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ERRATA

In the following pages, numbers have usually been typed
in Arabic digits rather than English prose: sometimes, therefore,

1" should be read as "one".
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SUMMARY.

The "explosion" of scientific information in the last
3 decades has revolutionised medical and surgical treatment,
but has, at the same time, increasingly strained the facilities
-0f both medical scientific libraries and medical records
departments. Pgtterns of illness have changed, and the case
papers of individual patients now frequently rel#te to illnesses
which last for many years. Unit files are becoming so bulky that
their contents can neither be easily physically stored nor mentally
assimilated. More patients and more knowledge about their illneéses
result in more clerical work iﬁ wards and clinics, and this in tumm
slows the flow of information throughout the hospital.

In Chapter 1 the present situation is outlined, and it is
suggested that major faults exist in the present system of making
and keeping medical fecords. In Chapter 2 the tefm "operational
research" is explained; application of this technique to problems
of medical records is discussed. It is suggested that altering
work routine may often be the best way of solving specific record
problems, and that the facilities for making and keeping good
medical records are the same as those necessary for good patient
care, A model is described by means of which any hospital Unit
may be surveyed in detail to define faults in the existing record
system,

Two medical and two surgical Units are surveyed in detail



in Chapter 3 to illustrate the application of this model and to
indicate common faults in present-day British hospifals. Some of
these faults are discussed in more detail in Chapter 4, and an
E.C.G. and an X-Ray department are surveyed to illustrate some

of the problems of ancillary departments.

In Chapter 5 the arguments for and against centralising
typing services are considered in detail, together with the question
of how best to organise the non~typing duties of a secretary. It is
concluded that Unit secretaries are too valuable members of clinical
teamg to be satisfaotorily replaced by typing "pools™".

The methods available for transporting documents are
reviewed in Chapter 6 and it is concluded that, because in the
forseeable future "handraulic'" methods (Payne, 1966) will continue
to be used, adequate internal messenger services should be organised
in all large hospitals. Some of the problems in making and handling
laboratory records are considered in Chapter T by reference to a
detailed survey of a radio-isotopes department,

In Chapter 8 the traditional systems of drug prescribing,
administration and stock control in hospital wards are described
and criticised, Two existing new systems are considered in detail:
these involve drastic alteration of work routine and recording, and
it is suggested tﬁat they should, together, be widely adopted.

An attempt'is made in Chépter 9 to answer the classical

guestion "What is meant by a good medical record?'. It is concluded

that, because a record is a means of communication, its efficiency



as such is an index of its quality.

Standardisation of format is discussed at some length in
Chapter 10, both in general terms and in relation to specific
documents, and it is pointed out that many of the problems of
keeping case papers tidy in a unit file depend not on page format
but on the binding mechanism used.

Future trends in administrative organisation and
electronic equipment are reviewed in Chapter 11, and the potentials
of computer-assisted diagnosis briefly discussed. Finally, in
Chapter 12 it is concluded that present working conditions in man&
British hospitals are seriously prejudicing the making and keeping
of good medical records, and that only detailed operational
research can provide the necessary information about what exactly

is at fault and what remedial measures should be taken,
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AUTHOR!'S NOTE

In this thesis T have largely avoided considering the
probiems of the storage and retrieval of medical records, and the
content of discharge letters relating to hospital in-patients,

because I shall write an account of them in a separate work to be

published elsewhere.



"As in the human body structure reflects funciion,
so within a Health Service records reflect organisation and

communications".

(Acheson, 1967)



CHAPTZR ONE

PRESENT PROBLEMS

"Our system of intelligence is adapted admirably to the
short~term Trafalgar-like actions of the era of infective
disease, but is inadequate for the diffuse and protracted
struggle azainst chronic and hereditary disease."

(Acheson, 1967)

"Over the last three centuries the rate of publication
of scientific papers has doubled every fifteen years."

(Laver, 1965)

The Information Explosion

In the thirty.years since the advent of the sulphonamides, medical
knowledge and achievement have far exceeded that gained in the previous five
thousand years. The advances in medical investigations and therapeutics
(see Table 1/1) have been made possible by, and have themselves helped to
create a vast "information explosion" (Alexander, 1946).

Medical librarians throughout the world can barely cope with the
flood of text books, monographs and learned journals, and the indexing of
their contents: this is already well-known. What is not yet widely
appreciated is that, with medical treatment now, at best, making more
cures possible, and, at least, delayinz death, sometimes indefinitely, the
expansion of recorded information relating to this treatment has been

enormous.,



TABLE 1/1

SOME ADVANCES IN MEDICAL TaCHNIQUES IN RaCENT YEARS

CHEMOTHZRAFY ANTI-INFECTIVE e.z. against meningitis
pneumonia
tuberculosis

PSYCHIATRIC e.g. tranquillizers
' anti-depressives
SYNTHETIC e.g. ¢orticosteroids
HORIIONES oral contraceptives
IMMUNISATION e.g. against poliomyelitis
INTRAVENQUS e.g. blood; electrolytes; protein
FLUID THERAPY
AVARSTHTLSTA e.8. deep hypothermia & hypotension

NEW MACHINERY
TECHNIQUES

e.g. renal dialysis; cardiac pacing;
cardio-pulmonary bypass; reglonal perfusion;
stereotactic neurosurgery; arthroplasty;
artificial limbs

TISSUE GRAFTING

e.2. renal; synthetic vascular prosthesis

NEW INVESTIGATIONS

FIBZR~OPTIC fiberoscopy
ELECTRICAL unipolar E.C.GSs.;
vectorcardiograrhy
ULTRASONIC €.g. in intracranial
lateralisation
RADIO WAVE e.g. in intestinal

motility studies

RADIO-ISOTOPE . e.g. in endocrine functicn
' and mineral balance studies,
and orzan scanning




No longer are most illnesses separate self-contained episodes;
more often each episode is simply a chapter in a long story of chronic
or recurrent ill-health. Moreover, the dangers of iatrogenic morbidity
are now such that it behoves an attending physician to become familiax
with all relevant medical information, past as well as present, about his

patient, if he is not to do positive harm rather than good.

Unit Files

Such considerations have led to the adoption in most U.K.
hospiteals of the "unit file" system. One patient has one file in a
given hospital, end in it are housed all his medical records originating
in that hospital (Kurtz, 1943). Enquiry by one department of another
about his past illnesses is avoided, but enquiry is, of course, still
necessary by one hospital of another. Now the idea is spreading of
having a life-long unified personal medical record comprising all relevant
information from the three branches of the National Health Service
(Acheson, 1967). |

This sounds promising until one considers the sheexr bulk of paper
involved. Already, in a unit file system less than fifteen years old,
one enccunters many files which are several inches thick. What, one
wonders, will the situation be like in a few more years' time, and how, on
this basis, could one possibly think in terms of a unit file lasting a

patient's whole life-time, even if relevant to only one hospital ?

" d



The storage space in hospitals is fast running out, and the
difficulty of indexing and retrievimz the records at present is a problem
in itself. The records department must, by its very nature and function,
be locgted somewhere near the centre of a hospital, and the master index
must be at its own centre. The encroaching growth of a master index
within a records department, and of a records department within a hospital
is like that of a malignant neoplasm.

What, too, is the point of keeping such bulky files, when their
contents are so untidy, diverse and often illegible as to make their
assimilation by a clinician well-nigh impossible in any reasonable space

of time ?

The Communications Barrier

There are two reasons for the bulk, Firstly, in the current
records so much is written and kept initially, and secondly, and much more

important, in past records so much is kept permanently. Unit files are’

bulky mainly because so much material is preserved in past records. The

unit file system has defeated its own purpose within a few years, by
presenting records officers on the one hand, and clinicians on the other,
with a voluminous mass of unclassified informgtion, much of which is useless.
We have now reached a "communications barrier", which must, as a matter of

© urgency, be broken through,



The problem, however, does not end there. The communications
barrier applies in other areas of hospital activity. Patients!
investigation results take unduly long to arrive; discharge letters to
general practitioners are sent weeks late; secretaries are too few, and
are overworked, often in conditons which no commercial firm would
tolerate (Ralston, 1967); this makes it hardly surprising that the
general accuracy of typescript leaves much to be desired. The cost in
doctors' and nurses' time spent on clerical procedures has been estimated
at £17 million annually in England and Wales alone. (Acheson, 1967).

