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BROOKHAVEN NATIONAL LABORATORY 

M E M O R A N D U M  

DATE: 1 1 / 3 / 7 2  

TO: Members o f  t h e  cal  Record Committee 

F R O M :  W. A. F i n n  

SUBJECT: JCAH JdsGital Survey Q u e s t i o n n a i r e  

At tached  are  t h e  9 pages of  t h e  H o s p i t a l  Survey Q u e s t i o n n a i r e  P a r t  I 
(JCAH) p e r t a i n i n g  t o  t h e  Medical Record S e c t i o n  and showing t h e  r e p l i e s  
t o  e a c h  q u e s t i o n  as forwarded l a s t  June t o  t h e  JCAH as t h e  r e q u i r e d  
p r e l i m i n a r y  t o  t h e i r  v i s i t .  

Should you d e s i r e  more d e t a i l e d  i n f o r m a t i o n  p r i o r  t o  t h e  n e x t  Medical  
Record Committee meet ing a t  which t h e s e  answers  w i l l  be  d i s c u s s e d ,  
please c a l l  m e  on E x t e n s i o n  3630. 
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/ C L  i/iUc?----Jja/ 
JOINT COMMISSION ON ACCREDITATION OF HOSPITALS 

MEDICAL RECORD SERVICES 
- 

The hospital shall maintain such facilities and services as are adequate to provide medical records 
that are accurately documented, readily accessible and easily used for retrieving and compiling 
information. 

r PRINCIPLE i 

An adequatu medical record shall be malntalned for every person admltted as an inpatient, out. 
pationt or cmargency pationt, 

. 

1. REQUIREMENTS AND PURPOSES . 
t 

r STANDARD I 

1 I 

1. A mcdicnl rccord is  maintained for every: 
(Mark tlic box El of oach applicable term,) 

a. In pat icn t ........................................................................................... .,.. ......... 
b. Outpationt (organizod OPD clinics) .................................................. :.... ......... 
c. Emcrcancy pationt not admitted .................................................................... 

2. Aro mcdicsl record entries dated? ........................................................................ 
1. Routinely. 
2. Occa siona I ly. 
3. Never. 2 

3. Are entries in the medical record authenticated by means of signature, initials, 
stamp of signature or computer key? .................................................................. 
1. Routinely. 
2. Occasionally. 
3. Seldom. 
4. Never. 

4. Has the medical staff approved a list of symbols and abbreviations for use in 
medical records ................................................................................................. 
1. Yes. 
2. No, but such a list i s  being "prepared. 
,3. No, symbols and abbreviations are not used. 

/ * #  4. No. 

4. I/] 
Ll.4 

5. If a list of approved symbols and abbreviations is maintained it Is: 
(Mark the box El of each applicable term or statement.) 

b. In patient car0 areas ...................................................................................... 
c. In thc medical record department .................................................................... 

a. A part of tho medical record ......................................................... ; ................ 

d. The hospital does not need such a llst ................................... i..... .................. , .  

.... 

6. Is the final diagnosis recorded in full, without the use of symbols or abbreviations? 

3 LT, - v. 

;. 
Ll.@ 

1. Routinely. 
2. Occa s iona I ly, 
3. Soldom. 

'. . 4. Novor. 
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* i  

. .  

7. Whrn n Iraticnt i s  transforred to anothor medical facility, approprlate rnedlcal, 
nursine and social information 1s transferred to the site of contlnued care: ........ 
1. Routincly. 
2. Occasionally. 
3. Scldom. 
4. Never. 

8. Does the hospital use a standard procedure for the transfer of rnedlcal record 
information to other health care facilities? ........................................................... 
1. Yes. 
2. Such a procedure is being developed. 
3. No. 

9. Indicate the methods used for transfer of medical record hfomtatlon to wthsr 
health care facllltles: (Mark the box 
a. Abstract of record prepared by medical records personnel ............................ 
b. Clinical resumo prepared by the responsible physician .................................. 
c. Copy of all or of part of medical record ........................................................ 
d. Approved transfer form ................................................................................. 
e. Othor (spoclfy) 

bf each appllcable term or statement.) 

