATIONS ..

Various classifications for diseases and operations have been
 devised and used through the years.. These different nomenclatures
made it very difficult for anyone to make any type of comparative
study of the worlk done in the various hospitals. It was-not until
during the present century that the Forerunner of the presently acczpted
Standard Nomenclature of Diseases and Operations was.begun.

. The personnel, of the medical record. department must become .
thoraughly familiar with the Standard Nomenclature and its .use and must
constantly keep up to date with the new additions. This book is a
guide and may even be considered the bible for the medical record
department.. . - . :

In this assxgnnent you will have an opportunlty to become
familiar with the Standard Nomenclature of Diseases and Operations,
and its use in the work of the personnel of the medical record depart-

ment.

Assignment:

1. Read the reference listed below.
2. Study pages 284 through 310 of the . reference. Select or
" have, the medical record librarian select diagnoses that have
not been coded. By consulting the Standard Nomenclature of
Diseases and Operations and the reference, complete the ccde
nunbers for these diagnoses. Have the librarian check your
- work.. Continue this until you bhecome thoroughly familiar
with the use of the SNDO.
3. . Answer the guestions below and turn in this assignment by

Reference:

A. Huffman, Manual for Medical Reccrd Librarians, pp. 277-314.

Cuestions:

True-False

Directiens: The folloW1ng statements are elther true or: false. If the
statement is true, draw a circle around the letter "T." 1If 1t is false,
draw a circle around the letter "F." : -

T F '1.. The term "nomenclature“ as used 1n medlcal science may be
defined as a systematlc compilation of terms of. diseases,
conditions, and operations.

Sy




‘T F 2. 'A nomenclature of disease was published as early as:1869-in

| - . . “London and contained equivalent terws in English, German, -~
and Latin, which were the richest languages ih medical
learning and” Fiterature at ‘that' time.™ - -

' F.oo-3. "By the 'nid-1850's, the thinking was already towarda® . (8
, i..1 .nomenclature that could be used by many countries.: .. "

P
h

T F . 4. A Provisional Classification of DiséaSeSfand';hjuries fox -
e Use‘in-Cdmpiling MprbidiEy-Statis;ics:wasiﬁub;ishea in -

Great  Britain. -

LS.
ol

T F "5¢axThe Standardfn6méncIaturé of Disedses and ‘Operations was
b wthe £irst nﬁmenclature.publi¢ation‘p;odﬁcedjinvtherniﬁeajw~

o gtates.

? P 6. In 1874 a Nomenclature of Diseases was compiled in the -
United States that was based on the Nomenclature of Diseases
# ‘of ‘the Royal College of Physicians. = & = =~

$-F 7. The United States Public Health Sorvice prepared a Nomen=
clature of Operations in 1916. 7

T F 8. The etiological factor was used for grouping in the publi- -
cation, in the early 1900's, of A Terminologl of Diseases.

T E“_“le”Aufeatpré"of'the Tepm1n01¢g§-bf-Opera;ioﬁéf6ffthetUniVersity
R f?”J_bf"Chicago~Clihics:is'that it had a complete’ list of synonyms
’ : '.fo‘rr‘eferenceo ECN . T R A .

¢ @ 10. - An'M. D. éand R.R.L. cooperated in compiling’ The New York
| ‘**n**~Hnspital1Nomenclatuxe‘oinPeratiqns‘publishgd-in;1938.

T Fnll.T?TheiAmericén'Medical“AESOCiétion'sPOnsdred’thé*briginhl
: publication of the Standard Classified Nomenclature of _
Disease. IV R

T F 12. Code numbers: (digits) wére used to designate the site of the
disease and the etiology in place of the name of the disease
in The Standard Classified Homenclature of Disease. . . .. ..

T F 13. The American Medical Association is responsible for the
revision of the Standard Nomenclature of Diseases and
w5 c.Operations. U S PO RS
¢ F 1l4. Of the many different types'ofudiseasé.classifications; the
medical record department is primarily concerned with
.. -infoérmation. regarding .the causative agent .and its bearing
..6n "the .part of -the body affected. . e B
T F 15. A basic factor important in the compilation of any disease
nomenclature is that the terms applied to diseases indicate
as far as possible the true nature of the diseases.
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T F.1l6. It is the responsibiiity of the medical record librarian to
do the coding of diseases and operations in the small
hospital.

T F .17.‘ The Standard Ndﬁenclature of Diseases aqd Operations is
based on a single system of classification.

T F 18. Topographical and procedural classifications are the two
: used in the operative nomenclature of the Standard Nomein-
- clature. _ . : e o X :

f=d

T F 19. The topographical claséification is the same for both the
. disease and the operation nomenclature in the Standard
Nomenclature. '

.p. F 20. The maximum number of subdivisions in .a topographic classi-
‘ fication is four. S :

P F 21, At times decimals are used to indicate additicnal subdivision
| of the etiological categories.

T F 22. The medical record personnel must never make up numbers to
| . designate disease or operative procedures.

¢ F 23. The cross-index cards on diseases are filed in the same
sequence as the diseases are iisted in the Standard Nomen-.
clature. - . : : L ,

T F 24. Incomplete diagnoses are représentéd in the Standard
. Nomel.clature by incomplete code numbers. :

T F 25. The master code numbers must never Be'changed{ although at
| ‘ times substitutions may be made. S ‘ .

T F 26. Master code numbers are found in both the etiological and
: topographical sections of code numbers in the nomenclature.

T F 27. It’is'very possiblé théf both‘the:topograpﬁical‘and etio-
; logical part of .a code number  (a master. codé number). must
be completed. o S

? F 28. When an etiological master code number starts and ends with
a digit separated by three points, the last figure is
usually a decimal digit. S : |

T F 29. The purpose of open-end code numbers is to conserve space
in the Standard Nomenclature book. . L

? F 30. The open-end code number is the same as a master code number.

? F 31. It would be very helpful to .a medical record librarian to
have a thorough knowledge of anatomy when coding diagnoses
listed in the nomenclature under master and open-end code

numbers.

e




32.

P 33.
34.
| j'results to conpletely code the condltlon...

- .» 350

36,7

37.

38.

05
bas;c code number, it should never be dropped.

F 40,

4l1.

42,

43,
© ' ‘edical sclence, the categorles 9 and x are used.

45.
46.
47.

4‘8. .

Decimal digits are used much more- srequently 1n the topo-

. graphlcal sectlons than in the etloloqrcal

A principle to be followed is that a declmal cannot be added

.'to a code number which already contarns;a decrmal.

Decimal dlglts are added when 1t is des;rable to show end _

In theé etlologlcal category, the dual llsts of code numbers
always have the same megnlnq.

A

Declmal dlglts always precede the ba51c code numbers.

If a behavior code letter is used with the bas1c code number,

. the decimal may. either precede or follow thls 1etter, depend-
*-ing on the’ partlcular case. o

In some instances decimal digits may be found in both the
topographical and etiological part of the. particular code

number.

When a behav1or code letter is ass1gned as a part of Lhe

It the behaV1or code letter is a part of the number 1lsted
in' the noménclature, it may be assumed that it is part of

| the bas;c code number.

The- use of behav1or code nuﬁbers are. espec;ally useful in

hospltals where research 1s carrled on.

“Certaln dlagnoses very closely related are grouped together
‘_1n the Standard Nomencglature under the same code nuMbero

When the cause of a ‘disease -is recognlzed -as unknown to

‘Supplementary terms should only be used by phys1c1ans to
' ‘complement a diagnosis.

jThe code number yOO-yOO lndlcates an undlagnosed disease.

Procedural c1a551r1cat10n has eleven d1v1sions.x

The procedural classifications are subdivided in a similar.
way to’ the topographical and etiological divisions.

In hospitals where research-is .done in anesthesia, an-
anesthesia cross index should be set up under the ausprces

. Of the aneexhes;a department. :

s )




T F 49. The SNDO includes. indexes for both the disease and operation
nomenclatures. - ' ST :

» : ' . R

P F 50. The use of eponyms is discouraged since their use many times
makes it difficult to assign the correct code number.

T F 51. The first step to follow when checking code numbexrs thdught
' t+o be incorrect is to look for the name of the drgan in the
index. | |

T F 52. An er mym is a name of a part, organ, disease, etc., to which
the ame of a person is attached.

T F 53. The Current Medical Terminclogy published by the AMA is an
updated revision of the SNRO. - , :

T F 54. The Current Medical Terminolcgy is an alphabetical listing
of disease and operative terms. -

? F 55. Though useful to the medical staff, the CMT is of 1ittle
value to the medical record librarian when coding or indexing

T F 56. The arbitrary serial numbe.s found infﬁhe CMT are useful to
the medical record librarian whzn coding or indexing.

Comp;etion

Directions: Fill in +he blank(s) in each statement with the word(s)
required to complete the sentence correctly. :

1. The term "nomenclature" literally signifies a calling of

2. The most generally used nomenclature at the beginning of the
nineteenth century was known as the

3. fThe first disease ncomenclature comparable to our presgntday
classification was published in the year of in the
country of .

4. A majority of the nomenclatures of_diseases.have based the
terminology of their anatomical classification on a report mad:

in 1895 known as the . ~

5. fThe first nomenclature of diseases toO be used extensively in the
United States but which was discontinued in.favor of the Standard
Nomenclature was the __ | Nomenclature
of Diseases.

6. The last edition of the N of . L o
published in 1931, used etiological disease terms and grouped
the 42 sections by systems using title numbers of the Manual
of the International List of causes of Death.




1l1.

A nomenclature which was an alphabetlcal 1tst of dlagnoses and
operations was first published in 1927 under ﬁhe title of

Operations.

— ‘o Diseases and

The forerurner of the present Standard Nomenclature of Diseases

and Operatlons was The s tanda
of

In the first issue of The Sta
Disease each disease was clas
location and

The Standard ‘Nomenclature - of ﬁlsease and The Standard Nomenclature

rd

ndard Classifies Nomenclature of
sified according to both its
the ' . Or cause.

of Operations was published in one volume for the first time in

he year of . .

A ba51c “actor important in the compllatlon of any ‘disease

nomenclature is that related dlseases appear under '

I'_jheadlng.

12.

p
tJ e

19.

The dlsease nomenclature of the Standard Nomenclature has the

following two ba31c class1 1catlons,'

ical.

The first digit in the topographlcal code number in the Standard

Nomenclature 1nd1cates the

__, the second denotes

the " oY

and the thlrd the oeclflc

oF the organ or part affected. 3

The two procedures ‘used in handllng master code numbers are -

and

Thc master code numbers may be cOnsldered :
mlnlmum oFf the topographlcal sectlon

codes because they-indicate a
concerned

Oren-end code nuMbers occur in the part of the- nomenclature'con-'
cerned with and ' __ diseases.

When - basic topographacal and etlologlcal code numbers are not

adequate, . 3 dlglts are- added to provrde further
speclflcatlon. o . ; .
A synonymous code number for -100. 2 (aocess) is . .

Behav;or cOde numbers are attached-to the etlologlcal numbers for

of tumors.

. jn order to. describe the behavior or mallgnancy

If the location or cause of disease has not been conclusively

decided upon by the physician’
patient, the letter

by ‘the ‘time of dlscharge of the

1s used

and etiologe: ~
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22.

23.

24.

25.

26.

27,

28.

29.
30.
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The last group o cards in each séction of the disease index is
the diseases. '

The operative procedure codes at the SNDO consist o .to

digits only.

In the nomenclature of operations, the code letter x indicates
an method of approach and y indicates a
'~ or alternate method.

The last section of the main part of the Standard Nomenclature is

the .,A section.

The tools for finding the appropridte code numbers in the Standard
Nomenclature are the .

The indentations in both the disease and the operation indexes
are used to indicate various ' : of the preceding term.

The appendix of the SNDO contains ‘an abridged statistical
classirication of diseases designed for use by
employing manual methods of indexing.

The Current Medical Terminology was first published in TR
and is an alphabetical listing oZf current disease terms.

The SNDO lists approximately disease terms.