Such is the present situation. I suggest that major faults
exist in the system of medical records, and I propose to consider various

aspects of this system, identify the faults and suggest means of correcting

then.



CHAPTER TWO

METHODS OF ENQUIRY

"At present, opinions on many aspects of medical work
are far too often based only on personal expsrience and
subjective Jjudgments even although the techniques of
operational research have now been developed to the point
where quantitative studies could be made."

(Scottish Home & Health Dept., 1967)

Operational Research

This country is now at the start of a new Industrial Revolution.
Competition in business and industry is increasingly severe, and costs,
particularly of labour, are rising steeply, but these factors are offset
by increasing mechanisation and by the use of automation, which is defined
(Payne, 1966) as any machine system in which information is instrumented
partially or completely for decision, adjustment, or control pufposes.

Suitable machinery may necessitate great capital outlay and a
complete review of existing methods and techniques, so we have the growing
application of enquiries into present work processes, under the various
names of operational research, work study, activity analysis, organisation
and methods (0. & M), methods work, systems analysis and design, and network
analysis. Indeed, with the advent of electronic cbmputers, many of these
terms are now being included in the.ooncept of computer sciences

(Institution of Computer Sciences, 1967).



General Principles.

Operational research is, in its sequence of steps, very similar i
medioal practice (see Table 2/1) although one is not accustomed to think :
these terms., The analogy is even closer in that, if the first step is
omitted in each sequence, the fesulting operation is a routine examinatio:
designed to find faults which are not already apparent.

Three main dangers are always dpresent in any operational research
Firstly, personnel in the system being observed may resent the presence o
the observers and may make the research valueless through wilful non-
co~operation, usually being under the impression that the research is
aimed at proving thevsystem is overstaffed, Secondly, observation, by
interfering with the basic work routine, may itself alter the system and
go invalidate observed results, Thirdly, the operational research
persoﬁnel may be so ignorant of the type of system they are observing
that they misinterpret their fiﬁdings.

Until recently the third danger has been minimised by the fact th
systems in business and comnerce could be reduced to a common framewoxrk o
description, so that an observer trained in the general techniques of
operational research could equally well investigate the canteen of a powe:
station and the stock control of a rubber factory. However, this is no
longer true when a system is complex and highly technical as is, for
example, hospital medical prpctice, so there is a new dlite of operationa
research workers appearing, who are known as systems analysts, andwho wox
in close collaboration with personnel employed in the situation under

investigation., Such co-operation between internal personnel and outside



TABLE 2/1

A COMPARISON OF OPRRATIONAL RESEARCH AND MEDICAL PRACTICEH

STEP OPSRATIONAL RESEARCH MEDICAL PRACTICE
1 PROBLEM IDENTIFICATION COMPLAINT
2 ENQUIRY INTO THE HISTORY,
GENERAT, STITUATION PHYSICAL EXAMINATION &

SPECIAL INVESTIGATIONS

3 DIFINITION OF THE DIAGNOSIS
FAULTS IN THE SYSTEM
4 MODIFICATION OF THE TREATMENT

SYSTENM




systems analysts has been found to be essential in the introduction of
automation fechniques employing electronic computers (Payne, 1967).

The popular idea persists of an 0,& M.observer following staff
around, clicking a stop watch on and off. Measurements of activity times
can be made in other more satisfactory ways, one of which, using bar-charts,
I shall describe later. Another less well-known method is that of

activity sampling.

Activity Sampling (Davies, 1965)

This is a technique in which a large number of instantaneous
observations are made over a period of time of a group of machines,
processes or workers. Fach observation records what is happening at that
instant, and the percentaze of observations recorded for a particular
activity or delay is a measure of the percentage of time during which
that activity or delay occurs.

The theoretical basis of activity sampling is statistical
sampling, which is widely used by market research agencies and in4pub1ic
opinion polls. In statistical quality control the quality of a batch can
be inferred by examining in detail the dimensions, finish and other aspects
of a small =2nple, whereas in activity sampling the iime spent in various
activities in a work situation is deduced frcma comparatively small number

of observgtions.

An essential requirement of activity sampling is that the

observations are made entirely at random, and the best way to ensure this



is to number 21l the minutes (or seconds, as the case may be) of the whole
observation period, and to select times by using a table of random numbers,
The next step is to make a small number of observations to determine the

approximate percentage of time taken by the activity in question, and then

to calculate the number of observations necessary to establish the exact
percentage of time by the formula:-
N = 4P (100 - P)

L2

where N is the number of observations required, P is the approximate

percentage cof time taken by the sctivity in question, and L is the
percentage limit of accuracy considered acceptable.

Once N is known, further sufficient observations are made, and
the exact percentage of time (Pl) taken by the activity in question is
determined, The observer can be 957 certain that this figure is

accurate within a rangs of Pl T,

Applications in Hosnitals

Applications of these techniques in the Health Service have so far
been very limited, although critical path progranming, which originated
with the Polaris project (Payne, 19466), is now being used in new hospital
planning by the Western Regionsl Hospital Board (Browm, 1967).

The Nuffield Provincial Hospitals Trust (1962 & 1965) has
pioneered the use of operational research in the c¢linical environment, and

the Ministry of Technology has already (1965 & 1966) made surveys in



te

laboratory and general practice, but a contribution by the Ministry of
Health (1966) has been singularly disappointing. So far no systematic
attempt has been made to review comprehensively the activities of medical,
nursing and secretarial staff within hospital wards and cliniecs, and this
is, at first glance, surprising. On further consideration, there are
three important reasons: (a) laymen cannot properly be permitted to be
present during medical and surgical procedures on any, especially female,
patients; (b) laymen do not understand medicine, anyway; snd (c) very few
nurses and doctors are familiar with or even much interested in the
techniques of operational research.

There is little in the medical literature to suggest methods of
conducting operational research on medical records in use in wards and
clinics, nor is there a useful analogous situation in a non-medical
context, although the unit file system in the Criminal Record Office of
New Scotland Yard presénts similar problems in information storage and
retrieval (Grout, 1967). I have, therefore, had to design my own

survey methcds, which I shall describe shortly.

The Life Cycle of Case Records

Before considering in detail the items which should be msasured,
let us look briefly at the life cycle of hospital medical records. An
information flow-chart has recently been published (Bnglish Electric
Leo-Yarconi Computers, Litd., 1967) to serve as a basis for further research,

but it is too complicated for my present purposes, and the essential steps

can be represented much more simply (Figure 2/1).
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FIGURE 2/1

THE LIFE CYCLE OF HOSPITAL CASE RECORDS
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Three items in this diagram cgll for special comment: nurses'
notes, dismissal note, and "insertions". Nurses' notes are usuall&,
nowadays, made on loose leaf (e.g. "Kardex") pages, and include details
(sometimes the only ones) of drug therapy. They are integrated with the
medical unit file when the patient has left the ward, and, during his stay,
the medical and‘nurses' notes are parallel information systems.

A "dismissal note" is a preliminary communication from the ward
medical staff to the general practitioner when the patient leaves for home.
The note may even be given to the patient to deliver, in which case, of
course, he is tempted to unseal it and read it (Harrington, 1967). The
document is justified by its often containing important information, such
as current drug therapy; unfortunately its very sending tends %o diminish
the urgency of the subsequent detailed "discharge lettexr".

"Insertions" is a term I have used for the various reports,
graphic and otherwise, which are incorporated into a unit file during a
patient's stay in hospital, and which emanate from laboratories, X-Ray
departments and so on.

All the faults in the present system of hospital medical records

can be represented on my flow-chart in terms of (a) record design, content

and speed of transmission, and (b) work routine. It will often be found

that radical alteration of work routine is by far the best way to solve

specific problems and increase efficiency.