10. Madical rccords aro used In: (Mark the box 8 of each appllcableterrn.) 

Rctrospcctive study and medical care evaluation .......................................... 
b. Education .................................................................................................... ., 
c. Rosoarch .................................................................................................... 

a. 

. 11. Commonts by Rospondont. 

Us0 this space to clarify any of the quostions In this portion of thg questlannalre. 
When doing so, refer to  the question by number. 

3 8. 
1.13 

k.1.9f5) 

., a. 0 
' b. p\ 

d. @, 
e. 0 

=. ,4 

I).  BASIC CONTENT 

STANDARD 

The medical record shall contain sufficient information to identify the patient Cleady, t0 justify 
the diagnosis and treatment and to document the results accurately. 

---- - 
, . .  ' 1, Tho complctcd mcdical record of each'inpatlent contains. the followlng: ,' 

N 
(Mark the box IZI of each applicable term or statement.) 

a. Identification data and consent forms. 1.2.1.1(9 

1. Patient's name ................................................................. : ...................... 
2. Patient's address 
3. Patient's age 
4. Next of kin ........................................................................... : ................ 
5 .  

1. Ef 
.......................................... ......................................... 

3. 2. 8 
:: 8 

.......................................................................................... 
: . .  

Appropriate authorizations and consents .................................................. 
b. History. * K.2.1.26) 

1. Chief complaint ......................................................................................... 
2. 2- ,q 
3. Inventory of systems 3. @ 

Details of present illness .................................... ; ................................... 
................................................................................ 

4. Medical history . ................................................................... . .............,....i . . 4 4  
5. Social history .................................................................. ;.. ..................... 5 4  
6. Family history ........................................................................................ 6 . P -  
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C. Roport of physical examination. 

1. Rclcvant findings from assessment of all systems .................................... 
d. Diagnostic and therapeutic orders. 

1. Ordcrs written by authorized house officers and by individuals granted 
c I in ica I privi lcgos , , . . , , , 

.. 2. Authcnticatcd transcriptions of verbal orders .......................................... 

1. Progress notes. ........................................................................................ 
2. Consultation reports . . . . . . . . . . .  ................................................................ 
3.- Nurses' notcs .......................................................................................... 
4. Entries made by allied health personllec .................................................. 

,/ f, Reports of actions and findings, where applicable, 

1. P3lliolscy and cllnlcsl laboratory reports .................................................. 
i 2. Radiologic cxamination rcports ........................................................... 

3. Other diagnostic procedures ....................................... .............................. 
4. Thcrapcutic procedures ........................... .......................................... 
5. Prcopcrativa diagnosis authenticated by surgeon ..................................... 
6. Opcriitivo roport, containing 

;I. I l l l l  I I  llf!!a .................................................................... 
1). Iht:ii:i 11)Iiotl . ., 1 I I I I I I I d  I , *  * , a .  , 1 1 1  I,. I I . , , .  

c. 17oport of tissuo romovod or altorod ................ .............. ;. ................ 
d. Postopcrativa diagnosis ., ........................................... 

................ ............................................ 

e. Obscrvations. 

, /  

I 

\ 
tocliid~liin t ~ f i ~ d  . . . . . . . . . . . . . . . . .  

e. Report on patient's condition at  conclusion of procedum .................... 
a. Prenatal report ......................................................................... 
b. Report of delivery ............ ...................................................... ;4 .... 
c. Postnatal report ................................................................................ i d  

Provisional diagnosis at time of admission ........................ ..................... 
2. Final diagnosis ......... .................................................................... 

b. Significant findings (examinations and reports) .................................. 
c. Treatment received in the hosqital ...................................................... 

Patient's condition on discharge .......................................................... 

7. Obstetrical report, including 

'4 

g. Conclusion. ) 

1. 