The primary purpose of the Current Medical Terminology is to
assist the £o find the appropriate
term for use in a specific case,

Multiple-Choice

Directiong: In the space at the left of each statement, write the
letter of the item which will provide the correct answer to complete
the statement.

1. A Nomenclature of Diseases was compiled by a committee
appointed by the AMA un 1369 which used the English terms
and (A) Greek; (B) Latin; (C) French; (D) all three
eguivalents. |

2. The edition of the List and Classification of Diagnoses and
of Operative Procedures published in 1916 and 1928 was
grouped by (A) anatomical structures; (B) systems: (C)
systems and anatomical structure; (D) none of these.

3. The topographical classifications are divided into (A) 7;
(B) 9; (C) 11; (D) 13 main anatomic divisions which should
" be memorized. | :
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e . 4.; The number of main etiological categories in the Standard
‘ ' | Nomenclature is (A) 7; (B) 93,(@)211; (D) 13. S |

e 5. The following number is the specific. site.affected by the
| '~ -+ disease or operated upon (A) -55; (B).7=: (C) 687-; (D) -687.

<-§__a,~ .6, The following is an example .of a master code number in the
.etiological section of the Standard Nomenclature (A).456-;
(B) 4.565’. | (C) 4“...‘_;. (D) _4 ‘ LD e e T ’

- It is the responsibility of the medical staff and the

(A) medical record librarian; (B) admissions officer;

(C) pathologist; (D) head nurse to decide ‘whether behavior
.- cade numbers are to be used. L S o X

|

b

“

Matchiné o

| Digeétignég glﬁ"thé'leftfhané qbiu@hris;a list of taébgraphiéallahd o
| etio;oglcal classification numbers. ' The right hand column contains the
specific meaning of these numbers. Match the meaning of the.class~

ification number to the appropriate number'by-placing_the.léttefﬂof the
meaning in the blahk at the left of the number. o |

1. -3 . . - .. . A, cervix uterid. ..

q;;_:' 3. 78~ ' . B. diseases of undétermined cause a
3. -400.x  '©. renal pelvis an@ ureter =
f;—ﬂ—' 34;..;¥.: ;ff;  | 'f.D.y'epoophoron'
5. 8- E. fistula; sinus; perforation
6. =400.0 F.” 'remote effects of trauma
— ;7,;.~42,1.,Tf , .-J,‘VG.' internaljfémdléfbrgéns ]
3. 783 H. impairment, disturbance;”of lbss“of
Lo function . ... . .
_ 9, =400.3 e L
' L I. sacrouterine ligament
s 10. 7883 | L
| J. endocrine system
;;___.:11.*.~46 : PR o : oL T Y
< PECITR o . K. body as a whole . . 3
12, 72~ L - T .
BT ‘L. generally unspecified, " inflammation
' 13. =8 "
I S M. disease due -to intogicat;on
. ."14’ ..7893 - . . | o » N . .
' N. disease due to. electricity
150 0- . .

0. new growths

s

I kil

[,f’:ﬂ;‘r-z‘-a ¢ B
Sl

£

Y

P

= {7

!

g7

{
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Listing

Directions: List the items called for in each of the folldWing. Select
your answers carefully. o

l. Diseases were classified into four types known as the four humorsi
by the-early Greeks. These types are: | o

(A S Represents
X¢:) _ . Represents
(C) Represents
(D) ~ | - *Répresenté

2. The Standard Nomenclature of Diseases and Pathological Conditions,
Injuries, and Poisonings for the United States was an attempted
consdlidation of the following nomenclatures:

(R)
(B)
(C)
(D)
(E) .
(F)
(G)

3. The primary purposes of the standard Nomenclature of Diseases and
Operations are:

(a)

(B)

(c)




N
3
3

(B)

In the etiological classification of the standard Nomenclature,
digits one throujyh three denote or indicate the following, respe

respectively: . S P T S

a ,
- (B) ~

(c)

Operation nomenclature follows the same scheme as the disease
nomenclature and is based-on two primary factors: - -

(a)

===}

T

I

P

rr-—:::u:

s
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Assignment s Covering
Sheet No. 11 - Units 65=72

INDEXING PROCEDURES

One of the major steps in making medical records readily avail-
able is to prepare four indexes: (1) disease index, (2) operation
index, (3) physicians' index, and (4) patients index. Without proper
indexes, it would be extremely difficult to find the records when they
are needed for research or treatment of the patients.

There are different methods or systems used to compile the four
indexes, and each hospital chooses the procedure which will best meet
its particular needs. The medical record technician must be reasonably
familiar with all acceptable indexing prccedudres and be thoroughly :
proficient with the particular indexing method(s) used in the hospital
in which he works.

In this assignment yocu will have an opportunity to learn the
various methods, systems and procedures for compiling and filing the
four indexes. :

Assignment:

1. Read the reference listed below. . |

2. Become thorouglly familiar with the indexing procedures used
in the hospital in which you work. From your on-the=iob
experiences and the reference readings, write a short report
(three to five pages) explaining the functions, advantages,
and disadvantages of the particular indexes used in your
hospital. | - .

3. Answer the questions below and turn in this assignment by

Reference: .
A. Huffman, Manual for Medical Record Librarians, pp. 247-260,
315-340. : CL . o
Questioﬁs:

True~False

Directions: The follcowing statements are either true or false. If the
statement is true, draw a circle around the letter "T." If it is
false, draw a circle around the letter "F."

T F 1. The first major step in processing medical records for . |
research is to -indeX them according to disease and operation.

T F 2. The filing of diseases and operations by code nunbers
affords a brief description of the disease or operation.

©

ERIC

Full Tt Provided by ERIC.

r
TR




12,

13.

14.

15.

--%simple indexing.

1.
' are not posted anywhere on the index cards.

" 16.
17"

18.

Code numbers offer a fuller description of a disease Or
operation than its accepted title. o

Tt @é not too practical for small ‘hospitals to use the SNDO
as it necgssitates a very large index file.

It is the responsibility of the medical record librarian

to operate ‘and maintain disease ‘and operation indexes but
he must never code the diagnoses himself. "

Operation and disease index cards should contain a maximum

' of abbreviated data to ‘limit unnecéssary consultations of the
.. medical recoxd. - " o | , "

Disease .and.operation :¢éardg are cross-indexed for a patient

.who ‘has ‘two. or more different diagnoses. - =

Group indexing necessitates a larger index file than does
The dual system of classifying diseases and operations is
useful and efficient in both large and small hosptials.

Dual grouping of diseases and operations is done by using
the two-digit topographical SNDO code numbers for the index

. card titles.’

The compdete topographical, etiology or procedure numbers

A very important rule that must be followed when dual index-
ing is never to make out more than one index card for any
one particular case.

A non-group card is used in dual index grouping when a par-
ticular diagnoses occurs very frequently.
el . . N . 5.

The extent to whiéh titles are added to the minimum code
numbers suggested for dual group indexing is determined by
the type of work done in the hospital. e |

Indexing by the master code method is faster than the dual
method.

The dual method is weplacing the master code method of'
indexing. - C o S

‘The master code method requires more experienced personnel

for posting than does the dual method.

When using ﬁhe master code method, a spe¢ific case in the
disease index should be grouped both topog raphically and
etiologically on one card.

tod

gm=e)

. ;;Mw"; L

. £ g

Ssc:z;:p«q

.

oy

— [
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19.

20.

21.

22.

23.

25.
26.
27.

28.
29.

30.

31l.
32.

33.

34.
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Cases may be found faster with the dual method than with
the master code methads. :

The use of two pyramids in the master code number increases

the possibility of error.

Grouping by both site and etiology on one card is permissible
with the master code method.

Incomplete code numbers are acceptable in the column portion
of the group index card.

When cross-~indexing diseases and cperations, each manifes-
tation of a patient with multiple conditions is entered on
a separate card which in turn refers to all the other
conditions. : ‘

Cross-indexing should not be done unless physicians
frequently request information about combinations of
diseases and/or operations. :

Cross-indexing of a single case many entail a large number
of entries on three or more individual cards.

Generally only the larger hospitals index supplementary
manifestations or terms.

Whenever supplementary terms are to be indexed, all ..
conditions should be included on the master index last.

Time may be saved by posting the procedure code on the
disease index card when the site number is the same for both
the disease and operation.

Medical record librarians are justified in their contention
that combinations of diagnoses cannot be pulled under the
simplie index methods. ' '

Most physicians' indexes are based on the SNDO and are
arranged numerically on. visible or verticle cards.

Visible files tﬁat'use the pocket type"hblder are not

practical as too much time is spent removing the cards from
them. -

Though some disease and operation diagnosis are shown out
of numerical sequence in the SNDO, they are always filed
in strict numerical order in the verticle file indexes.

An annual arrangement of the patients' index file is
preferred over a master file covering many years.

i

The phonetic filing-system is often used in communities
having large populations with foreign names.
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T F 35. fn the phonetic system;’the first letter of the.surhame...

furnishes the key letter from which all” subseguent code
numbers are derlved

..,‘ . .

T F 36. An advantage of the phonet.c system is: that all names that

T F
T
T

sound. allke are grouped toqether 1n the flle and can be
‘quickly 'Ffound. Y

37. ,blagnoses and operation code numbers are generally recorded
" "on the patients -index- card a

_,l,§§. .Plastic self-indexes are used to extend certaln _patient’ s

.,.;flndex cards about 3/8“ above the other cards and thus serve
;‘”?gas guldes. "

Cee o Bl

F 39. Mechanical files may be used for both MIBLand“the larger

.,s1ze patlent s 1ndex cards.

40. ”Usually number indexes, patlents' reglsters, and admxss;on
discharge lists are permanently kept in looseé-leaf binders.

.
St

COmpletlon

%, [y

Directions: Fill in the blank(s) in each statement w1Lh the word(s)
required to6 complete the sentence correctly. :*

10

2.

One of the prlmary reasons for keeplng medlcal records is for

-

Usually the 1ast .step before 1ndex1ng is for the

, . to 1nspect and “'~-'_ the medlcal record

*j.and warrant the K

The medical record should be 1nspected before 1ndex1ng to make

sure it contains suf£1c1ent data to justify the
" -and end results.

Disease and operation i ndexes based on the SNDO arée arranged
accordlng to the __ — —.

"séction than 1n the -

-
g

Group’ 1ndex1ng is a method whereby the cases that are related
topographically, etlologlcally, or procedurally are grouped

together under” a o - number that -
enmbraces the R . T T .
The only "results" of the care Oof the patlent found on most
~ index: ca¥ds is the lette¥s' : - for _
“’and j-“w. SR for f’ - '-;_
Grouplng of indexes is done for a _ :.”~and‘

"“f of the 1ndexes.

Dual group indexes contaln more tltles in the
' sectlon of the flle.-

ot “ae
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12.

13.

15.

lGi.'"‘

17.

18..

“ilés

20.

21.

22.

23.

f'f;hlndexzng method

10. .

o Gk e B A T i A ¢t S WA Y St A h S e # VR eard W e wiee Tewee T iel eeC LS SCin st d ctewssnwer e

87

A medical record librarian must be well versed’in knowledge ‘of
~ and the SNDO 1n order to utlllze the master code

Grouplng by the master code number should be darrled out to
, — dlglts and _. pyramld

.

Any method of group 1ndex1ng requlres the recordlng of the
code number accordlng to the SNDO on the
. © of the medlcal record.

'numbers.'

' The key 1ndex for 1ocat1ng any partlcular

Each disease or Operatlon code ‘number should be checked off on
the. L e : as 1ndex1ng progresses.

;peclflc d1agn051s for any one patlent need be indexed only
once per year regardless of the frequency of hospltallzatlon if |

a . record 1s maintained.

YA SpGlelC d1agnosxs for any one patient must be . Lndexed every

time he is hospitalized durlng the year if a
record ig malntalned |

A ' | should be made before a d601510n

- is reached to. undertake a cross-lndexlng program.

~The~work done and end results of treatment rendered by the medical

staff Ls recorded on the lndex.