The Survey Model

In any medical or surgical Unit in a hospital what items should
be surveyed in order to define faults in the records system ? The list
(Table 2/2) constitutes what became known by my own research group as the
"survey model"”, -and it will be seen that a great deal of the measurement
must still remain qualitative, and, therefore, to some extent, at least,
subjective. |

When one considers in detail the factors affecting the making and
keeping of hospital medical records, one finds one is considering most

aspects of patient care. The facilities necessary for making and keeping

good records are the same as those necessary for good patient care.

There is no typical hospital and no typical hospital Unit, but it
might be possible to make some useful comparisons by conducting a large
number of surveys, based on my model, and scoring the resulis on 80-column

runch cards for computer analysis. The difficulties in such a method are

1o

very great, judging from some of my own findings; on the other hand, these

illustrate important general patterns, and clearly define a number of

specific system faults.
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TABLE 2/2

THE SURVEY MODEL

No. (a) Essentially quantitative [(b) Partially qualitative
1 Name 6f unit:- Geographical factors
Specialty '
2 Work specification:~ Adequacy of premises:-
Bed complement; Space; furniture; lighting;
out-patient clinics; heating; ward hand basins;
teaching; research; diagnostic instruments;
ancillary departments; telephones; staff location
admission routine; devices; case recorc
waiting list for trolleys; X~-Ray viewing
admissions boxes; personal labelling
(patients & staff)
3 Staff establishment:-~ Staff morale
Medical; nursing &
domestic; secretarial;
other relevant
4 In-patients' statistics:-
Patients per year;
duration of stay;
percentage of re-admissions
for same or other conditions;
diagnostic breakdown; death
rate
5 Delivery of previous notes Other aspects of the
from records department - service to the wards and
how easy and how fast, clinics by the records
including weekends and at department
night
6 Volume of case notes:- Document format; quality of

(as lines and pages)

of admission and progress
notes, nurses' notes,
out-patient notes

notes




TABLE 2/2 (Contd.)

No. (a) Bssentially quantitative | (b) Partially qualitative
T Volume of insertions:- Document format; content of
Time before results arrive reports; care in theix
back in ward or clinic mounting in the file
8 Discharge letter:- Transfer procedure
Time to send; authorship;
length (lines & pages);
adequacy as a summary *
Operation notes:-
likewise
9 Time taken to edit the Care in writing
notes
10 Out-patients:- : Clinic organisation;
Waiting list; throughput premises; equipment
per year & per clinic;
length, authorship and
delay in despatech of
clinic letters
11 Secretarial services:- Quality of secretarial work;

Work load (with detailed
breakdown); number of
recording machines

any other factors affecting
secretarial efficiency *

¥ 1 shall say more about these factors later.




CHAPTSER THRER

FOUR UNIT SURVEYS

"Rarely are the views of staff sought, even in matters
where they alone can give the information and advice required.
Likewise, it is not customary to let them know about
rebuilding plans, service aims or other matters of a similar
nature."

(Hals, 1967)

The following survey reports have been revised to exclude
superfluous material, to present some information more briefly in
tabular form, and to ensure, where possible, individual anonymity;
otherwise they remain as they were first written and circularised
to the Units concerned,

Two ordinary Units were chosen, one medical and one surgical,
for direct comparisons; they, in turn, were compared with a
professorial medical and o professorial surgical Unit.

It should be noted that the term "typed lines" is hereafter
applied to and measured as quarto lines of finally corrected text.
Letter heading, salutations, etc., envelope texts, and re-typed items

are not included.
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1, UNIT CONCERIED

Dr, R.L. Richards! Unit of Internal liedicine - Vaxrds
C9 and 10, Vestern Infirmary, Glasgow.

2., LOCATION

On the third floor of the main Infirmary block,
astrids the through corridox.

3. UNIT STAFT

5..  ledical
STATUS HUMBER | OUR DESIGNATION HEREAFTTR
CONSULTANT 3 DRS. AA, A3°, act
SENTICR REGISTRAR 2 IRS. AD, AW
REGISTRAR 1 DR. AR
SENIOR HOUSE OFFICER| 1 DR, AF r
HOUSE PHYSICTIAN 1 DR. AG

1. 9 sessions weekly,
2. 5 sessions weekly,
3, Hon-il.H.S. Attached for postgraduate research,

3.1.1. In addition, there are ususlly 2 "intensive-term"
medicsl students attached to the Unit for each University
10~week term, who do routine clinical clerking.

'
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3'2.1l

302424

3e3.

Mursing and Donestic

The following staff were present during 1 week of the
survey:-

WARD C9 (FEIFALZ) | WARD €10 (FALR)
DAY TIGHTD DAY | IIGET

3!

FOIPL | #T [ET | #T VBT 4 ¥ | P
SISTER 1~ -}~ |2 -1 -] -
STAFF NURSE 1l - - 0= 1= -] -
STUIOR STUDENIT NURSE | 1% | - | 1| &8 |1x | = | 1| 5

JUNIOR STUDEHT NURSE | 3% | - 1} - [3* ) - 1] -

NURSING AUXTILIARY 1 1 - - 1 - - -
1IAID , - 1 - - |1 - -] -
T Full-time * Somewhst variable
FT  Part-time $ On Receiving iiights only

Hours of Work

Daz staff work between 8.00 a,m. and 8.30 p.n. (or, in
fact, 8.45 pem., to allow for an overlap with oncoming night
staff).

Definitions

A Student Murse is training to become a Registered General
Murse £, as opposed to a Pupil iurse, who is training to baconme 2
State Enrolled lurse ¥, (Occasionally Pupil lurses are employed
in the Unit in addition to the persons already mentioned). &
Senior Student lurse is one who has undersone more than li years

cf the 3 years training course.

Secretarial

1 3 [ + . t - l

There is 1 Unit secretary, who works a statutory 37 hour
week, and who is responsible for both in~ and out-patient
material.

£ R.G.. in Scotland: S.2.¥. is the equivalent
qualification in IXngland.

¥ S.E.W.



4.1.

4.2,

4.2.1.

4.3.

4.4.

4., VIORK SPECIFICATION

Bed Complement

37 beds as follows:-

Cne male ward of 18 beds
One female ward of 18 beds
One side-room housing an artificial kidney

Qut-patient Clinics

APPROX. NO,

CLINIC DAY & TIME PHYSICTIANS OF PATTENTS
RENAL MONDAY P.M. DR. AD 14
ANTICOAGULANT TUBSDAY A.M. DR. AF° Variable
GENERAL MEDICAL DR. AA
(new & return WEDNESDAY P.M.| ° 10-
. DR. AE
patients)
GEITERAL MEDICAL DR. AC
(return patients) ‘DR, AF
FRIDAY A.M. | 3o° 4%, 67
DR, . .AE
GENEZRAT, MEDICAL DR. AC 19
(new patients) FRIDAY P.M. DR. AR
DR. AB 12
DR. AE

In addition, Dr. AA runs a Vascular Clinic on Thursday
afternoons in conjunction with certain surgeons, but this is

not directly connected with the Unit.

Teachine Commitmants

Undergraduate and postgraduate.

Special Facilities

An artificial kidney.

service with the Urological Depariment.

It is plannaed tc merge this

&b
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4.5. Admission of In-patients

All patients are admitted on Receiving Days which occur -
evexry fourth day, running through weekends. The day is
specified as 8.00 a.m. to 8.00 a.m., and during this time the
Senior House Officer, Registrar or Senior Registirar remains in
the hospital till midnight routinely.

4.6. Extra Commitments

4.6.1, Bath Street Physiotherapy Clinic

Dr. AC - Monday afternoon
Dr. AF - Wednesday afternoon
Dr. AE - Thursday afternoon

4.6.2, Convalescent patisnts in Knightswood Hospital

Dr. AA
or - Wednesday morning
Dr. AC



5.1,

5e¢lele.

5.1.2.

5e2.