. 3. Clinical resume, including 
a. Reason for patient's admission .............................................................. 

d. 
e .  Plans for future care .......................................................................... 

4 Necropsy protocol ..................................................................................... 

2,. Are verbal orders so identified In the medical record? ........................................ 
/ 1. Yes. 

/ 2. No. 
3. Verbal orders are not accepted. 

3. Does the entry for a verbal order show the date on which the entry was authen- 
ticated by the responsible practitioner? .................................. ;. .......................... 
1. Routinely. 
2. Occasionally. 
3 Seldom or never. 
4. Verbal orders are not accepted. 

K.2.1.4(2) 

1. d 
2. 3 

K.2.1244) 

1. 'd 
2. El 

4. d 
1 ~ 2 . 1 . 6 ~ )  

2. d 
3. p 

3. '0' 

1, g' 

4. 
5. 0 

n. TJ 
h, I:! 
c. 0 
d. 0 
e. U 

a. 0' 
b. 0 
c. 0 

R.Z.I .~(B) 

1. d 
2. 'a 
a. d 
b. d 
c. d 
d. 
e. a 
4. 'a 
2-h 

L 2 2  

3- LA 
R2.a 

........................................................................................................ . I  ... 
' 4. Are reports of diagnostic procedures performed by a source outside the hospital 

acceptable? 

1. Yes, i f  the source is apprdved by the medical staff. 
2. Yes,'from any source. 

112.1 

1 8 0.9 3 2 
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I .  

I .  , .  
,’ I 

I. 

I 
! . .  

5. Aro disclinrco diagnoses recordod in the terminology of a rscognlzed system of 
discnsc nomcnclature? ....................................................................................... 
1. Roulincly. ., 
2. Occasionally. 
3. Never, 

6. Does the provisional anatomic diagnosis following necropsy become part of the 

1. Routinely. 
2. Occasionally. 
3. Never. 

7. Does the complete necropsy protocol become part of the medical record within 
3 months? ................................................................ ................................... 
1, Routinoly. 
2. Occasionally. 
3. Nover. I 

medical record within 72 hours? ..... ; ............................................................. 1 ..... 

# 

5. I A 
K1.5  

6. & . 
K.2.4 

7. & 
R.2.7 

8. Is a copy of tho clinical resume sent, with the patient’s written consent, to any 
known practitionor or agoncy who will be responsible for the patlent’s future 
modicnl carol 

2. Yos, upon raquost of the practitioner or agency. 
3. No. 

............................................................................................... 8. I I I  
1. Yosl routinoly. n2.8 

9, Is rcsponsibility for regular analysis of medical records as documents vested in. 
a medical staff committee? ................................................................................... 
1. Yes. 
2. No. 

9. 
K.2.B 

4 

IF YOUR ANSWER TO QUESTION 9 WAS NO, PROCEED TO TITLE 111, 
CHARACTERISTICS OF ACCEPTABLE RECORDS. 

10. The committee responsible for the adequacy of medical records includes: 
(Mark the box El of each applicable term.) K.2.10(4) . ,  

, a. Medical staff members .................................................................................. 
b. Medical record librarizn ............................................................ ~ ................... 
c. Nursing services ................................... 
d. Others (specify) 

’ 11. The medical records committee performs the following tasks: 
I . . (Mark the box El of each applicable statement.) 

a .  

I ,  . . .  a. Reviews and approves medical record forms .... 
‘ I  

b. Develops and reviews policies covering the recording of information in the 
medical record ................................................................... : .......................... 

c. Ensures proper storage, filing; indexing and availability of all records ............ 
d. Reviews entries for acceptability of terminology ............................................. 
e. Reviews recording of diagnoses with reference to identification of site and 

etiology .................... ........................................ 
1. Reviews content of medical records with reference to  adequacy of recorded 

information for effective medical care evaluation ............................................ 
g. Scans current inpatient records for compllance with existing medical staff 

I rules ~.;,~..,.i , 
! 
I 

\ !  2. Occasionally. a .  . . . . .  

i 
, (  

i .’/ . 