~Dlsease and operat;on 1ndexes are- - - | * by draw;ng a

double rule and recording the total entries for the year between
the lines.

in vmslble files the . " .. and the’

of each card is always v151b1e.
Ak:w'" f11e uses more space than a
file. ‘

Vertlcle f11es of dlsease and operatlon indexes usually use
to asszst the flndlng of data. L

In a verticle flle, the'dual method cards are :
arranged accordlng to the . digit _ .code

] o '
v, e
' L}

The type of equlpment used most often and ‘least in cosé for hold-
lng 1ndex cards axe i ' __ and

is the patients' index.
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88
; 24.-.The-patients'index is kept as a . . .. 1+ . file extept some
- .. exceedingly large indexes are reduced by pulling cards of patients
over 65 whose record has been inactive for a " "..year period.
2 25. In the phonetic filing system, all letters. except.the five vowels
and the letters ' - , and .- . _are reduced to
key letters which, in turn, have a corresponding

numerical  code. , _ ST . P

~ 26. In the phonetic filing systéﬁ, the,key;letterfquvthe'éqﬁivélent

"s" is , and its code number is .
27. It is claimed that, phonetic f£iling detects "' of
cards and discloses % of all transposition of letter

- @rrors.

28. Most small and medium éize‘hospitals-use patient's index cards

N X inches in size because they fileé them accord
ing to.a - - .- or _ 4 . - number.. - ..
29. A standard 8 drawer, triplencompartmehtvfiie éabinet‘w$1l.hd1d
approximately average weight cards and guides.
30, 'Many iatge hbspitals ise. the = *- . system.6f numbering

for their patient's. index and impairment cards which are __
X . .. inches in.size. : ; ' R

31. Assuming the file cards are actively used, meéhénical or
SRR files should be used for patient's indexes of
-more than ___ ~cards. . : IR . .

32. The number index is compiled from either the daily
: list or from the y _ — R .

33. The major function of a number index is to serve as a __
control. |

Multiple-Choice

Directions: 'In the'space at the left of each statement, write the
letter of the item which will provide the correct answer to complete
the statement. ' . g : :

1. The JCAH'cOnsidefs that medical fecor&s should:bé completed

and ready for indexing within' (A) 1 day; (B) 1 week;
(¢) 1 month; (D) 6 months; (E) 1 year. L
2. In a disease code number, the part to the left of the
, hyphen indicates the (A) site of the illness; '(B) causitive
factor; (C) part which is operated:upon; (D) operative
procedure.” : B g
3. When indexing diseases and operations by the simple index

[ e
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3. When indexing diseases and operations by the simple index
method (A) one master card is made out for all closely
related diagnoses entities; (B) a separate card is made
out for each diagnose entity; (C)..one card is made out for
each patient even if he suffers from more than one entity:;
(D) .a combination disease and operation card is used for
each diagnosis entcity.

4. The simple indexing method usually results in (A) a larger
file than the dual index method; {B) a smaller file than
the dual index method; (C) the same size file as the dual
index method; (D) a smaller file than the master code index
method. 1

5. The physicians' index is a requirement for accreditation
by the JCAH of hospitals (A) with open staffs; (B) with
closed staffs; (C) which use the Aual index method;

(D) which use the master code method; (E) which use the
simple index method. . .

6.. The patients' index card is generally. £illed out by the

(A) physician; (B) floor nurse; (C) medical record
librarian; (D) admitting clerk. | o |

Listing

Directions:  List the items called for in each of the following. Sele
your answers carefully. . v . oo

1. List the four indekeS‘necessary in every medical record department
in order to meet all regquirements: !

(a)___ _ )
(8) (D)

9. List the three methods of indexing diseases and operations:
(a)
()
(c)

3. TList the three advantages of dual grouping of diseases and
operations:

(a)
(B)
(c) _

ERIC

Full Tt Provided by ERIC.
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90.

7.

(&),
T (B).

Phys1cxans‘ index cards are usually subpeonaed only for the
follow1ng two- reasons: - . . S

List tﬁofaéventaées~of visible ﬁileseljﬁ

(a)

(B) :

?The two reasons a contlnuous flle is more advantagous than an’

annual flle are~

@)

i

AB)_.

List two reasons why a vertlcle file is more advantagous than
a bound book for filing patlents lndex cards:

(2)

(B)”

- State the.one great disadvantage of phonetic filing:

(2)

s N

N

.-; . N
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Alphabetical Filing Techniques

Directions: The left hand column below is a list of names and phrases
which call for special techniques when filing index cards in alpha-
betical order. The right hand column contains a list of procedures to
follow.. You are to match the procedures to the names and phrases by -
placing the letter of the procedure in the coxrect blank provided by
the, left hand column of items. Note that there are more procedures
in.the right hand column than there are names and phrases. There is
only .one correct answer for each left column item and the extra
procedures are incorrect.: ' '

Names and Phrases o | . 'Procedures

1. 2 cards for 1 patient' " A. Considered as part of the name

2. 2 patients with identical B. About 36 wéys'tO“spéll the nar
sur and given names s | Sl o |
: S ‘ C. Filed first by fathers surname

3. Names with prefixes " _ ~ and then mothers maiden name
4. st. . D. Filed as qne word
5. Hyphenated names E. May be combined without dis=-

tinction as to spelling -
6, Religious titles 4 L A
o o F. Arranged in chronclogical orde
7. Sister Mary Consuelo | o
Hanrahan | G. Filed under religious name
o ' -~ commonly used
8. Mac and Mc : '
o o | H. About 10 ways. to spell the nam
9. Married women |
I. Disregarded
10. Baer
J. M
1l. One name in ‘five begins
with this letter Co K.

RN

"B" names as there are

A
12. There are twice as many L. W
names beginning with this M. J

letter
. 13. Names beginning with this ,
letter are few. . 0. G

.-14. Female patient who got pP. Alphabetically by legal and
married since a previous - given name o ' :
admission - o Lo ;

S IR v Q. Filed alphabetically as though

15, Spanish names :  completely spelled out “

| R; Filed alphabetically by middle
initial |

S. Cross reference to previous
surname

-;.;,...w"., TN
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i Assignment R Covering
' Sheet No. 12 | I . N Units 73-78

THE I C D AND AUTOMATIC DATA PROCESSING

it is very important that the medical record librarian “be '
familiar with the International Classification of Diseases (I C D). -
This manual and various modifications of the basic text are being in-
creasingly used in.our nation's hospitals for indexing purposes.. 'Even
if the hospital where you work doeés not use the I €' D, you will find -
a knowledge of the basic manual useful in reading ‘current and period-
ical litérature pertinent to medical record technology. * =~ = =

Phe processing of data by electronic equipment and computers is
yital to a modern up-to-date medical record department. It is a use-
ful tool for both research and mundane record keeping. A person who
desires to make medical record technology his career must keep abreast
of the new and revolutionary innovations of automatic data processing.

.~ - In this unit you will learn the principles for using the I C D
“and its variations, the general aspects of automatic data processing
and equipment, and the relationship of the I C D and other classifi=~...
cation manuals to the varicus indexes as they are prepared by automated
processing equipment. S e

ASSiqnmeﬁfé' A

... 1. Read the reference listed below. S e
2.  In a two to three page paper compare the advantages and dis-
.. - advantages of: . ) ST .

A. the I C D as opposed to the SNDO Ty

B. tHe processing of data by manual methods and by automated
o eqguipment. IR o
3. Answer the questions below and turn in this assignment by

3eferences:

A. Huffman, Manual for Medical‘Record;Libfarians,‘pp. 341-352,.
399-414. ° |

Questions: | [ .

Prue-False

Directions: The following statements are either true or false. If the
statement is true, draw a circle around the letter «"TJ" If it is. false,

draw a circle around the letter "F."

? F 1. The International Classification of Diseases is widely used
as a disease index in the United States. s

T F f 2;‘4The I C D has recently gained recognition because it has
" a siiple coding system and it is eontinually revised. .

>

AU KR
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6.

7.

10,
11.

12,

13.

14.

15."

16.

17.

18.

19.

03

The letters I C D and'I S C D refer to different editions
cf the same publication. AR L :

Volume two of the I C D A'is a tabular list of diseases and
operations. e p

The main disease classification section headings of Vol..
I of T CDA are identical to those of Vol. I of I C D.

The code numbers of the I C DA disease terms are directly
related to the I C D A operation code numbers.

Decimal digits may be added to the I C DA code numbers .
arbitrarily by the coder to amplify or permit greater detail.

Diseases should be looked up in the I C D A index under the
site rather than the condition. | | -

Diagnoses suspected on admission which are later ruled out
before discharge of -the patient are always coded except

' for pregnancy examinations.

A symptom code is general and implies that a definite
;.diagndsis has been made. | :

The letter N of the I C A injury code numbers has been
eliminated in the I C D A, S

A disease index may be set up by using the main headings
of the classifications found in Vol. I of the 1 C D &
as guides.

The I C D A cannot be used for operétion indexing.

The I C Dand I C D A are classifications and nbmehclatures

. of diseases and operations.

The functions of a medical record librarian may-be described
as the handling of information about hospital patients. :

Automatic data processing has increased rapidly because
of the complexity of information needed in modern medical
care, research, education and administration...

The author discusses automatic data processing in a highly
technical manner because of the complex nature of automatic

processing.

Though there are model chamges evéfy yéaf;}the'basic methods

of automatic data processing always remain the same.

Automatic data proceSSing1wiL1 not decrease . the need for
medical record librarians but will displace medical record
technicians.
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20.
21.
22. .

23.

‘2'4"..:' « j'
25,

26.

27.

The,use of punched.or perforated cards.dates to. the late
1700's when they were used on machinery. ¢

_ The Powers method of data processing was.invented before the

electrical method presently sold by I B M..

Electronic computers were first used for scientific purposes

in-1947. . . .

The medical profession was one of the first fields to
recognize the great possibilities of automatic-data process-
ing equipment. |

The:tefm aﬁtpma£ic,data'processihg»is gprrectli,ééplied
only to electronically activated machines. n

Although an adding machinéjisgqgnsiﬁered.a dohputer,—modérn'
usage of the word general connotes an electronic computer.

. Electronic. computers can solve problems which are so

mathematically complex that they cannot be solved manually

by man.

A chief asset of electronig..computers whichcis'highly’impor?
tant to medical record librarians is that they can quickly

store and retrieve huge masses of data such as medical

" " records. T

- 28..

29.

30.

31.
23,

34,

Electronic computers can be used only to perform statistical
and mathematical computations. - S ‘

Digital computers accept only numerical ihput;

The punched cards used with computers have been. standardized

‘to one basic.size, shape and hole location. . C

A disadvantage of automatic data proéessing is that indexes

~and.reports are. not continually up-to~-date and the summary
- sheets cannot be prepared until all patients' records have
been completed for the designated time pericd.

:Aufomated déiij'cénéué'repérts'are éumﬁlafive to Form the
bulk of the.usual monthly report to the medical .and

;dministrative staffs.

‘Many hospitals maintain Separate files of punched cards -

for medical and census information because they.do not have
a computer suitable for providing easy access to ‘grouped
information. . . N :

Punched cards containing medical information serve as

. +disease and operation indexes.. _ o

AT e

Mr ik B

L

e
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T F 35. Hospitals using punched cards for medical information
generally prefer the I C D rather than the S ND O for
. obtaining code numbers. Lo | .

T F 36. All the necessary medical data of cach patient must be
: contained on one punched card when the latter are used as
input to computers. . :

T P 37. If a patient has three diaghbées.punched on his card, two
duplicate cards must be punched to maintain the original
- form of filing order. - - -

T F 38. Duplicate medical punched cards are usually produced by
key punch operations copying from the original medical
record.

T F 39. Aﬁtomatic mgintenahde of indexes requiires electronic
computers and other elaborate processing equipment.