5. ADEQUACY OF PREMISES

Telephone System

There are two systems in the hospital which are not
interconnected: an internal system is operated by dial and an
external system via the switchboard, and it is impossible
to reach an external line from a dialling instrument. In
the Unit corridor there are two external phones and one
internal; in the staff room there is one of each. In the
secretary's room there is an external instrument with an
extension to Dr. Richards' inner office.

This situation operates throughout the hospital and is a

.major source of frustration and waste of time. What is urgently

needed is a completely new telephone system and a PABX 3 or

.PABX 4 would be ideal in this resrect. Such a system provides

instruments with dials where the user may dial an internal number
or an external aumber, the latter either through the operator or
directly as preferred. The instruments also hoast several
switches so that the user may receive and hold an external call
whilst himself making an intermal call on his instrument, and so
that the user may receive a call and himself transfer that call
to another internal number, -

Space
This is insufficient in several respects, viz:-
a) The Unit secretary has no privacy and
is short of table area and cupboard space.
She sits with her back to the light because
of the location of her telephone.

b) Teaching space is inadequate.

¢) There is no special provision for
interviewing patients' relatives.

d) There is insufficient consulting room
for out-patients (within the Unit).

e) There are no patients! day rooms.
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5¢5.

Lighting

This is quite inadequate throughout the hospital and all
fittings should be of fluorescent strip type.

Yard Wash-hand Basins

At present there is only one wash-hand basin in each
ward for the use of medical staff. This is quite inadequate
by any reasonable standard and the number should be at least
four or five in each ward.

Patient labelling

No system exists at present, but there are strong
grounds for advocating the use of plastic wristlet bands
inscribed with each patient's name and hospital number, and,
in addition, for mounting above each bed the patient's name
on a card label, This latter practice is carried out in
some Units of this hospital at present.

X~Ray Viewinz Boxes

One single box in each ward. We feel that there
should be a double box in each ward, and a double box in
the staff room.

& d
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6. IN-PATIENTS' STATISTICS

to to to to

4/66 14/65 |4/64 |4/63

BED ESTABLISHMENT #* 36 26 36 36

ADMISSTIONS 954 | 977 |1053 989

INTER-WARD TRANSFERS (IN) 82 84 117 | 148

DISCHARGES 766 | 775 | 904 | 844

- INTER-WARD TRANSFERS (0UT) 145 158 133 150

DEATHS 129 | 136 | 129 | 142
AVERAGE LENGTH OF STAY (DAYS) 11.0 | 11.2 } 10.7 | 10.7 |

* IBExcluding the artificial kidney bed.



7-1.

T2

T. PREVIOUS RECORDS

In a sample of 50 case sheets relating to patients
sequentially discharged recently from this Unit, 20 had
previous Western Infirmary in-patient notes and, of these,
15 had notes relating to the same illness and 7 relating
to another illness. The maximum number of previous
in~patient episodes for any one patient was 5. There
were, in all, 29 previous in-patient episodes for the same
illness and 10 for other illnesses.

In the same sample of 50 case sheets the diagnostic
breakdown, based on the present illness, was as follows:-

ALL MALIGNANT NEOPLASMS* 3
CARDIOVASCULAR DISEASE 25
PULMONARY DISEASE 2

PEPTIC ULCER

DRUG JINTOXICATION
(including alcohol
& carbon monoxide)

RENAL DISEASE
DIABETES MELLITUS
BLOOD DYSCRASIAS
MISCELLANEOUS

-3

ERN

8 of these 50 patients died.

*  All the following figures, except those for blood
dyscrasias, are exclusive of malignant neoplasms.
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8. PRESENT CASE SHEET

8.1, Volume of Notes

A breakdown of the same sample of 50 case sheets,
in terms of lines/pages, showed:-

ADMISSION NOTZES PROGRESS NOTES NURSES' NOTES

AV, PER  |oenoen |AV. PER|onoo o [AV. PER

e 2 S
| CASE SHEET CASE SHEET casg sHgnt |ATHEE

L 76 157-14 20 233-0 37 222-3%

3 6~1 1 10-0 3% 13-1

8.2, Quality of Notes

These notes seemed to be remarkably good and comprehensive.

8.3. Volume of Insertions

In the same sample of 50 case sheets the following
insertions were present:-

AVERAGE PER
DOCUMENT GASE SHERT EXTREMES
B.P. CHARTS 0.8 5 to nil
E.C.G. KEPOITS 1.1 6 to "
X~RAY REPORTS 1.0 Z to "
PATHOLOGY REPORTS 0.6 1 to "
BACTSRIOLOGY REPORTS 0.8 5 to "
BIOCHEMISTRY AEPORTS 2.2 10 to "
HAEMATOLOGY R3r02TS £ 2.4 .13 to "
FLUID BALANCE CHARTS 1.8 14 to "
T.P.R. CHAXTS 1,1 7 to "
AVERAGE LENGTH OF
STAY 12.3 days £ A7 to 1
%¥  "Kardex" size (10" x 8") - / See para §

¢ It should be noted that E.S.Rs. are estimated in the wards



8.4.

8.5.

8.5.1,

8.5.2.

el

Document Format

We are reserving comment on this subject meantime.

Care in HEditing

This is fairly bad and to some extent inevitable in a hospital
where there are so many page designs avallable for use in a case
sheet. One reason is everyone's lack of {time to take trouble
over this apparently unimportant task, tut the method of binding
is also to blame, In particular we wounld criticise the
method of processing E.C.G. documents*,

The average time taken to properly edit a case sheet,in a
random sample of 12 newly returned to file, was 3 minutes,
30 seconds.

*  See "Organisation of the E.C.G. Services of the Western
Infirmary": M.R.R.G. Report No. 1.



9.1.

9.2-

9e¢3a

9, TINE TAKEN 70 COLMPLETE INVESTIGATIONS

We carried out a short survey to assess the time interval
between a request being sent from the ward for a particulax
laboratory investigation, ¥X~Ray examination, or E.C.G., and
the arrival back of the written report. In general, these
time intervals were small and acceptable.

However, there was a delay of several weeks in obtaining
barium meals, cholecystogrems and I.V.Ps. for both in-patients

‘and out-patients, particularly the latter.

Undue delays also occurred in the arrival of E.C.G.
reports, which we have commented on elsewhere,¥

¥ "Organisation of the E.C.G. Services of the
Western Infirmary'"s:s I[i.R.R.G. Report lNo. 1.



10.1.

10.1.1.

10.2

10. DISCHARGE OF PATIENTS

Discharge Letters

From the same sample of 50 case sheets, we measured the
length of the discharge letter and the time interval between
the patient's discharge from the ward and the date on the
letter heading. These were as follows:-

pocrog | N0+ OF  |AV. NO. OF EXTREMES {AV. TIME |EXTREMES
LETTERS |LINES IN EACH|IN LINES|INTERVAL {IN DAYS
PER LETTER
(DAYS) :
AA 9 27 .1 43 to 13 6.7 14 to 2
AB 4 8.3 12 to 5 6.0 7 to0 5
AC 7 26.7 64 to T 1.9 6 to ~2%
AD 5 16.8 26 to 11 7.6 11 to 6
AE | 13 19.1 38 to 3 8.7 18 0 5
AT 11 20.9 43 409 | 7.2 13 to 2
AH 1 9.0 - 32,0 -
TOTAL | 50 20.5 64 to 3 5,2 33 o —2%

We strongly recommend that every discharge letter to a
general practitioner be posted before the patient leaves the
ward. A follow-up letter would, of course,be necessary in many
instances, when further investigation reports came to hand, or
when some unforesecen happening delayed the patient's discharge
at the last moment.

Transfer Procedure

Yhen a patient in the Western Infirmary is to be transferred;
either to another ward or another hospital, the House Physician
must personally enter the request for porters, etc., in a register
in the Infirmary admission hall, before the patient will be moved.
We feel that this requirement is ridiculous and should cease
forthwith,

* Buch a letter was sent 2 days before the patient was

Ad anharend.



11.1.

11.2

11.2.1,

11.2.2.