I 

\ ! \.’\ ’ . .  
I 

. ,  .............................................................................................. .... . 

12. The committee reviews and evaluates emergency department records :. I ................... 
1. Routinely. 

1 1 b q 3 3 ,3 .  Saldom or novor. 
. ’4, Tho hospital has no emorgoncy dopartmont. 
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d. kf 

M.Z. 11 (7) 

a. ,g 
b. d 

d. ‘X? 
c- Q 

e. i$ 
f; 



! 
! 

I 

13. Tho commillcc roviows and ovaluatos outpatient records from the hospital'e . .  

..................................................................... orsallizcd oulpationt department 13. 
1. Routinely. 
2. Occasionally. 
3. Seldom or never. 
4. The hospital has no organized outpatient department. 

. k.2.11 

. .  

i' 
14. Indicate the approximate number of completed medical records reviewed each 

month by the committee: .................................................................................... 14. I r / r  .... 
lI1.14 - 

15. Comments by Respondent. 

Use this space to  clarify any of the questions in this portion of the questionnair'e. 
When doing so, refer to the question by number. 

111. CHARACTERISTICS OF ACCEPTABLE RECORDS 

STANDARD 
Medical records shall be confidential, cutrent and accurate. 

1, Are there written policies and procedures governing the release of medical 
record Information? .................................................. 
1. Yos. a.a.1 

2. No. ! 

\ 

.......................................... 1. 1/1 
L 

2. Mcdical record information is released upon: 
(Mark  the box El of each applicable term or statement.) 

a. Written consent clf the patient 
K.3.2(3) 

........................................................................ a. ~ 

c. Other (specify) c. 0 
................................................................................ b. Receipt of a court order b* q . 

3. The patient's history and report of the physical examinatlon are routinely made 

1. Within 24 hours after admission. 
2. Within 48 houi's after admission. 

part of the modical record: ............. .................................... ;.....,... .............. ....,., 
K.3.3' .. . .  

' .3. Other (specify) 
I ,  

A 4. A signed operative report becomes a part of the medical record within 24 hours 
after the operation: 

1. Routinely. 
2. Occasionally. 
3. Seldom. 

............................................................................................ 4. u 
L3.4 

. .  
,. - 5. 'Indicato the approximate number of current inpatient records reviewed each . O  

month by the medical records committee: .......................................................... 8. 1 GI/ I --'I 
. .  k3 .5  

. 

6. Are records of discharged patients completed within 16 days following dlrchsrge? 

1. Routinoly. 
2. Somotimos. .. 
3. Soldom. 
4. Novor. 

6. //J 
L3.6 

1 I 8 8 9 3 14 
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................................ 7. Is i~ l ist  or file of incomplote modkal records malntained?' 7. 
K.1.7 1. YOS. 

Tho medical record department shall be adequately directed, staffed and,equipped to facilitate the 
accurate processing, checking, indexing and filing of al l  medical records. 

2. No. 

8.' Indicate the number of medical records which are presently Incomplete: ........ 8, ~ J I  01 / I  01 -- 
, 1.1.8 \ 

,/ 

9. Describe briefly the chief reasons records are incomplete: 

I - 
10. Tho parts of the medical record that are the primary responsibility of the medical 

practitioner are authenticated by him when these ara entered by member8 of the 
IIOUSO staff I ,  10. ........................................................................................................ 

8 
1. Routinoly. 11.1.10 

2. Sometimes, 
3. Soldom. 
4. Novor. 

11. Comments by Respondent. 

Usa this space t o  clarify any of the questions in this portion of the questionnaire. 
Whon doing so, rofor to tho quostion by number, \ 

/ 

I / -  4:) : ; ( ) f , ] f  / d /  s ' t y f ' 6 ' t  Ct' 

/c, h a  iq4*4/+ L O , l $ . r  iL// ' 
9 

b 

IV. ORGANIZATION, STAFFING AND FACILITIES 

1. The Chief Medical Record Librarian is ................................... ; ........... ............_... 
1. A registered record librarian. 