=
g

40. The financial, business and medical record departments
should have separate data processing centers as their report
_data reauirements are entirely different in nature and do
not overlap.: L. R

Completion

Directions: Fill in.thevblank(s),inheach‘gtatement,with the word(s)
required to complete the sentence correctly.

l. The Manual of the“InterhationalfLiStof9Causes of Death was
designed to aid in securing uniformity in

2. Three early leaders who set the foundation in the 17th and 18th
centuries for the development of the present I C D were Captain
John , ., William ___ : . and Florence

3. One of the first drafts of a classification for international use
was presented by Dr. Jacques ___ ~ to the International
Statistical Institute in D | o -

4. %Peliéxth_and current revisions of the I C D have been made’
y the T -

-

Caa " >

5. Volume I of the I S C D is a 1isting of the _ ' '
of and the second is an index of
these: kistings. o o T

6. Non-fatal diseases were not ihq;ﬁdeg_iguthe_l S ¢ D until the
revision (1948). |

.
P




12,
S are. flled -in strlct i < e sequence.
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7.

10.

llo

13.

4.

15.

16.

18.

19.

20,

21.

22.

‘The T'C DA is &

The usefulness of a modified. verslon of the I Src D £or hospital:
indexing purposes was proven by a research pilot: study done in

by the American Hospital Association-and American
Assoclatlon of _ , : .

P

The pilot study referred to in- questlon 7 resulted in P. H. S.
#719, commonly referred to as , first published
in _ and revised 1n .

'The baslc number of d;glts for I C DA dlsease conditions is

and operative procedures are assigned : digits.

Birth_code_nuMbers in the=1-c D_A~areiprecededﬁby'thé'1etter

.z‘ .

Obstetnlcal conditions in the I C D A are dlvnded 1nto
groups-with the‘flrst two code dlgxts - be1ng common to
all groups.~ oo

When using:-the I'C D A .for indexlng, ‘the headings and subheadlngs

g
I

| tool for peOple who malntaln and

post medxcal data to 1ndexes.

The term data procevsxng is practlcally synonymous w;th the phrase

: 4
R . $ . . L]

The man who linked electrlclty ‘and punched cards to lnvent
electrlcal tabulatlng equ:pment was Dr. : :

The fxrst use of automatic tabulation equzpment was to process

o the. ._____°_U. S. populatlon census.uh

17.

The early Powers method of automatrc data processing: used a
system and is now marketed by : .
COmpany

The big breakthrough in the use of computers for buSLness operations
was tHe development of the inexpensive’ 5 . - in .

The twp-typesrdfrelectronlc computers ‘are the'
and o : . oo

The most common way by whlch man communlcates W1th electron;c
computers is through o ' . .

p——

Systems and equipment used to store and retrlevefminiatufized

1mages of or191na1 documents. such as medlcal records. are called

Y ’ ”«

Because modern computer equipment‘is'yery expensive, it is
generally believed that hospitals will resort to
computer centers.

. i gt
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23. P A S, which stands for . .
. ..., was started in to provide ___ . . __
summaries so that the participating hospitals could evaluate the '

care provided to the patients.

24, Participating PA S hospitais prepare a page abstract of

the medical report with the diagnoses and operationS‘codéd’to an
adaptation of the .

25. The nationdwidé program dedicated to reducing pregnancy wastage
©  is called the ___ . . which utilizes a
code sheet filled out according to the i |
Listing

Directions: List the items called for in each of the following. Select
your answers - carefully. . T -

1. List the uses of the I ¢ D in the order of their importance.

(2)
(B)

- 9. List four advantages of automatic data processing over manual

methods.

(2) _ (c)

(B) _. - ' (D)

3, List the four major components of an electronic computer.
- (A)_
(B)
(c) — —

(D) » ?

4., List the‘manual postings which are eliminated in P A S hospitals.
(B)_
(B) _
(c)
(D)
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5. List the m@nthly reports recelved by P A S hospltals ‘from the
data proce551ng center.v : SR

(A) L,
B
(c) |
Y
(E)_
6. List the indexes which P A Sihospitals receive every 6 months.
(A) > L (c)
3-) S— (D) 4 —
7. Liétvthé.summéfies which é AS hoépitals receive every 6 mgq?hs.'
(A)q e (é) o _ e
"(ﬁ)f:i :. ..;H. - ; N m.(ﬁ"

8. List the three sets of tabulations sent to hospitals whiqh
participate in the nationfwﬁde maternity and newborn proggg;.

oy

otre - &

) “j”w

(c)

vé.. What dally llStS are made avallable when the dally census 1s
- .-automated? oo - L

(A) e . e e

2.

(B) 1.

.
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Assignment - , - Covering ¢
Sheet No. 13 ' | | : .. Units 79-83

STATISTICAL DATA

The statistical reporting of professional work pérformed’in
hospitals is considered very important. It should be done with extreme
care and accuracy, and in a systematic manner. -

Statistics deal with the frequency of occurrence of things.
Statistics give convincing proof of the importance of medicine and its
practice by professional people. The data collected for statistical
reports by the medical record department deal with vital statistics
and medical stat:stlcs.

In this assignment you will have an opportunity. to become familiar
with the importance as well as the collectlon and recording of data
essential for statistical repcrting.

Assignment:

1. Read the reference listed below.
2. Answer the questions below and turn in this a551gnment by

Reference:

'A. Huffman, Manual for Medical Record Librarians, pp. 353-371.

Questions:

True-False

Directions: The following statements are either true or false. If the
statement is true, draw a circle around the letter. wp ¥ If it is false,
draw a circle around the letter "F."

T F 1, statistical reports are. valuable in attalnlng accreditation .
| but are of limited value in evaluating professional perform-
ance of the medical staff.

T F 2.  The medical record technician is not only responsible for
the gathering of statistical data but also for its inter-
pretation. ' :

T F 3.  Proof of identity necessary in inheritance claims may be
obtained from birth registration records.

P F ‘4. Death registration certificates in some instances provide
information for sickness insurance claims.

T F 5. Currently the majority of states have revised their death

and birth certificates to conform to. ‘the U. S. standard
certificates.




T

L

F

.

7.
8.

T sn additional record of information from the . death

certificate is desired, this information should be copied
into the Register of Deaths.

A Register of Births is required by law in vetry few states.

The Register of Births’ contains information concerning
only the newborn child. |

'The Register of Deaths contains information concerning

" the causes of death of. the deceéased.,

10.

- 1l.
" throughout the United States.'

12.

13.

14.

15.

. 16.

17.

.18,

19.

- 20.

ilzi;fiThe ana1yszs of hospital servzce is intended to give a

Data concerning fetal deaths may be entered in chronOIOgi-
cal order with the live births in the Register of Births.

Certificates of births are becoming more standardized

' The term “stillbirth" is no longer used in international._

tables.

Illegitimate births and the laws governing them are of no
consequence to the medical record 11brarians.

Under the new terminology, an immature infant is one WhO”e
weight is 5 3/4 pounds or less.

In *the United States information such as marriage. divorce,
and death of a person is sent hack to the state which
issued the birth number and is posted against the birth-
record. .

Many of the states now print code numbers on the birth .
certificates patterened after the new numhering of birth o
certificate systems. ,

. It is the responsibility of the medical record personnel
" to assmgn a code number for placement on the birth certifi~

cate prior to sending information to the state “health
gency.

.It is sometimes true that certain 1nformation that is

being reported out ‘'of the medical record department is no
longer required.

A report ﬁhat'is easy to:preparefis genenallf'the most
accurate. ' ' '

The daily cumulative tabulation of data will provide the
most accurate reports.

picture of the type of illnesses cared for ‘by. the hospital
and their end results.
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T F 22. All hospitals of 75 ox more.bedS;muét.have a newborn ser-
vice if it is to be accredilted byfthe J C A H.

T F 23. The posting from the medical records of the discharged to
S .the daily analysis of hospital service work sheet should

be done daily.

T F 24. The hospital number is not posted on the daily analysis oOf
. .hospital service work sheet. o

T F 25. The colt n headed "Special Statistics"® on the daily
v analysis of hospital service form may be used for classi~-
_fication of other data for which definite space has not
been provided. ' ‘ " o

T F . 26. The name of the attending physician is always essential.

.and is, therefore, required on the daily analysis of hos-
pital service sheets. . |

‘ cOmgletion

birections: Fill in the blank(s) in each statement with the word(s)
‘required to complete the sentence correctly.

l. Statistics may be Ehought of as dealing with facts which are
represented by __ . '

2. Statistical methods should be reviewed o .

3. Statistical data is accurate only if the source is accurate,
which for medical statistics is from the

4. The responsibility for the actual reporting of birth and death
certificates rests with the or the

5. The _ » - _or the stub of birth and
death certificates should become a part of the medical record.

6. To arrive at more uniformly accepted definitions of fetal deaths
and premature infants a study or terminology was macie by the
Committee on e )

7. A death of a product of éonéeption prior'to complets expulsion
or extraction from the mother is called a ' death
(the new term). '

8. Under the newer terminology, live birthse have been grouped into
four categories, two under __ . ‘ A and
two under . N

«

9. In Canada a birth number has been asSigned te évery living persc
born since .

©

ERIC

Aruitoxt provided by Eic:
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10.

11.

12.

13..

14.-

15.

16.

17.

. - Y o - e - v we eewwm e v el eyl e ¢ el e

' The Annual Survey of Hospitals ‘Accepted for re3£sérationfreéort

form is distributed by the

The form for approving internships and reuldCﬁCL g is distri-
buted by the Council on iiedical Bducation arnd qospitals of the

i

The of data'iS'the’first”steﬁ'iﬁ”preparing any
statistzcal report. , _ ! S

;In order that statzstlcs may be comparable among'hospitals the

of Hospital Service work should

be made out.

A ‘rue picture of the worL of the ho,pztal can be’ attained only

from the - and the results on
discharge. S 2

The three basic departments that a hospital of 75 keds should
have are. ‘ N— . —

Each case entered in- the daily analysi of hospital service sheet
should be listed. under only one service according to the 1
for h08p1talization.

Only consultac1on reports uhOUld be counted in
the daily- analysis of hospital service form.. ‘

3 Multigle-ChOice ;“‘

Dlrectlons- In the spac2 at the left of each statement. write the
,letter of the item whlch W111 provrde the correct answer to complete
ﬁhe statement._,. %

D S M 2 N

EKC

Aruitoxt provided by Eic:

l. The responsibllzty for the statrstlcal content of reports
/" belongs to the (A)- physician; (B) nurse; . (C) admitting
officer; (D) medical record librarian. -

3. fThe older term, "abortron," "i's now classified as a fetal

"dzath under group (A) I: (B) IT:" (c) III; (D) .

3. The first diglt of the flrst number of the new system of
-~ 'numbering birth certificates stands for (a) year of birth:
.. (B) born-in the United Statesi” (C) ‘indicates’ state in
which born; (D) indicates sequence of birth. =~

4. 'All of the 1ollowing conditions’ are repérted ‘in the "not

© delivered" section of obstetrics except for (A) lactating
breasts; (B) false-labors: (C) aborted infants; (D) re-

tztained placentas.

Y.
BN
]

S aie g ey LS

U

e
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Matching

Directions: In the ieft hand column is a list of services as used in
the Daily Analysis of Hospital Service. -The right hand column contains
the definitions of these services. Match the meaning of the service
to the appropriate service by placing the letter of the definition in
the blank at the left of the service.. PR

1. medicine A. includes cases having a condition
due to hypersensitivity to

2.  opthalmology | specific allergens '

3. thoracic surgery B. includes diseases and conditioﬁs
of the female generative and

4. allergy | urinary organs .