1l. OUT-PATIENTS

Yearly Throughput

to to to to

4/66 | 4/65 | 4/64 | 4/63

TOTAL OUT-PATIENTS/YEAR 480% | 4952 | 4602 | 4682
NEW PATIENTS 1542 | 1630 |. 1490 | 1201
| RETURN PATIENTS 3261 | 3322 | 3112 | 3481

Waiting Lists

The waiting list for new out-patient appointments is

approximately 1 week,

A patient for non-emergency care is admitted to the
wards in 1 to 2 weeks. The Ward Sisters keep the waiting

lists.

o ¢



12.1,

12.2.

12.3.

12, OQUT-PATIENT CLINIC FACILITIES

Premiges

These are inadequate, uncomfortable and cramped. There
are no proper facilities for dealing with patients on wheel
chairs or trolleys.

Avenue of Approach for New Patients

Each new patient reports at the window of the appointments
office and is directed to sit in a particular batch of coloured
chairs in the central hall. The nurse from the Clinic collects
the appropriate case notes from the appointments ofiice window,
seeks out each relevant patient, takes him into the Clinic and
weighs him, She tests his urine sample for routine chemistry
and puts the case notes, plus his weight and urinalysis results,
on the table for the physician's attention in the Clinic.
Meanwhile the patient has been directed to sit in a small
corridor adjacent to the Clinic rooms and he waits there to be
called.,

Comments

Apart from the lack of room generally, the followinz points
are relevant:-

a) The lighting is very poor at the weighing machine.

b) There are no alarm bells to ensure E.S.Rs. being
read at the right time.

¢) There may be delays in referring a patient to the
X-Ray and the E.C.G. Departments because these have
closed at lunch-time or in the latter part of the
afternoon,

d) A nurse has to rhone in each instance for an ambulance
and porters for a patient, and much time would be saved

if some push-button signalling apparatus were installed.

e) Again the lack of a messenger service is very
relevant, especially as regards delivery of request
cards to the Physiotherapy Department.

£)/

A



12,3, Comments (contd,)

£)

g)

h)

There are too few telephones in the Clinic area,

Sound proofing in the consulting and examination
rooms is practically non-existent,

There are no facilities for patients to hang up
their clothes when undressing.

[ IRV



13,2,

13.2.1.

13.2.2.

13, THE UNIT SECRETARY

a) Typing in- and out-patient letters.
b) Completing diagnostic index cards.
¢) Filing laboratory, etc., reports.
d) Answering telephone calls.

e) Making stationery requests.

f) Arranging appointments for patients, by liaison
with the Records Department.

g) Dealing with waiting list correspondence.

h) Miscellaneous duties at certain Out-Patient
Clinics.

i) Collection, preparation and distribution of
staff mail,

Work Load

This fluctuates greatly from week to week. It is the
usual practice at present to hold back out-patient case notes
until all reports relating to a patient's consultation are
available and then send 1 composite letter. We suspect that
many more immediate letters would be dictated as interim reports
were the present secretary not likely to be overwhelmed by the
increased volume of typing work.

The typing load was assessed by 2 sample week analyses,
as followsi- '

&



FIRST WEEK (13,0 TYPING HOURS)

IN-PATIENTS OUP-PATIENTS OTHER LETTERS
AV, } AV. AV,
DOCTOR LINES LITES LINES
LET- PER LET~ | PER LET- PER
LINES TERS | LETTER|LINES | TERS [IEBTTER” | LINES | TERS LETTER
AB - - - - - - - - -
AC - - -~ |188 19 9.9 - - -
AB - - - 23 1 23.0 - - -
AR 101 7 14.4 [126 T 18,0 8 1 8.0
AD - - - 34 5 6.8 6 1 6.0
AH 26 2 13.0 {171 27 6.3 - - -
TOTAL (148 10 14.8 [557 60 9.3 83 4 20.8

Overzall total

]

788 lines in 74 letters

10.6 lines in each (average)



SECOND WERC (22.0 TYPING HOURS)

.
1

[ S 4

IN-PATIENTS OUP-PATTENTS OTHER LETTVRS
AV. AV, AV,
DOCTOR LINES LINES LINES
© | LED- PER IBET- | PER LET- PER
LINES |TERS |LETTER |LINES | TERS | LETTER | LINES|TERS | LETTER
AA - - - 11 1 11.0 66 16.5
AB - - - 137 1% 10.5 3 1 3.0
AC - - - 292 31 9.4 29 5 5.8
ABE 17 1 17.0 | 268 33 8.1 141 1 14.0
AF A8 3 16.0 65 5 13,0 6 1 6.0
AD 124 4 31.0 16 2 8.0 - - -
AH - - - - - - - - -
AJ% - - - | 256 | 14| 18.3 - - -
TOTAL 189 8 23,6 (1045 99 10.6 118 | 12 9.8
Overall total = 1352 lines in 119 letters

11.4 lines in each (average)

* Dr, AJ.: Non-N.H.S. Senior Registrar - postgraduate
research scholar.

£ All "immediate letters" - see para. 13.2.1.



13.3 Recording Equipment

the - physicians

There are 2 tape recorders in the Unit.
for dictation, the other by the secretary for

transcription.

15.4. The Secretary's Day

In one day, selected purely at random, the Unit secretary

was occupied as follows:-

1l is used by

ACTIVITY DURATION
Hrs, Mins.,
1. Typing 3 27
2., Shorthand dictation - 22
3. Visiting other departments to
fetch and deliver various - 35
documents
4. Telephone calls (in and out) - 41
5. Other routine tasks, such as _ 36
tracing various documents
6. Miscellaneous, including one
tea-break of 15 minutes and 1 49
various interruptions
TOTAL 7 30

15 04 L. Comment

high.

On this day, typing occupled 46% of the total time, and the
time spent on telephoning and messenger duties was significantly
The high figure for miscellaneous items underlines the

need for an audio-typist to be protected from routine interruptions.



15.5.

13.5.1.

13.5.2.

13.6,

Comment on Secretarial Duties in General

It is already apparent that secretarial services in this
Unit are saturated, and that additional staff for this purpose
is necesgary. We tentatively suggest at this stage that the
total staff required is 2 instead of 1, but the work load could
also be lightened by the provision of more wide-spread tape
recording facilities, especially in the Out-Patient Department,
and by 1 of the 2 girls typing in a separate office in the Unit,
geographically isolated from casual interruptions.

There are many advocates of centralising all typing work
in a pool, but this presupposes an adequate messenger service
for the transport of case notes and completed letters, and almost
certainly necessitates a multi-channel input system through the
hospital telephones. Such a scheme, moreover, ignores the fact
that a great many of the Unit secretary's duties are concerned
with matters other than {typing, and that should she be withdrawn
from the Unit at the same time as a central typing pool were
instituted, her non-typing duties could not all be undertaken
adequately by other staff such as ward clerks. The whole matter

is very controversial, however, and we do not propose to pursue
it further at this stage.

Mechanical Documentation

We strongly advocate the introduction of a labelling service

throughout the hospital, such as is provided by the "Addressograpn"

system,

14, ACKNOWLEDGEMENTS

We wish to thank all members of the Infirmary staff,
without whose colperation this report could not have been
written.
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15.2.

15.2.1.

15.2.2.

15.2.5.
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15, APPENDIX: RECORDS OF 1955 AND 1960

Introduction

The following data, obtained by sampling in-patient
records of Wards C9 and 10 of 1955 and 1960 may be of interest.
The samples were raudomly selected from the whole of these
calendar years.

Previous Records

1960 Sample of 25 Case Sheets

6 had previous Western Infirmary in-patient notes, and,
of these, 6 had previous notes relating to the same illness,
and 1 to another illness. The maxirmum number of previous
in-patient episodes for any 1 patient was 9. There were, in
all, 25 previous in-patient episodes for the same illness, and
1 for another illness.

1955 Sample of 25 Cage Sheets

7 had previous Western Infirmary in-patient notes, and,
of these, 4 had previous notes relating to the same illness,
and 3 to other illnesses. The maximum number of previous
in-patient episodes for any 1 patient was 1. There were, in
all, 4 previous in-patient episodes for the same illness, and
3 for other illnesses.