. e  

K.4.1 

,., 2. An accredited record technician. 
/, 3. Neither of the above. 

2. The services of a registered record librarian a m  available .................................... 
K4.2 

1. Full time. 
2. Part time. 

' 3. As a consultant. 
' 4. Such services are not available. 

' 

3. lndlcato the number of'houra 1 i  the usual work week of a full t ime employee In 
your dopartment ................................................................................................ 

' I. 35. 
2. 37%. . .  

,- - 
1.- 

3. 
L4.3 

3. 40. 
4, Other (specify) 1 I 8 6 

' 
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4. Plonso glvo tho following information for Mcdical Record Servicas personnel 
prosantiy omployod. 

Personnel 

No. of Ne. of Tetrl Hr% D i r  Wnet  
Full Tlmr Part Tlmr W a k e d  by Perf T I N  
Emplovem Ernplovoc Poilllon K.4.4.1(11) 2*:%;) U.4.4.311) 

- 

P, 

i . .  

a. Chief Medical Record Librarlan 
b. Other supervisory personnel 

1. RRL .................................... 
2. ART ................................... 
3. Other ................................ 

c. Medical secretaries .................. 
d. Medical stenographers 

I or transcriptionists ................. 
o. Coding personnel .................... 
f. Dischnrgo analysis clerks ........ 
g. Abstractors for insurance 

(clerks) ............................... 
h. Messengers ........................... 
1. Al l  other personnel .................. 

.In I / I 

~ 

1. Total, all categories ................ 

5. Indicate the number of hours per day the medical record department Is open 
and staffed. 
a. Monday through Friday ... ...................................................................... .:.. .* ................................................................................................ 
c. Sunday ...................... .................................................................. 
d. Holidays ........................................................................................................ 

, 6. Medical record service personnel provide transcription service for: 
(Mark the box El of each applicable term.) 
a. Clinical resumes ....... .......................................................................... 

c. Electrocardiogram reports ..... ................................................................ 
................................................................ 

................................................................. 
e. Histories and ph ........................................ 

................................................................ 

................................................................ 
.............................................................................. 

y.,' 1. Radiology report ................................................................ 
j. Other (specify) 

(Mark the box El of each applicabie term or statement.) 
a. Total admissions ....... ....................................................................... 

c. Admissions by service or department ................ ........................................ 
d. Discharges by service or department ............................................................ 
e. Discharges by patient age .. ...................................................................... 
f. Categorization by primary ( cipal) discharge.diagnosis ............................ 
g: Average length of stay ........................................................................ +. .......... 

7. Statistical information maintained includes: 

b. Total discharges ........................ ............................................................. 

h. Average longth of stay by diagnosis ......................... .................................. 
1, Occupancy rate .............................................................................................. 

! 1 8 0 9 3 b j ,  Mortality rate ................................................................................................ 
.................................................................................................. k. Autopsy rate 

I .  Other (speclfy) 

. -  . - . - a - ~ n  

M.4.7(12) 

a. '9 
b. ;SI. 
c. d 
d. ,a. 
e. 0 
1. 0 
g. 'a 
h. 0 
1. 0 
I* 0 
k. 0 
0. 0 

! 



I 

I 

8. lndicato which of tho followin'g indoxcs/rogistrios are maintained by the medical 
rccord scrvico. (Mark the box &I of each applicable term.) 

a. Master patient index .: .............................. 0 0 

.................................... 0 

...... ............................. 0 0 

(maintaincd either individually 
or in combination) 

o 
. o  

b. Discase and operative index 

bi 
c. Physician's index ; h' 

,e. Birth rcgistry ............................................. 0 0 
. 1, Dcath rccistry ........................................... 0 0 0 

g. Tumor registry .......................................... 0 .  n 

. .  