5. gynecology C. inclﬁdes all cases of mental

disorders

6. otorhinolarngology _ | . , a
D. includes all diseases and con-

7. communicable disease ditions treated by the admini-
stration of internal remedies

8. dermatology except those assigned to a sub-
specialty

9. psychiatry

E. includes all transmissible
10. plastic surgery diseases in the customary
acceptance of the term

ERRRARARE

F. includes cases of surgery con-
cerned with repair for the
restoration of deformed or muti-
lated parts of the body

G. includes diseases, injuries,
. and conditions of the eye

1. includes all-diseases of the
ear, nose, throat, larynx,
pharynx, nasopharynx, and

‘ tracheobronchial tree

| I. «includes all diseases of the
} chest in which surgery
of any type is performed

J. includes all diseases and con-
} ditions of the gkin




Listing

‘Directions: List:the items called ‘for 1n eadh of fhe following.-;
"ﬁaelect your answers carefullv.» b ,

. List Ehe requirements for statisticu and reports if they are
to be of value in measuring performance: -

cw e . (D)
B) - o (2)

2; The two klnds of basmc data £o be collected for usé for statisti-
cal reports and whmdh are determined by the reports to be made

. ares:

@)

)
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Assignment : : - Covering
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STATISTICAL DATA AND REPORTS

As one becomes more familiar with the data collected for statisti-
cal reporting, you realize that much of the various data compiled is
the responsibility of other departments. However, in many cases it
will be your duty to compile data of a specialized type. -

The medical record technician can perform an invaluable service
to the hospital and staff by providing valuable information., secured
through an analysis of statistical data, for comparative reports of
professional performance. ' - L o

In this assignment you will have an opportunity to become familiar
with the types of specialized reports, the computation of the reports,
and the data needed for these reports.

Assignment:
‘1. Read the reference listed below. :.

2. Answer the questions below and turn inathls_aSSignmént
by ° ot e

Reference:

A. Hﬁffman, Manualrfbf‘Medicgl Record Libfarians, pb. 371-398.1
Questions:-
| o True;Faise -

Directions: The~following'statements-arefeither true or false. If
the statement is true, draw a circle around the letter "T." If it
is false, draw a circle around the letter ."F." . . - -

T F 1. The monthly analysis of hospital service includes all the )
data needed for the questionnaire sent to the hospital just
_prior to the survey of the Joint Commission on Accreditation
of Hospitals. ‘ : '

T F 2. The comparative report, though useful to the medical
staff, is not required for accreditation purposes by the
J C A& H.

T P 3. In compiling anianalysis of,hospitai-serviCe—réports. both
discharged patients and patients remaining should be in-
cluded. ’ -

T F £, 'The institutianai'infections must,be'alioéated to the
services before the monthly analysis of hospital service
is complete.,’ o A oy : oo
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Sl

T F 5. The medical record technician should not attempt’ to make
" the allocations for institutional infections. o

- B
picterd

=2

T F 6. The questionnalre used for approving internships and/or
residencles requires the arrangement of data accordzng
-tothesnno. S .

i

"‘ € . .

T"F‘ 7+ ‘Annual reports should be cummulatea monthly rather Ehan
left for: compiling a1l the monthly reports at one time at.
| the year S. end.

]

T F 8., Deaths’ occurring in the ho¢pital ambulance or in the. . &
| . emergency room of the hospital. should ‘be. 1ncluded when
computing the hospital death rate. = -+ - g (

jfT‘fF:' 9. An obstetrical patient who dies in .the’ hospital before
... delivery is classifled as a maternal death. ' '

;:ﬂamw,
Y
A

T F 10. The neonatal death rate refers to deaths of infants
occurring within 36 days after live birth. NI

emme Ty
2 RS

T F 1ll. Studies of infections océurring ‘in -the hospital are pri-
" marily concerned with determining which wember of the
medical staff committed an error. - .- ‘

R

s

T F 12. Medical record technicians frequently must determine '
. whether an lnfectlon is & hospital or non-hospital .
infection. . . L el Rt e ' &

T F 13. An infection of an accidental wound occurring outside the
hospital is never considered as a postoperative infection. {

T F .14. The net moxbidity rate is the ratio of all infections in
" _:‘? clean surglcal cases to the number of operations.';,;; a

T F 15. Abortions (infants wath a gestation perlod SE less ﬁhan :
P . 20 weeks) are not included When computmng the stillblrth
... - fatal death rate. : ‘

~&h! F?'iG.‘lAutopsies on stillbirths are 1ncluded in frgurrng the
autopsy rate. .

T F 17. Cases dead on arrival (DOA) are not included in figuring
~ . .the autopsy percentages of the hospital.

T F 18. In computing the length of stay, the day of discharge is
..+ .. . .not counted if the patientﬂhas been in he hospital the
. perceding day. . | _ :

T F 19. Newborns are not included when computing the average
o mhlength of stay.,‘ . : b R

T F 20. The census count should be taken only at 246hour intervals.




|
|
|

2l. The census. count is usually taken at midnight because
there are fewer adm1331ons and discharges at this time.

22. Newborn-days' care must be included when computlng the
average daily census.

23. The maximum patlent-days care is computed my multiplying

. the number of days in the month by the number of adult
beds avallable in the hospital | |

ompletlon |

Directions: Fill in the blank(s) in each statement with the word(s)
required to complete the sentence correctly.

l.

- patients who have been ' or have

~and reS1dencies by the American Medical Association is
*‘per cent.

When making an analysis of hospital service reports.'only those

will be included.

Percentages are generally not calculated on a base of less than

A hospital‘had a total of 40 deaths during the month of June.

These included all deaths of 1npat1ents of all ages, both over
and under 48 hours, as well as coroner's or medical examiner 's
cases. During this same period the hospital discharged a total

. of 800 inpatients (including deaths). The gross death rate in

this hospital is ‘ ~for the month of June.

Postoperative deaths are regarded as deaths that occur within
the first days following the operation according to
the Joint COmmission on Accreditation of Hospitals.

During the month of October a hospital had 4 postoperative deaths
within the first ten days postoperative. The hospital also had

2 deaths that occurred after the convalescence period. All of
these deaths occurred after a total of 2,000 operations. The

 postoperative death rate of this hospital is for the
--tonth of October.

The basis for the computation of obstetrical morbidity generalily

is a temperature of . _ occurring on any two of the
flrst days postpartum.

A hosp1ta1 had 30 deaths durlng the month of September, of which
8 were coroner's cases. Fifteen autop51es were per formed on

. these 30 cases. ‘Only four of the coroner's cases were autopsied.

What is the gross autopsy rate? . The net autopsy

- rate? ___ .

The minimum net autopsy rate requlred for approval for internship
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9. The number of inpatients occupying hospital beds at -any given
time is called the T P o
10. A patient is admitted and discharged the same day. The period”
of stay should be counted as __ paticnt-day.
';M—Q‘a c’igg. ' . A

pirections: In the left hand /column is a 1ist of the various percent-
ages or rates which the medical record technician is generally required
to compute. The right hand column contains the formulas for these conr
putations. Match the percentage or rate to the approprilate formula
byfplacing,the letter of the formula in the blank at the left of each

1. net death rate A. total autopsies for a given period
2. maternal death rate. total deaths for a given périod

3. neonatal death rate B. total number of ipfectipns.for

T pexriod x 100

4. gross morbidit total number of patients dischared
} . rate . - . (including deaths) during period

5. net autopsy rate - C=- total number of-infant deaths

- occurring.within 28 days of birth
for a_given period x 166
total number of néwborn infants
discharged (including deaths) dur-
ing the period

D. number of autopsies foxr a period
x 100 T T L R
total number of deaths minus un-

; .autopsied'corOner's-or.médical :
.'examiner'S'cases. e

E. total number of dgaths of obstetri=
. cal patients . for period X 100
total number of. discharges  (and
deaths) of obstetrical patients
. for period . .o n0R L

. F. total;number“df‘deaﬁhs“fbr,period
~ total number of discharges ( and
' deaths) - for the period '~ .. ‘

G. total deaths 48 hours or over for
. -period % 100 - - -
total deaths over 48 hours and dis-
charges for period

e . 5

H. +total numbex Of .infections debited
against the hospital for a given
period x 100 _
total number of patients discharged
(including deaths) for that period

T
% . y

P haa L
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Directions: List the items called for in each of the following.

Select your answers carefully.

1. The information recorded about the patient upon ‘the admission
~register includes: : ,

() _ . (D)
(B) ___ : (E)
(). |




i

110

Assignment TR 4 SR Covering
Sheet No. 15 ‘ ' ) | Units 89-93

LEGAL ASPECTS OF MEDICAL RECGRDS -+ "

- - 'The status and cuspody of. hospital redords -as ‘evidence in a.
court of law have long been a most perplexing question for - the novice
medical record technician. Laws may vary from state to state and
consequently you should be familiar with the laws .of your. own parti=-
cular state. The relationship between medicine and law has becone
part of the instruction in our law and medical schools of today. As
the use of medical evidence in the courts is on the iacrease, it is
important for you as a medical record technigian to understand your
legal responsibilities as far as the medical records are concerned.

In this assignment you will have an opportunity to learn some
of the legal aspects of medical records, procedures for releasing
medical records, and what information may or may not be released from
the medical recorxds.

Assignment:

1. Read the reference listed below.

2. Become thoroughly familiar with the state laws of your
gtate and how they apply to medical records. Frowm your
observations summarize the laws in your state that apply
0o medical records in a short paper not to exceed three

pages.
3. Answer the questions below and turn in this assignment
by .
Reference:

A. Huffman, Manual for lMedical Record Librarians, pp. 415-456.

Questions:
True-False

Directions: The following statements are eilther true or false. If
the statement is true, draw a circle around the letter "T." If it
is false, draw a circle around the letter "F."

T F 1. Mediocolegal science is a relatively new development in
the professions of law and medicine.

T F 2. Medical records are compiled primarily for the benefit of
the patient.

T F 3. The patient always has the right to inspect his medical
record, if he wishes to do so.

T F 4. It is in the best interest of the patient to be allowed
to see his medical record 1f he so desires.
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-10.

11.

12.

13.‘.
. evidence must be properly authenticateda

14.
15.
16.
17.

18.

19.

20.

release this information.
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If the attorney for a patient presents a written authori-
zation from the patient requesting information about his
~lient's medical record, the hospital is legally bound to.

| The statutes concerning ﬁhe'relafionship'betWeen the patient

and physician are quite uniform throughout the country.

If a'patient waiVedvthe cléim of privilege ﬁpon his medical
rgcord, it may be krought into court without a supoena.

:vfhe‘claim of privilege is.wéivéd if a patiént introduces

his hospital record in evidence.

Hospitals that use mechanically recorded data for medical -
- records and have the data processed by commercial firms,

are violating the privileged character of the medical -
record. R S a T . '

Medical records or .parts of wedical records should never - -

. .. leave the hospital except-in response .to a cour t subpoena.

The subpoena duces tecum is the type of subpoena generally

. served on a hospital to produce a record in court. .

If a'hospital is served with a notary subpoena} the records
requested should be taken to the court specified in the
subpoena. ' R : a

All documents and records received in court for use as

Subpcenas should be delivered by the server 24 hours in
advance. .of the court case. . ' ;

Microfilms of medical‘records may»be'left in court if they
are properly subpoenaed.

The current trend isufbr stateS'tb dréatly'eXtend immuniéy
from liability to hospitals.

tthen a patient is admitted, the hospital then enters into
an implied contract to render the necessary care and treat-
ment services to that patient. '

wntries on the medical record. that have been erased should
be initialed and.sighed according to +he rules of the

hospital. . .

Correspondence, etc., are consideted'an integral part of

4-the'medica1 record. . :

Beforé you go 6h the-witness standb.yoh‘should make your-
self thoroughly familiar with all the facts upon which
you are to testify.
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T- F 21. . .The presrding Judge determines whether the'hospital record
rr_,Shall be- received in eVidence., S j ,,

™ F 22. Though not legally required. it is a good practice to

have the consent or authorization for release of informattn

,wztnessed or notarized.p: o R

T P 23. The court may retain the medical record for an indefinite
e periods “ ) . ‘. “. i A R T i

n .
. -
$

T F 24.' Great care should be taken not to release medical record
s oo . information without ‘the authorization of the patient oy
the responsible relative. ;' :

T F 25, Medical records should be returned to :the hospital just
2 ',as soon &s possrble after the court is through'with them.

-

T F 26. 'Microfilmed records constitute secondary evidence.