Comment

These low figures must be considered in relation to the
fact that the Records Department opened only in 1954, so that
some patients possibly had documents relating to their previous
illnesses which were not pulled forward from old files.



15.3. Diagnosis (present illness)

DIAGNOSIS 1960 sample | 1955 sample
ALL, MALIGNANT NECPLASMS* 1 2
CARDIOVASCULAR DISEASE 11 10
PULMONARY DISEASE 2 1
PEPTIC ULCER | - 1
DRUG INTOXICATION 4 -

(INCLUDING ALCOHOIL AND
CARBON MONOXIDE)

RENAL DISEASE 2 i
DIABETES MELLITUS 1 1
BLOOD DYSCRASTAS 1 1
HEPATIC DISEASE - -2
MISCELLANEOUS | 8 6
TOTAL DIAGNOSES 30 25
TOTAL PATTENTS 25 ) 25
TOTAL DEATHS 6 1

* All the following figures, except those for blood
dyscrasias, are exclusive of malignant neoplasms,
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Volume of Notes

Bxpressed as lines/pages.

ADMISSION NOTES PROCRESS NOTES NURSES!' NOTES
SAMPLE
AV. PER | AV. PER AV. PER
cASE sHEE?| TES |Gacn SHERD | IS |GASE SHEET |
1955 . | 68 111321 8 53-0 I -
3 51 ! 50 .
1960 52 107-20 10 31-0 34 127~0
3 5l 1 2-0 ox% 8-0
15.5 Volume of Insertions
DOCUMENT AVERAGE PER EXTREMES
CASE SHEET
1960 1955 1960 1955

B.P. CHARTS 0.08 [0.24 1t00 2 to 0

X-RAY REPORTS 0,80 10,80 3 0 0 6 to O

PATHOLOGY REPORTS 0.08  [0.08 1to0 [ 1 to0 -

BACTERIOLOGY REPORTS [0.68 [0.80 700 [ 7 to0

BIOCHEMISTRY R®PORTS [1.20 [0.32 10 to 0 [ 4 t0 O

HAEMATOLOGY REPORTS 10.80 (0,04 7to 0 | 110

FLUID BALANCE CHARTS | 1.24 |0.16 17 to O 3 1o 0

T.P.R. CHARTS 0.80 [1.76 4 to 0 |13 t0 0

"Kardex" size (10" x 8")

The "Kardex" system was not in operation in 1955, and
nurses' notes were not integrated with the final case
sheet.
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15.7.

Length of Patient's Stay

ol 3

YEAR SAVPLE AVERAGE STAY | EXTREMES IN
IN DAYS DAYS
1955 25 CASE SHEETS 18.0 66 to 1
1960 | 25 "o 16.4 51 to 1
1965% | 50 " " ' 12.3 47 to 1

Dischaxrge Letters

1955

Sample of 25 case sheets, of which 21 had discharge

letters completed.

letters completed.

*

The average discharge letter comprised

10.9 lines, and was despatched 2 days after the patient left
the ward.

1960

Sample of 25 case sheets, of which 24 had discharge
The average discharge letter comprised

15.0 lines, and was despatched 5 days after the patient left
the ward.

See para., 8,3,
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5.1,

1. UNIT CONCZRIED

Mr, D.H, Clark's Unit of General Surgery, comprising
Wards C3 and 4 in the Western Infirmary, Glasgow.

2. LOCATION

On the first floor of the main Infirmary block,
astride the through corridox.

3. UNIT STAFF

Surgical

STATUS NUMBER | OUR DESIGNATION HEREAFTIR
CONSULTANT 3 | Drs.? mA’, BB%, mC1
REGISTRAR 1 DR. BD

HOUSE SURGEON™ 2 DRS. BE, BC.

1. See para. 4.7.

2. For simplicity, we have designated all surgeons,
as well as physiecians, "Dr.,"

3. 9 sessions weekly,

4. 9 sessions weekly, including work at the
Royal EBeatson Memorial Hospital and the Glasgow
Homeopathic Hospital.
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3.1.1. In addition, there are usually several "intensive-term"
medical studentsattached to the Unit for each University
10-week term, who do routine clinical clerking.

3.2 Nursing and Domestic

The following staff were present during 1 week of the
Survey, but it appears that the situation is usually fluid

and, according to Sister, always unsatisfactory. Sister
was in charge of both wards¥*. In addition, there were:-
3.2.1,
WARD C3 (FEMALE){WARD C4 (MALR®)
GRADE DAY NIGHT | DAY NIGHT
FO.[ PP. ] ¥T.{PT.| FT.| PT. | FT.] PT.
STAFF NURSE 1|2 |- —%Jd 1 |1 |- %’5
SEWIOR STUDENT NURSE - |- 1 - {1 |- 1 |-
JUNIOR STUDENT NURSE 27[ - - = {3 |- 1 |-
PUPIL NURSE 1 |- - |- |- |- - |-
NURSING AUXILIARY - = 1 |- |1 |- |- 1-
NURSING ORDERLY 1 |- S T P - |-
MAID , 1 |- - |- (1 |1 - |-

FT. Tull-time. 4 On Receiving Nights only.
PT. Part-time. £ Plus one Student sscarded from Mental
Nursing.

3.2.2. Day Staff in Theatre

1l Sister and 1 Staff ijurse
1 Student Murse
1 Male Orderly

* TImmediately after this Survey, the permanent establishment
wvas altered so that 1 Sister was in charge of C3 and
another of C4.

-
b
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3e2¢3s Night Staff in Theatre

Only the Theatre of the Receiving Unit is staffed at night,
as follows:=-

1 Sister or Staff Nurse
1 Student Nurse
1 Ordexrly

3e2e4e Hours of Work

Day staff work between 8,00 a.m. and 8.30 pem. (or, in
fact, 8.45 pem, to allow for an overlap with oncoming night staff).

3¢50 Secretarial

There is 1 Unit secretary, who works a statutory 374 hour
week and is responsible for all in-~ and out-patient material,



4.1,

4.2,

4.3,

4.4.

405.

4. WORK SPECIFICATION

Bed Complement

42 beds, as follows:~-
One male ward of 18 beds
One female ward of 18 beds
Two 3-bedded side~rooms

Out-Patient Clinics

All out-patients, new and veturn, are seen in the
Out~Patient Department on Wednesday mornings, as follows:-

Dr. BA: 14 new patients and 10 returns
Dr., BB: 15 new patients and 10 returns
Dr, BC: 11 new patients and 10 returns

In addition, a total of some 30 patients, who were
recently in-patients, are also seen at each Clinic.

Routine Theatre Sessions

Monday, Tuesday, Thursday and Friday mornings.

For major procedures a Consultant is chief operator;
for minor procedures, such as haemorrhoids and herxrniorrhaphies,
the Registrar frequently takes his place.

Routine Admissions

Daily except Saturday, Sunday and Receiving Days. The
Ward Sister keeps the waiting list, and arranges for patients
to be admitted 1 or 2 days before their planned operations.

Receiving Day

Bvery fifth day, running through weekends. Only emergency
patients are, in fact, admitted on these days, so the term
"Receiving Day" is misleading. As the Registrar happens to be
resident in the hospital, he is always available during these 24
hours which are specified as from 8.00 a.m. to 8,00 a.r, He
will either, himsg=lf, operate as necessary, or call in one of
the Consultants if a more major problem is involved.

o



4.6,

4.7-

Teachine Commitments

Undergraduate and postgraduate.

Iixtra Commitments

Each House Surgeon is seconded for 5 to 6 weeks of his

6-month term, to staff the Casualty Department of the Infirmary..

During this time 2 such House Surgeons (from the Infirmary rota)
work alternate 24-hour shifts. On his alternate days away from
the Casualty Department, the House Surgeon has no commitments at
all in his parent Unit, so that, in effect, for some 3 months of
of every 6 the Unit has only 1 House Surgeon.