, d. Patient number registry g ' .  J5 

- 
4.. j ' z & , C ( ?  'x M '  0 h. Other (specify) &P!OP 

0 
4 

9. Do mcdical racord services personnel participate in educational programs? ........ 9. pJ 
M.43 

1. Rorltinoly. 
2. Occasionally. .. 
3. Soldom. 
4. Ncvor. 

, 10. Indicate thc type of programs offered, (Mark the box El of each appllcable term.) 

c. Continuing education .' c.0 

, K.4.10(31 

a. Orientation ' a . 0 .  
b. lnservice education b. 0 

.................................................................................................... 
..................................................................................... 

.................................................................................... . 
.I 

I 

11. Comments by Respondent. , I  . 
Use this space to  clarify any of the questions in this portion of the questionnaire. , 

When doing so, refer to  the question by number. 

c 

i 

V. RETRIEVAL SYSTEM 

I ,  STANDARD 

The medical record department shall maintain a system of identification and filing to facilitate the 
prompt location of a patient's medical record. 

L '  . .  
' I  . .  

1. Are the patient's name and identification number mcorded on each sheet . .  Of . .  the 
medical record7 ...................................................................... ; ....... .......! ............ 
1. Yes. 
2. No. 

' ,  z d  
2. Is a master index by patient name maintained? .................................................. . . ,  . .  I 

K.b.2 
. .  
, . ,  

1. Yes. 
2. No. 

3. Is medical record information on inpatients and outpatients (with the possible 
oxception of outatients referred. for diagnostlc tests only) concentrated In li 

1. Yes. 
2. No. 

3. ' 
. , 

..................................... I IUJ single record? ............................................................... ' I  t 1 8 . 0 c i 3 1  
I 



4. liidicnlc IIw system uscd to ldontily modicol records, 
(Mark I l i a  box (5l of cach oppllcnblo torm.) 

5.' 

', 6. 

/ 
I 

i 
" I 

7, 

8. 

'9. 

10. 

3. Unit iiumbcring ............................................................................................ 9. ''d 4 
.............................................................................. : I  

.!  I 
b. Modified unit numbering ,'. b. 0 
c. Othor (specify) c. 0 

' ,  

. .  Is thcro an established method of recording the withdrawal of medical records? . . . . .  5. 
U.S.6. 

1. Yes. I 
2. No. 

Records of emergency 'service patients who are not admitted as inpatients are: 
(Mark the box El of each applicable statement.) 

a. Filcd in tho emorgoncy service area ............................................................. 

the patient ............I ........................................................................................ 
b. Fllod 'It! tho medlcel recerd department wlth eny ether reeetda pertslnlni (0 

c. Filed in the modical record department as a separate yard ........................ 
d. Tho hospital does not provide emergency services . . . . . . . . . . . . . . . . . . . . . . . . I  ............... 
Tho discnso ond oporativo classification used is: 
(Mark I l ia box El of oach applicable term.) 

a. ICDA-8 ............................................................... .......................................... . 
b. H-ICDA ........................................................................................................ . I  

c. Standard Nomcnclature of Disease and Operatlons ........................................ 
d. Olhor (spaci,fy) 

Indicate the approximate number of month8 for which dlresre and operathrt, 
indexing is backlogged. 

1.. 2 months or less. 
2. 3-5 months. 
3. 6-11 months. 
4. 12 months or more. 

t 

How ara Inactive medical 'mcords preserved? .................................................... 
1. In original form. 
2. Microfilmad. 
3. Othar (specify) 

Commonts by Rospondont. 

Us0 this space to clarify any of the questions in  thls portion of the questlonnalm. 
Whan dolng so, refor to the question by number. 

/; " 

G . 

f 

., . 

M.5.4(4) 

a. jd 

b. 0 
c. 0 
d. 0 

K.6.7(4) 

a. @ 
b. 0 
c. 0 
d. 0 

a* u 
M.5.8 

9. L/J 
L8.B 

--- e 

\ 3 8 0 9 3 8  
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