T F 27.  The medical record technician., upon receipt of a .subpoena;
.~ . . should notify :tl.e attorney if the: record requested is on

film. .

T’ F 28.'~It is: the responsrbility of the hospital for providing a |
‘ means of reading a microfilmed medical record in court.

'T -Flf29. ThHe: medical record technician should not allow a microfilm
' roll of medical records to leave his possession.

T F 30. Photographic prints are usually made:of’ microfilmed:records
o and after proper verification are uscd in:lieu of the
original film.

T F 3l.' Upon completion of written authorization giving consent
to release a medical record, the written consent becomes
. a part of the medical record..ﬂ.- SRS B

T F 32. A medical record tedhnic1an may release confidential infox-
., .-mation if it is:in.the best interests of the patient.  *

T P 33. If a state or federal agency requests information from a
: - medical record as a personal document: it may‘legally’
/" secure this information without a, subpoena: if written
"authorization is secured from the patient. e

T F  34. The American Hospital Association .and' the Health Insurance
-+ .-Counecil have jointly developed a standard hospital insurance
report for authorizing and releasinginformation to third
party payors.

T F SSZF A Blue Cross or Blue Shield membershvp card implies that
the patient has authorized the necessary release of in-
formation from any hospital record.s LE e ’

iy
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T F 36. The administrator of each hospitai should adopt definite
4 reqgulations doverning the release ©f information from the
medical records. | | S o

T ¥ 37. Information contained in the personal and statistieal data
of a medical record should never. be altered. ‘

T F 30. The initials of an authorized peréon on a medical record
constitute a legal signature in the eyes of the court.

T F 39. An‘auﬁhorizatibn for surgery is generally.found on the bac
af the summary sheet and is usually signed by the patient
“when he is admitted. . SRR

T F 40. Oral consent to an operation is considered valid.

? F 4l. In cases of emergency, a physician or surgeon is permitted
‘ to operate without the consent of the patient. ’

T F 42. An authorization for autopsy should be iﬁ writing.

T F 43. It is possible in some states for a patient to authorize
an autopsy on his own body. o o - o '

? F A44. Case summaries or abstracts should always be made'out by
the physician, never the medical record librarians.

T F 45. It is an accepted policy that doctore should not give
authorization to insurance companies to secure medical
records.

T F 46G. The medical record librarian can refuse the resident and
attending medical staff access to medical records if ther
is suspicion that the consultation is detrimental to the
hospital or patient. | _ . : |

T F A47. The payment of hospitalization charges for an employee by
an employer automatically gives the employer access to th
medical record. o e

T F 48. The lien laws of all the states require the' patient's
authorization before the defendants in the damage suit
way have access to the medical record.

T F 49. Surgery authorizations must be witnessed in order for the
to be considered as legal documents. . |

T F 50. In some states, a married minor or a pregnant minox.may

| validly authorize surgery for either themselves or their
offspring.

% T F 51.. 8urgery authorizations'shéuld shdw,the time, as‘well as
the date, when it was signed by the patient.

ERIC
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.52._!A cording to Hayt, Hayt, and Groeschel, a minor who
- marries without parental consent is not emancipated and
therefore cannot authorize surgery. '

53. Some states during the '1950's enacted laws which prohibit

the subpoesnaing of the: records of committeea which are
seeking to lmprove the medical care in hosPitals.

54, ‘It is Questionabie whether the record and reports of
~meflical audit or tissue committees can be admitted as
| cOurt evidence. ' ‘ o .
55, A burn from a hot water bottle is clas ifiedvas an incident.

56+ A report ‘of an incidént should never become a part of the
patient S med*cal record.

57. Incidents which 1nvolve vis1tors and orher third parties
..should not.be recorded.

Comgletion

DiLzctions: Fill in the blank(s) in each statement'w1th the word(s)
required to complete the sentence correctry.

1.

2.

" .medical record. in court except upon a

Medical records are the prooerty of the L

- The confidentias data within the medical record are considered

the property of the . . .

The'hospital is compelled to produce its records by the serving

- Certain private information given by a patient to his physician

is considered o

‘.Mmdical record° appear in court for cases concerned with

L more often than
fbr all other types of cases combined. »

A'medicsl record technician is not dbligated te present the

.The pYwer of subpoena in all states or territories of the United
States rests with the - . L e g .

. On ‘the witness stand your attitude should he -
and . e . o

.Eroof of death certificates are signed by either the

- or ‘the

i
§
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10. Fees are generally charged for medical record abstracts except
to the : ~, social services bureaus.,
and hospital attorneys. ' S T e

11. Standardized hospitalization forms should be used for all cares
except for , | _ and S .

12. To be 1ega11y valid, an authorization‘for anméﬁération to be
per formed should be an - o S

13. -Because of the increasing number of malpractice claims, author-
izations for surgery should bhe obtained to protect the hospital,
' ; S, and’ C ‘ . : T

14. An authorization for autopsy is not necessary in
or. . .. . . cases. . C

15. Accidents or incidents in the hospital are recorded as an

16. The American Hoépital Association defines an incident as any
— ‘ which is not ~ with the routine
operation of the hospital or the routine care of a patient.

17. An incident must be recorded in the physician's
. . and by the nursein the nurses' notes.

Multiple~-Choice .

Directicns:. In the space at the left of each statement, write the
letter of the item which will provide the correct answer to complete
the statement.. | ' o .

1. A government agency wishes to secure a medical record with
the patient's consent from a hospital. It must (a) file

a lien; (B) obtain a subpoena; (C) request a waiver; C

(D) obtain a judicial notice. T ‘

2. A request for an abstract of a medical record does not

' have to be authorized by the patient if (A) the patient
requests it to be sent to a previous prhysician; (B) re~-
quested by the patient's new physician; (¢} requested by
the attending physi--.an; (D) the patient requests it to
be sent to his new physician. A S

3. A man is the sole surviving member of his family. His
first wife and both of their children are dead.- He has .

- remarried but is divorced. His father and brotier are ;
living. Upon. his death the hosnital wishes to perform an \
autopsy. To get an authorization for an autopsy you must -
secure the approval of (A) his. former wife; (B) his brother..

() his father; (D) his physician. . J
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Listing

‘Directions: List the items called for in-each'offthejfbllowlﬁg.
Select your answers carefully.

1,' Medical records are generally used in the followmng court cases: .
(2) — (D)
@____ 0 ®
) @

~2. Med1ca1 records have been used in many types of crimlnal casms. {
They are: }

(a) ) R -
(B) L . (B) e e . : li
(o) _ ) .
3;.“sefore,takingvthelmedical réaard‘ffbmiﬁhé‘ﬂpspitaifyoﬁ:éﬁéuid=
(A)ff"'. - I L R O O P
(B) 4 S —
I () BRI }
(F)._ . _‘, L "j I . e
4l' If a physzclan'wishes to change information on a medical record,

he should make a note and attach it to the medzcal ‘record.
This note should contain:

we_ e .

5;4'Occasiona11y mlstakes are made in wrlting records- the procedure
for correcting a mistake would be to:

F=tasy

. (a) “]“ - ;7~'§c T ;"jﬁ,~f . e ]

(D) !

Aruitoxt provided by Eic:
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‘Assignment - ~ - - covering
' Sheet No. 16 - S - Units 94-102

' INTERDEPARTMENTAL RELATIONS

- As a medical record technician you will come into contact with
innumerable members of the hospital staff and other service members.
of the hospital. This relationship between departments. should be co-
operative and harmonious. To accomplish this ideal of cooperation,
you need 'to know something about your responsibilities to ather de-.
partments and their responsibilities to the medical records department.

The cooperation needed to efficiently operate a hospital depends
upon its "function. If every department and individual in the hospital
would remenber that the primary function of the hospital is to provide

. the proper care for the injured and sick, then the task of interde-

"”Pa?tmeh;alr#elatiohs would be much less complicated.

In many hospitals the medical record librarian must douﬁle\as
a medical reference librarian. . This is especially true in small™
hospitals. Because of this fact, the medical record librarian should
have a basic understanding of library methods and procedures.

i . : l’

In this'assignment‘YOu will have am.opportﬁnity t0' learn somz
of the responsibilities of other departments, your relationships with
them, and some Of theé duties of the medical librarian. 8 -

Assignment:

, '1. Read the reference listed below. e | |
2. Make a list of the departments you have contacted in your
present job and with the help of the medical record librariar
determine what departments have been a cause of concern to
" the medical record department. . In a two- or *three-page
paper give your suggestions for improving the relationship
between the medical record department and these other

- " departments. o ) S B Te
3. ‘Answer the questions below and turn in this assignment

by _ - ‘ R

Reference:

A. Huffman, Manual forﬂMedical Record Librarians., pp._497—508.

. 549-562. | | _. o
Quegtions:
True-False :'

Directions: The following statements are either true or false. If

.the statement is true, draw a circle around the letter wp," If it
is false, draw a circle around the letter "F." ,

T F..l. The medical record librarian should maintain direct or |
‘ liaison relationships with every department in the hospital;




T F 2. A knowledge of fundamental principles of personnel admini-
R ‘stration is not necessary for the medical record technician.

T F 3. The medical record technician must remember that his de-
partment is just one pé;t of the hospital.
TR 4-5-iﬁ'°rdervtb'§fomote codperation between various departments
- R ¥ ¢ ﬁhe‘hospital_mutual understanding -is necessary. . -

K S 5. The medical record technician will have nb‘direct cdﬂ£5°t
Lo ... ' with the governing body of.the hospital.. - -~ . - .-

T F -6. It is the Auty of:the medical record committee to see that
BN " accurate. and complete medical records are. secured. for ..

| “every . patient treated.. A N A TR =

T F 7. A poor relationship petween the medical staff and-ﬁbélmgdi-

cal record librarian is usually the faulit of the librarian.

‘T F 8. :Medicai.fecordsfare not indexed until they are complete.

v F 9. It would be foolish for the medical record téchnician to
attempt to orient fellows, residents, interns, or clerks,
”tofﬁhe value and purpcses. of medlocal xecoxds. . -

T F 10. The medical record. technician shoui&i%ttéﬁbﬁJio talk to
student nurses and the nursing staff and explain the
functions of the medical record department. :

T FP 1ll. The diverse circumstances under. which the medical record
Lo g 1ibrarian -and the -admitting officer work can produce

. friction between them. - - . . v L o0 e
T F 12, Clinical and pathological reports are.very valuable to
oo i the pbysician:in diagnosis -and treatment..

T F 13. Thére are certaih’laboratogy fecdrd3~ﬁhich.wiii not be
- 777 :gent to the record:department until a patienmt is discharged.

T F 1l4. In cases where a special diet is necessary, it should be
entered on the patient’s record and become part of the. .
medical record. LT

¢ F 15. 1In mékihg'dﬁt“ah"aufhbf'CSdefbf'the diéfioﬁéry card cata-
log, if a book has more than one aucthor, you should make
an author card for each author. R ‘

T F 16. It is possible to order printed author cards from the
Library of Comgress.

T P 17. A title card has the author's.name listed:above the. title
. T F 18é' A”éubject_bérdéhas'EhéféiéSSifigétiép nunber of the bBook
~°  above the author's name. ST e

ERIC
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1.

2.

.in the rare. instance when the latter's
. has' not reached the medlcal record by the dlscharge time of the

“then making a subject card, it is desirable to use &
standard list of subject headings.

A shelf list is a catalog of the bodks in the order in
vwhich they appear on the shelves.

2 separate card index should be made for Journals and
pericdicals.

The first comprehenslve index on medical literature was
the Current List of Medical Literature, published in 1872.

The medical librarian should be informed about the Inter-
Library Loan Code and various sources from whlch he may
secure library book loans.

Many hospitals combine the functions of the medlcal library
with those of the medical record department.

Very rarely does the medical record librarian have inter-
departuental contacts with the accounting or stores
departments.

Bec iuse of the nature of maintenance work, the medical
record department has no contact with the maintenance crewe.

Hospltals without libraries cannot receive J C A H
accreditation.