5.1,

5.2-

5¢5

Dede

5. STATEF MORALE

Staff relationships within the Unit seem remarkably good.
However, the Ward Sister did specify cexrtain matters which
caused extra work and considerable frustration and irritation.

There is continual difficulty .in staffing wards
sufficiently with nurses from week to week, and sometimes even
from day to day. This situation is becoming increasingly
common throughout the country and is highly dengerous to the
patients' welfare,

Bven more difficult is the ability to obtain extra
nurses at short notice to cope with emergency situations.

Sister herself, because of the general nursing shortage,
has to undertake genexral nursing duties in addition to her
other work,

Frequently orders for supplies to the C.S.S5.D.,*¥ and the
Pharmacy Depariment are melt neither promptly or accurately.

Friction with the Records Department exists for all the
reasons described elsewhere.g

There is no meil forwarding service in the Infirmary.
Re—addressing mall should not devolve upon the Ward Sister
or her staff., We suggest that the Records Department could
easily undertake this work. :

* Central Sterile Supply Department.

4 See "Survey of Professor Wayne's Unit", M.R.R.G.
Report No. 3.

(LIS



6.1,

6.20

643,

603010

6.3.2,

6e3.3.
6.3.4

6.3.5.
6.4.

6. ADEQUACY OF PREMISES

Telephone System

The telephones in the Unit are as follows:-

Each ward corridor has 1 external phone

Staff room ~ 1 external

Resident's room - 1 external

Sister's office - 1 internal

Unit secretary - 1 internal glong since broken) and
1 external (with an extension to

Theatre)

Staff Location Devices

An excellent system exists for junior medical staff at
present, with pocket radio receivers. Insufficient frequencies
apparently exist to make receivers available to all senior staff
who wish them, We feel that this situation should be urgently
remedied.

sSpace

The Unit secretary works in a sideroom which also serves
a8 an occasional laboratory,. Her table, shelf and cupboard
space are meagre. ’

There is only 1 staff room in the whole Unit, and Mr.
Clark does not have a personal office.

There is insufficient teaching space.

There is no special provision for interviewing patients!
relatives,

There is no patients' day room.
Lighting

The hospital lighting as a whole is very poor. All
fittings should be of fluorescent stxip type and we note that
a start to this conversion has already been made in various
wards.



6.50

6.6.

6.7
6.7.10

607.20

Ward Wash-Hand Basins

For surgical staff there is at present 1 wash-hand basin
in each main ward area, and none in the siderooms. These
numbers are quite inadequate; there should be at least 4
basins in each main ward, and 1 in each sideroom.

X=-Ray Viewinz Boxes.

In the area of Wards C3 and 4 there is only 1 (single)
X-Ray viewing box. Double boxes should be supplied for each
ward, and for the test-room in C3 corridor.

Patient TLabelling

Bedside labelling of patients does not exist. Patients
in Theatre are labelled with adhesive plaster strips marked
with their names; these strips are removed immediately after
operation.

The Medical Defence Union and similar bodies have already
repeatedly stressed the desirability of adequate patient
labelling in a surgical Unilt. Bedside labelling should also
be adopted as in Professor Wayne's wards.

b



7. IN=PATTENTS! STATISTICS

to to to to

4/66 | 4/65 | 4/64 | 4/63
BED ESTABLISHMENT 42 42 42 42
ADMISSIONS 1262 | 1239 | 1188 | 1181
INTER-WARD TRANSFERS IN 46 34 40 36
DISCHARCGES 1195 | 1170 {1108 | 1132
INTER-WARD TRANSFERS OUT 45 70 18 56
DEATHS 48 52 45 36
AVERAGE LENGTH OF STAY :

(DAYS) 9.8 10,1 [310.3 | 10,9 |

Jd
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8. PREVIOUS RECORDS

8.1. In a sample of 50 case sheets, relating to patients
sequentially discharged recently from this Unit, 24 had previous
Western Infirmary in-patient notes and, of these, 9 had notes
relating to the same illness, and 15 to another illness. The
maximum number of in-patient episodes for any 1 ratient was 4.
There were, in all, 12 previous in-patient episodes for the
same illness, and 22 for other illnesses.

8.2, In the same sample of 50 case sheets, the diagnostic
_breakdovn (based on the present illness) was as follows:~

ALL MALIGNANT NEOPLASMS* 4
PEPTIC ULCER 4
GALL-BLADDER DISEASE 3
APPENDICITIS 4
HERNIAS 8

(INTESTINAL, UMBILICAL AND
INCISIONAL, BUT NOT HIATUS)

INTESTINAL OBSTRUCTIONS
(EXCEPT FROM HERNIAS)

ANO-RECTAL DISEASE
HEAD INJURY
THYROID DISEASE
RENAL DISEASE
PROSTATE DISEASE
VARICOSE VEINS
MISCELLANEOQOUS

N

ltﬂLo WO RN W

2 of these 50 patients died.

* All the following figures are exclusive of malignant
neoplesns,



8.3, In the same sample of 50 case sheets, the operation
' breakdown was as follows i~

VARTOUS HERNTA REPAIRS 8
(NOT HIATUS HERNIA)

VARICOSE VEIN LIGATION/STRIPPING 3
THYROIDECTOMY 3
APPENDICECTOMY 3
CHOLECYSTECTOMY 2
VAGOTOMY AND PYLOROPLASTY 2
GASTRECTOMY NIL
HAEMORRHOIDECTOMY 1
SIGMOIDOSCOFY 3
OTHER INTESTINAL SURGERY 3
SUPERFICIAL LESIONS* 6
MISCELLANEOUSE 5
22

*  VWound suture, tissue biopsy,
tissue excision, abscess drainage.

4 Including laparotomies.



901.

9.2,

9.3.

9.

PRESENT CASE SHEET

Volume of Notes

A breakdown of the same sample of 50 case sheets, in
terms of lines/pages showed:—

ADHISSION NOTES

PROGRESS NOTES

NURSES' NOTES

AV. PER
CASE SHEET

EX TREMES

AV. PiER

CASE SHERT [ X TREMES

AV. PER

CASE SHEET | ZrTHEMES

58
2

66-6

3~1

14 96~0

1 4-0

34 114-5
2% 7-1

Quality of Notes

These notes seemed to be of good quality.
are usually more succinct than medical ones, and this is to be
encouraged, provided, of course, that all essential information

is, in fact, entered.

Volume of Insertions

In the same sample of 50 case sheets, the following
insertions were present:~-

AVERAGE PBR

DOCUMENT CASE SHERT EXTREMES
B.P, CHARTS 0.06 2 to nil
DIABETIC URINE CHARTS 0,02 1 to nil
AVABESTHETIC RECORDS 0.68 2 to nil
E.C.GC ABPORTS 0,24 4 to nil
X-RAY REPOITS 0.64 3 to nil
PATHOLOGY REPORTS 0.32 2 to nil
BACTHERIOLOGY REPORTS 0.66 7 to nil
HARMATOLCGY REPORTS 1.88 10 to nil
BIOCHEMISTRY REPORTS 0,96 6 to nil
FLUID BALANCE CHARTS 0.46 5 to nil
7.P.R. CHARTS 0.66 2 to nil

Average length of stay = 8.4 days: extremes of 27 and 1:
see para. T.

* "Kardex" size (10" x 8")

g It should be noted that E.S.Rs. are estimated in
the wards. '

Surgical notes

61



9.4.

9.5,
9.5.1,

9.5.2.

bi

Document TFormat

We are reserving comments on this subject until the
White Paper on Standardisation of Case Records in Scotland
is published shortly.

Care in Editing

This is fairly good in this Unit, but many case sheets
are inflated with unused extra pages, mainly for laboratory
reports.

The average time taken to properly edit a case sheet,
in & random sample of 12 newly returned to file, was 1 minute
23 seconds.



10.1.

10,2,

10, TIME TAKEN TO COMPLETE TNVESTIGATIONS

Undue delays often occur in the reporting of
E.C.Gs., and sometimes in the reporting of tissue biopsies.
As regards the latter, delays may be due to the specimen
having to be scrutinised by several histologists before a
firm report can properly be issued.

There is now a delay of from 6 to 8 weeks in obtaining
barium meals, I.V.Ps. and cholecystograms for out-patients,
which we consider deplorable. The reason is the serious
shortage of both space and radiographers in the X-Ray
Department, a situation which is becoming steadily worse and
to which the attention of the Board of Management has been
repeatedly drawn over the past few years by the Radiologist-
in-chargze.*

* See "Survey of the X-Ray Depariment, Western Infirmary"

M.R.R.G. Report No. 6.

V&



1l.1.

11.2.

11. OPERATION NOTES

Surgeons' notes of operagtion procedures in this Unit
are usually dictated and typed very soon after the operation
itself, and a copy of the typed notes is sent to the general
practitioner at this time. When the notes are not dictated
and typed directly after the operation, they are added to the
sheet of paper bearing the normal dlscharge letter to the
general practitioner. -~

In the same sample of 50 case sheets, 33 had operation
notes as follows:-

" NUMBER OF | AVERAGE NUMBER
DOCTOR | QPZRATION | OF LINES IN | EXTREMES
NOTES EACH IN LINES
BA 3 12,3 27 to 5
BB 6 5.0 10 to 2
BC 5 6.0 13 to 2
BD 2 15.5 19 to 12
B 16 6.7 16 to 3
B2 1 8.0 -
TOTAL 33 6.9 27 to 2

1. Registrar prior to Dr. BD.
2. Regigtrar prior to Dr. BH.



12. DISCHARGE OF PATIENTS

12.1. Discharge Letters

_From the same sample of 50 case sheets, we measured the
length of the discharge letter and the time interval between
the patient's discharge from the ward and the date on the
letter heading. These were as follows:-

AV. TIME
AV. XNO. INTERVAL
NO. OF | OF LINES | EXTREMES | PER LETTER|EXTREMES
DOCTOR | LETTERS | IN ®ACH | IN LINES (DAYS) |IN DAYS
BA 3 4.3 6 to 3 4.7 7 to 2
BB 6 5.2 |10 to 4 3.7 5 to 1
EC 4 7.0 "9 to 4 4.5 | 81to1l
BD 6 6.8 9 to 6 447 7 to 2
st | 23 6.6. |14 to4 | 4.3 32440 1
By2 3 8.7 12 to 5 3.3 4 to 3
BK 1 7.0 - 3,0 1 -
TOTAL | 464 6.4 14 to 3 4.2 32%t0 1

l. Registrar prior to Dr. BD.
2. Registrar prior to Dr, BH.
3. Formerly House Surgeon.

32 days delay in 1 instance, where the discharge
letter was not sent until the patient returned to
the 0.P. Clinic.

4 1In addition to these, 3 patients were t?ansferred.to
medical wards and 1 case sheet had no discharge letter



12,2,

6o

Transfer Procedure

When a patient in the Western Infirmary is to be
transferred either to another ward or. another hospital,
the House Surgeon must personally enter the request for
porters, etc., in a register in the hospital admission
hall before the patient will be moved. We feel that this
requirement is ridiculous and should cease forthwith.



13.1.

13-20

13.2.1,

13.2.2,

13.2.3.

13. QUT-PATIENTS

Yearly Throughput

to to

to to
4/66 | 4/65 | 4/64 | 4/63
TOTAL OUT-PATIENTS PER YEAR 484% 4623 4947 6342
NEW OUT-PATIENTS | | 1581 | 1399 |1387 | 1170
RETURN OUT-PATIENTS 3262 3224 '3560 5172

Waiting Lists

The waiting list for new out-patient appointments is
approximately 2 weeks,

As far as admission to the wards is concerned, a patient
suspected of having a carcinoma is admitted without delay; one
for routine surgery is admitted after an interval of 3 to 4
weeks. In the latter case, the admission is planned in
conjunction with the composing of theatre lists and is the
responsibility of the Ward Sister (See para. 4.4.)

. We feel that these arrangements for admitting in-patients
from the waiting list are excellent.

oh



14.1.

14.2.

1402.1.

14.2.2.

14, THE UNIT SECRETARY

Duties
These include:-
a) Typing in- and out-patient letters.
b) Completing diagnostic index cards.
c¢) Filing laboratory, etc., reports.
d) Answering telephone calls.
e) Making stationery indents.

f) Arranging appointments for out-patients,
by liaison with the R=cords Department.

g) Dealing with waiting list correspondence.

h) Miscellaneous duties at the weekly
Out~-Patient Clinic.

i) Collection, preparation and distribution of
staff mail.

Work Load

This fluctuates greatly from week to week. It is the
usual practice at present to send a letter to the general
practitioner immediately after a patient's consultation at
the Clinic, and to send a follow-up letter when any reports
pertaining to investigations made at this consultation come
to hand. This is a deliberate policy designed to keep
the general. practitioner fully up-to-date with his patient's
progress, and is, we feel, to be thoroughly recommended.

Work load of typing was assessed by 1 sample week
analysis, as follows:-



14.2.2. {(Contd.)
IN-PATIENT LETTTRS OUT-PATISZNT LETTERS OPERATION NOTES

DOCTOR |LINES |[LETTERS} AV . LINES| LINES [LETTESS [AV.LINES| LINES |LETTERS [AV.LINES
PER PER PER
TETTER LETTER LETTER

BA 22 5.5 20 1 20,0 18 1 18.0

BB - - 71 7 10.1 40 5 8.0 "

BC 35 11.7 1 260 34 7.6 47 6 7.8

BL* - - 70 '8 8.8 - - -

BG 16 16.0 62 10 6.2 - - -

BE 14 14.0 13 1 13.0 - - -

TOTAL | 87 9,7 496 61 8.1 105 12 8.8

There were no

Overall total

other types of letter.

688 lines in 82 letters

8.4 lines in each (average)

* Registrar from another Unit, who was helping on that
particular occasion.




14.3.

14.%.1.

69

The Secretary's Day

One 5-day working week of the secretary was analysed

 for details of her various activities, and a notional 73 hour

day's work was obtained as follows:-

DURATION IN |EXTREM®S IN SAMPLI

ACTIVITY NOTIONAL DAY WORKING WEEK
Hrs. Min. Hrs. Min. Hrs, Min,
1. Attendance at 0.P. Clinic | O 48 4 Q0% - -
2. Typing 2 26 4 25 to 1 25
3. Shorthand dictation 0 52 1 35 1to 0 15
4. Filing case sheets, lab. 2 5 3 45 to - -

reports, etc., and
completing diagnostic
index cards

5. Visitinz other departments| O 17 0 30 to O 10
to fetch and deliver
various documsnts

6. Miscellaneous, including 1 2 -
tea breaks, 'phone calls,
tracing case sheets and
rreparing mail

TOTAL . T 30 -

Comment

In this notional day, typing alome occupies 32% of the
total time, and typing plus shorthand 44%. This serves to
emphasise that a Unit secretary is not simply a typist. On the
other hand, we sugiest that her valuable time could be usefully
saved by instituting a messenger service, and by delegating her
duties at Out-~Patient Clinics to a receptionist, such as is
employed in some other Clinics in the Infirmary. Also,the full
use of tape recorders would save much of the tims she spsnds
taking dictation.

* Represents attendance at the Wednesday morning -
0.P. Clinic.



14 .4. Recordinq'Equipment

There is 1 tape recorder in the Unit. This is obviously
insufficient, and we suggest there should be at least 2 machines
for dictation purposes, 1 of them being in Theatre, and a third
recorder for transcription by the secretary.
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16. APPENDIX: RECORDS OF 1955 and 1960

Introduction

The following data, obtained from sampling in~patient
records of Wards C3 and 4 of 1955 and 1960 may be of intexrest.
The samples were randomly selected from the whole of these
calendar years.

Previous Hecords

1960 Sample of 25 Case Sheets

11 had previous Western Infirmary in-patient notes, and,
of these,<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>