The "Supplement of the Stancards" of the JCAH requlres
hospitals to have a specific number of books in cexrtain
medlcal catagories in order to receive accredltatlon.

The method used to charge out medlcal‘records can be easily
modified and used for charging out books.

Completion

Directions: Fill in the blank(s) in each statement with the word(s)
requlred to complete the sentencc correctly.

In descrlblng good 1nterdepartmental relatlons, A. H. Scheidt
likened a hospital to a .

An essential characteristic in dealing with people is
and, according to Teal and Metcalfg it is born

- of a regaxrd for the personality of others.

The liasom link becween the medlcal record dejpartment and the
medical staff is the

The medical record librarian must contact the roentgenologlst in

patients




9.

10,

11.

iZ.

13.

14.

15.
16.
17.

Aruitoxt provided by Eic:
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.. intervals, together with an .estimate of the
. the patient at the end of thefOPerat;on, _

' employed in them.

.The A M A has a _._

Clinical recording done by the nurse requires

in reporg;ng'dévelopmentsi;dnd”careful
of services performed. . | '

The ‘original source of the, Sociological data in the medical
record is secured from the a departmerit.

The anésthetist's record must show, amond sther things, the
and at regular
: of

. .The proper care of the sick and injured should be the

of all hoSpitals‘and people

One of. the first things to decide upon when organizing a.medium

or large medical reference library is a __._. | of

A book.containing a record of all volumes in the library in the
order of their receipt, together with a statement of the cost
and source of supply for each, is called the o

Lettering on'the‘spine of the book should be covered with

The key to the resources of the

library is the

all journals‘whidh_aré to,b¢ xetained'pefmanehtly'should e
, and this is the responsibility of the

The number found immediately below the classification number
on an author card is the : |
which is found in the book '

SRR written by Charles A, Cutter.

The two comprehensive indexes to medical literature currently
in use (since 1960) are the. . C
prepared _ by the National Library of Medicine and
the _ . ] - _ prepared

2N

'An individual who wishes to consult a comprehensive index for
the period 1950~1960 would have to use the

and tﬁe

: . by subject and many complete cur-
rent journals available on -inter-library loan. .A similar service
ig offered by the Library of the American .Colliege of Surgeons

in the areas of _ . and 4 , ‘

£ =R
§

- iy

e et
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18. A microfilm and photostat inter-library loan service is available
from the

19, The Bacon Library of the American Hospital Association has a
library inter-library loan service covering the

and fields.
20. Cushing notes that "the soul of an institution that has any
pretense to learning comes to reside in its | o
Listing

'Directions: List the items called for in each of the following.
Select your answers carefully. '

1. The medical record technician must maintain contact with various
departments of the hospital. Ten of these departments discussed
in your text are: :

(a)
(B)
(c)
(D)
(E)
(F)
(e) .
(H)
(1)
(7)
(K)
(L)
(M)
(19)

2. PRecords are many times uscd in medical staff meetings for:
(a)
(B)
()
(D)

- e - - N . . . . . N [P e ameex CRETAE R e e e
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3. The most common systems of classification used for imedical ref-
<+ arence materials ares .

(@) .
: ©) - | - L - .H.; -‘.%;“; '
(D) "5".  e N

E) o

4. BAsg Books are acquired.by the medical library. ‘certain- procedures
. should be followed in processing them. 1In order, they are:

®) _
" (B)
(c)
5. The llstlngs in the dictionary card catalog are listed alpha-
- betically by: -~ 2
(ay . - '(C')' _ ‘ N
(B) __ :

som, * o

ERIC
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. Covering
- Units 103-110

Assignment
Sheet No. 17

ORGANIZATION MAﬁ%é%ﬁENT, AND SUPLRVISION
OF THE MEDICAL RECORD DEPARTMENT

The .management of the medical record department is the responsi-
bility of the medical record librarian. As head of his department he
exercises a high degree of independence in its administration. He
must be capable of organizing an efficient and smooth-runnmng depart-

ment.

As a medical record technician you will be delegated certain
supervisory and managerial duties. Therefore, it is important that
you understand the functions of organization, management. and super-
vision as applied to the medzcal records department.

In this assignment you will,have an opportunity to become fami-
liar with the types of organiz#t®eny- flow and control of work, depart-
mental equipment, and plannlng procedures for laying out medical re-

cords departments.

Assignment~.

g A Read the reference listed below.

2. Determine the type of organization you have at your
Place of employment and make an organlzatlonal chart
for your hospital.

3. Make a sketch of the medical records department in your

~place of employment, and consult with the meCical record
- librarian as to'what features could be improved.
4. Answer the questions below and turn in this assignment

by .

Bgference: |
A. Huffman, Manual for Medical Record Librarians, pp. 457-496.
Questions: - .

True-~False

Directions: The following statements are either true or false. If
the statement is true, draw a circle around the letter "T." If it
is false. draw a circle around dhe 1etter I
1.” The type: of organlzatlon adopted for an institution must
£fit the institution and its main purposes,

2. The primary responsiblllty of the hospital as a whole is
the proper care of the sick and ingured. |

The medical record technician’ should become familiar with
the fundamental principles of" good organization.




T F 4. It will be of little value for the medical record tech-
o nician to know the relationship existing between various
functions in His department. . . .. = -

T F 5. Good manégéﬁéﬁt'ahd'QOOd'léadership are synonymous .

M F 6: The'medical record librarian is generally ‘considered
7+ to be ‘on the second 'level of management. . . .

s aE 7. The more detail'involVéd'intéléﬁniﬁé'aﬁd oféénizingvthe“
| medical record department, the better job that the medical
. technician is apt to do. Cl _

¥ 'F 8. ‘A chart of organization will insure good organization and
-7 management. . L Lo S &

T F 9. Vhen preparing a chart qf.qrgapization.,the‘first_task is

S ' .to list the main functions of the department. = . : .- .

® F 10, Uhén an organizational chart is completed, it should . .
be placed in the department for everyone to see.

T F 1ll. For a job analysis to be of full value, it must be*dSéa”Eo
evaluate the organizational aspscts of each individual as
_ well as the group as a whole. = B

T F 12. Before making a work flow study, yoﬁ.shoulé'inform the
ggplpyees.cqnqerned,‘ R - .

? Fo13. A btraight-line flow of work is generally considered the
Best, but it is practically impossible. for all work to
.~ £flow in a straight lineé. ' | ’

T F l4. Methods improvement may be defined as finding a hetter way
to do a job. | C '

P P ‘15. A work simplification-program is'intended to eliminate
waste of time aznd materials with the procedure being con-
fined to an examination of superfluous work rather than
useful work.

T F 16. A procedure should be established. for. each job in the
e . meédical record department. ' | .
T F 17. A procedure manual'is valuable as o statement of policies,
~as a guide to established methods of performaning a job,..
. and as an important instructional tool. : '

T F 18, Pq}icies.shquld_be%the prerogative of the administration.
19. fThe medical récord téchnician may £ind that he will some-

. . times have the duty of outlining tentative policies for .

T F

©
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T F 20. Once a procedure manual has been made, you should con-
stantly be on the alert for necessary revisions.

T F 2l. A proc:dure manual should be kept up to date and is only
- applizable to the hoq;gtal for which it was made. :

T F 22, COntrclé shduldtbe'seﬁ up on'the forms used in the medica
records department.

T F 23. The purchasing department should not order medical recoxrd
forms until they are notified that the forms are approved
by the medical record committee.

T P 24, Small hospitals should maké every effort to use standardi
forms because the cost will be less. .

T F 25. The medical record department should be placed where it
. will be of greatest cbnvenience to the greatest number of
physicians. E ..

T F 26. If at all possibie, the medical record department and the
oo medical library should be adjacent. .. =

T F 27. Little thought has been inen o color in decorative
. schemes because it has little effecik over motivation or
efficiency of medical record personnel. .

T F 28. A number of medical books should be available for referen
AP work in every medical.record department.

T F 29. The necémﬁeﬁded arranéement of files that are to be stoxe
- .in the file room is to place them on -shelves. ’

T F 30. %ooden shelves are pf@ferred over metal shelves for the
' file room. < : : : '

T F 31.' In hospitals where the records  are seldom used, an open-
) shelf system of filing will be the most desirable.

T F 32. A private office for the hédical record technician is a
must when planning a medical record department. .

T F 33. Mimeographing or perscnal stenographic services to
| o physicians are generally considered to be the responsibif
‘ ' lity of the medical record department.

i T F 34. Because of thé heaﬁyT‘ie and hard wear given to thes summ
sheet, it is recommertded thac this form be printed omn
16=pound bhase. ‘ S

i T F 35. In selecting folders, you should give consideration to
durability, a scored bottom, and a double edge.
K T F'JBé. bBudgets are forecasts'of future expeﬁses and are based o
: past spending experiences. ..

3
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P P 3. Under no.ciréumstances should the medical record librarian
incur expenses which have not been approved in the final
budget.

T ¥ 38. Although the medical record librarian is usually asked to
submit a report or two when the department is expanding
tc & new wing, he is neither gqualified: for nor likely to
be a member of the planning team..

T P 39‘: Air-conditionirg ducts shovld be covered with:a sound-
| proof dropped.deii;ng; | e e

T F 40. Though a color should be ééimniatiﬂg.'suﬁéhiﬁe yellow is
- .. . ‘oo bright for the walls of the £iling aréa of the medical
record department. :.° . . A o

T ¥ 4l.  Carpéeting should e installed in the main.medical record
| ‘department ‘because: it will deaden machine noise and its
over-all cost is about the same as tile. - '
o
T F 43, ‘A secretarial psol incorporated into “he medical repord -
department should be scattered throughout the department
in strategic locations.

T F 43. The'most efficient,piéCe=t6 lbcate'fhé~fiié“area is in the
main sectiocn of the medical record department.

T F 44, Floor plans similar to the one illustrated in your text
should be considered as models to be strived for when plan-
.nipg or remodeling a medical record department.

T F‘ 45. wMoSt~hospitals'ih thernited,StaEeswdo'not’haVe outpafieht
clinics. . | _ |
T F 46. then buying médicai'recbrd‘fbims the‘quantity should be
designated by the medical record librarian and the quality
“.aby the-purdhasing}agept. T S A ' nooy
| | Lcompiééion - '
DigectiouésfiFill.in thé-biank{s)fih-eachwsﬁatemént‘withﬂfhe'word(s)
required to complete the sentence correctly.'’
1. The two basic e;emenfsaof managémént~and édﬁiﬁi5£;atidn are
. and' cohtrolling, with organization being con-

sidered as the ‘ _and management the -
cand' . o - force to carry~out.th¢‘departmgntal'functions.

2. The'operétibns carriéd on by a depaftmeﬁt5Whichlare{characteris-
tic of that department are known as the __ of the
“department.- - oo . T T S

.

N R
3. The method of providing leadership in group action is called

T g |
I I
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. .4. The power to act or command is called _-__ - and . flows

5. Accountability for the performance of an act or job is known
as — and flows .

6. A descriptlon of the content and modlfylng factors of a ]db
is known as a :

7. In making an analysis the , jobs should be the
first ones analyzed. : -

8. A determination of time required to regularly complete a’'given
job is called a

9.  The point between oo much and too‘littlevhaS-been defined as

10. A gulde for the per formance oOf specmfic JObS w1th1n the depart-
ment is called a . N

1. A carefhlly formulated’guide to action rs called a

12. The budget is a device to __ | expendltures and it
must be so as.to fit changing conditions.

13. The ratio of medilcal record librarians to discharges
. as the: number of discharges increases.

14, The total number of medical record department personnel ‘estimated
for a hospltal that has 200 beds and an annual discharge of 8,500
‘.»patlents 1s _ .

15. -The number of medlcal record technicians estlmated for a hosp:tal
that has 290 beds and an annual dlscharge of 8,500 patients is:

©

'16. The determinlng factor in flguring the volume of work of a hos-
-+ pital is the number of . ‘

17.*'The medical record .librarian should base hlS budget predzctions
on an analysis of previously made '
and work performance records.

. 18+ . The part of the total expense hospltal budget devoted to salaries

‘and wages is usually in excess of _ per cent.
19. Budget reports are usually received _____ . to inform
ﬂf!ﬁhe medical record department how lt 1s llvang up to its pre-
“dictions. - -
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20. ' The medical record department should be ina _. -

position hased on a study Whighugeggggi}xmreSults |
in it being located in the _ sectior of the
hospital.. ~~ = L T L e .
21. Most office eqﬁipment'compahieéihave édoé%édMSO£tféhadésldf
—_ S - ", beige, and. ____ ____. . . - as stardardized . .
colocs., . e Sy ]
92. An excellent color. for the ceilings of filing arcas is a =« -
* ginish.. -~ .. - w7 -
23, " File rooms should have __ . . 'Or ___ i E "
. v \ on *he floor. . . oo,
24. Light fixtures should be choosen which supply an adeduateé _
- amount of light and also provide for its proper __ . S )
25. Minimum isle widths between vertical filing equipment should be L
- - . inches. for inactive files and . . .. -inches for §
active files. . | o g v |
 26.. Usually sufficient space should'beuprovided.in~the«medical T -
rzcord department to file all the records of patients discharged
~ . durirg a period of ' year(s) at:the rate of . .. .
records per foot of filing shelf. SRR
27. Medical record forms should:be on good.quality by g
.- . .. paper .and later trimmed to —
X inches for final filing.
| ~© | Multiple-Choice . i
pirectionz: In the space at the léft'Of'eédh’étateﬁént write the
letter of the item which will provide the correct answer . to complete
the statement. . " . P e
1. 2uthority originates at the top and flows functionally in
.- @ (A) line orgarization: {B) staff organization; (C) line
aénd staff organizatign;V(D)_functionalized organization.
— 2. 7he medical record departmert is usually organizead by
R ~ (a) "line; (B) . staff; (C) line and staff; (D) ‘functionalized
' - erganization. i T SR U Y S
— 3. For office work the average number of people that can be
S - effieiently supervised by one person -is usually considered
toﬁbeiabout.(A)‘three:u(a)4five:w(c)useven:~(D)~nine. g

4o The acutal preparation of -the hospital budget is the ..
¥ responsibility of the (A)..administration :(B) governing
board (C) medical record department; (D) busiress office.
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5. ithen plasning tae medidai fecord department, one should
take into considecration possible expansion for the next
(..) 5 years; (B) 10 years: (C) 1> years; (D) 20 years.

——_ 6. Generally, you should allow (B) 40; (B} 45; (c) 50; (D) 6C
' sguare feet per ordinary clerical worker when trying to
figure space requirements for the medical‘record department.

.7, Usually the best place to locate a file room is (2) over:;

(B) beside: (C) opposite: (D) under the medical record
department. |

Listing

Directions: List the items called for in each of the follé&iﬁg.
Select your answers carefully.

l. The types of organization commonly encountered are:
(a) (e _
(B) (D)

2. The medical records are kept readily available for:
(a) (©)
(B) | . (D)

3. A chart of organization can be a valuable aid in organizing and
managing because it helps to: ' ‘

(a)
(B)
(c)
(D)
(E)

4. Some of the hidden wceaknesses that may be brought out by a chart
of organization are:

(a) ——

(B) _ —

c) .. —
(D)
(B) __

]
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5. Items which should appear on a-job descriptiorn are:
@) e ey o
oy e e D
6. List the five main stepsto follow when undertaking a work simpli-
: f;i..cq‘.tg.op ‘program:
(A) YR
(B)
{c).._
(D).
(E)
7... A.policy.should be:
(A) - . . (D)
(B e e o (L.)
<) -

8. ‘fhe table of contents for a procedure manual 'should contain:
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e v————— - T—— . St gyree etV e

for

MEDILAL RECORD TECHNOLOGY

------

Emplever's
Cboy« '

JOB TRAINING: What the
Worker Should Be ABle To DO

Check summary sheet, ad-
mission record, history
record, physical examina-

tion records, laboratory , ’
records, physician's or- ’
ders, _graphic chart, and . A“s

nurse ‘e bedside record.-

Time in hours

- Proficiency" RFLATED INFORMATION. What
Shown

the Wbrkﬂ Should. gn ow

Bagic Medical Recrrds L

Types and content of basic
records, the origin of
basic records, and typical
errors :of omission and com-
mission that may occur.

S ecial Medical Records

Check consultation records:
‘anesthesia records, report

of operation, tissue” report, 2
K-rav report, obstetrical:
reccrds, newborn records,
and miscellanecus records.

Time in hours

Rules and regulations per-
taiuing to special records.
the. contents, types, and
uses of special records.

Medical Terminolo

Spell and pronounce medical
terms correctly, follow
directions in medical terms,
and record in medical and
surgical terms.

Time in hours

Basic stems, prefixes, .suf-
fixes, singular and plural
noun formations, homonyms,
eponyms, cowmmon disease
terms, anesthesiology. terms
used in medical records. .

FilLina Medical Records

File medical reccrd, prevent
misfiles, locate misfiles,
file patient name: cards,
file physicians' index.

<

Time in hours

Types of numbering systems,
filing systems, files,
ru’es for phonetic £iling,
cross~-index filing.

Indexing Records

Cross~index diseases and
operations, index di-
seases and operations,
agroup index records.

Time in hours

X

Methods of cross indexing,
grouping by master code,
topography., Or internationai
statistical classification |
nunbex .




i ‘FZ. ,
Stat;st;gﬁL,Dgta arnid Reports

!

Collect, prepare, and deter=- .  pypes of statistical reports,
mine basic data for statis- | statistical classification
tical reporis, compile monthly - of records, rates most fre-
and ahnual statistical re- L quently computed, methods

ports, takulate data for of processing data.
research, compute percent- ' -
ages and rates. -

Time in hours

Legal Aspects of Medical Records

Handle request for infor- . Property right, privileged
mation, present medical . 7 communication, procedure
record in court. \§x<; for releasing information.,’
’ hospital lien laws.

Time in hours

Interdebart ental Relations

Orient and instruct new pesirable personal qualities
employees, check work of : for successful contacts .
others. o | ; with people, responsibilities

° . of,various;hosPital depart-
Time in hours ' ments. ‘ e

code for employer's use in markinc student's progress

Per formed some operations

Performed some operations , 2
’ _with reasonable proficiency

in area

e, o

Performed most operations 7il Performed most operations
in .ares | ‘ N, satisfactorily

TR




TRAINING PLAN AND PROGRESS-RECORD

for

MEDICAL RECORD TBCHNOLOGY

-

5

ceudent!
-GOPY

"e

JOB TRAINING: What the

Proficiency
Shown

RELATED INFORMATION. What
the torker Shouid Know

Workexr shogld Be ABle Tp Do
: Ba

sic Modlc 1 Records

Check summary sSheet, ad-
mission record, history
record, physical examina-.
tion records, 1aboratory
recoxds, physician s or-
ders,. graph:.c chart, and -
_nurse 's bedside record.

. *

Time in hours

S

Typcs and contont of baszc
records, the origin of

basic records, and typical
errors of omissiocn and com=-

~ mission that may occur. .

Cleck consultation recoxds:.

.anesthesia records:; report
of operation, tissue report,
‘s~ray report, obstetrical

- records; newborn records,

and miscellaneous records.

. Time in hours __

ecmal Med1ca1 Reoords

Rules and regulations per-.
taining to special records,
the contents, types, and
uses of special records.

...~ Medical Texminology

Spell and. pronounce medical
terms correctly, follow: .
directions in medical terms,

and record in medical and EEE;J

surgical terms .-

Tlme in hours

Pili

'Basic stems, prefixes.‘suf-

fixes, singular and Pplural’
noun formations, hononyms,
<ponyms, common disecse
terns, anesthesiology terms

" used in medical records..

Medical Records

File medical xecord, prevent
misfiles, locate misfiles,
file patient name cards,
file physicians' index.

X

Time in hours

Indexing Records
. Methods of cross indexing,

Cross~index diseases and
operations, index di-
seases and operations,
group index records.

X

Time in hours

Types of numbering systems,
filing systems, files,
rules for phonetic filing,
cross~index filing.

grouping by master code
topography, or internatio,na’f.
statistical classrflcation
number .




StatiStiCal Data and Renbrﬁsv

Tvpes OF statistical reports,

Collect, prepare, and deter-
‘statistical classification

mine basic data for statis-

tical reports, compile monthly of records, rates most fre-
and 2nnual statistical re- R . guenily computed, methods
worts, tabulate data for ' of processing data.

research, compute percent-
ages and rates.

Time in hours

Legal Aspects of Medical Records

Handle request for infor- ‘ Property right, privileged

mation., present medical . 7 communication, procedure

record in court. \>%/ for releasing information,'
VAN hospital lien laws.

Time in hours

Intérde artmental Relations

Orient and instruct new Desirable personal qualities
employees, check work of N~ for successful contacts
othets. with people, responsibilities
of various hospital depart-
Time in hours meats. . S :

Code for employer's use in marking student's progress
Per formed some operations § :
in area |

Performed some operations :
with reasonable proficiency |

Per formed most operations

" Performed most operations
satisfactorily

in area

R e




TRAINING PLAN AND. BROGRESS RECORD

for

MEDICAL RECORD TECHNOLOGY

JOB TRAINING: What the"_
Worker Shoqld Be ABle To Do Shown

Proficiency « RELATED INFORMATION. what

Ehe Yorke Should

.

Basic Medical Records

Check summary sheet, ad-
mission record, history
record, Physical examina-
tion records, laborato:y
records, physician s or~
ders, graphlc chart, and
nuxse 's bedsiae reccrd.

Time in hours-

Check consultation recordso

'anesthesia récords,;  report
. of ‘operation; tissue report,
x~ray report,- ohstetriecal '
records, newhorn records.

and miscellaneous records.

Timwe in hours L

' Types and content of basic

recoxds, the origin of
basic reccrds, and typical
erroys of omission and com-

‘mission that may occur.

S e 1a1 Medlcal Reﬂords

: Rules and rec—lations per-

taining to special records,
the contents, types., and
uses of special records.

© Medical Terminology .

Spell and pronocunce: medical .
termS“correctly; follow
directions in medical terms,
and record in medical and
surgical-terms.

Time in hours

R
S |

Basic stems, prefixes. suf-
fixes, 51ngu1ar and plural
noun formations, homonyms,
eponyms, common disease
terms, anesthesiology terms
vsed in medical records .

Filing Medical kecords

File medical record, prevent
misfiles, locate misfiles,
file patient name cards,
file physicians' index.

X

Time in hours

Types of numbering systems,
filing systems, files,
rules for phonetic filing,
cross-index filing.

Indexing Records

Cross~index diseases and .
operations, index di- N P
seases and operationd,

group index records.

Time in hours

ERIC
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Methods of cross indexing,
grouping by master code,
topography, or internationa
statistical classification
number 'y




Statistieal Data and Reports
Collect, prepare, and deter- - - A Types oL statistical reports,
.mine basic.data for statis-. . statistical,classification
tieal reports, compile monthly Co of records, rates most fre-
and annual statistical re- = —  quently computed, ‘methods
ports, tabulate data for of processing data. =
research, compute percent- . S

ages and rates.

Time in hours.

S i
. -

Legal As ects of Medical Recox s~, 

Handle request for infor- ' : Pr@perty=:ightf;privileged

mation, present medical . A communication, procedure

record in court. \§y<; for releasing information,"’
s hospital lien laws.

Time in hours

Interde artméntalfReiéEions

. Orient and instruct new pesirable personal dqualities
amployees, check work of" for successful .contacts
ovhers. - o : with people, responsibilities

of various hospital depart-

Time in hours ments..

code for employer's use in marking. student's progress

Per formed some operations -

' Performed some operations
| ' with reasonable proficiency {7

in area

Per formed most operations

per formed most operations
satisfactorily

in area




