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Project Component 1: Supportive Management Systems and Processes for Primary 
Health Care 
 
Deliverable Number: 1.4a 
 
Deliverable Title: Primary Health Care Patient Records System Developed 
 
Background 
 
The health status of the Iraqi people has significantly deteriorated over the past two decades. 
Given its increasingly poor health indicators, the Government of Iraq (GoI) has renewed its 
commitment to improving the quality of primary health care (PHC) services. PHC in Iraq has 
made considerable progress, with many clinics specializing in vertical programs. Each of 
these vertical programs, such as Maternal and Child health (MCH) interventions, Integrated 
Management of Childhood Illnesses (IMCI), and School Health, has recognized the need for 
comprehensive, accurate tracking of patient medical history, as well as the need to create log 
books appropriate to their specific agendas. The volume of records resulting from these 
vertical interventions, as well as from the formal medical unit registry books, places an 
additional burden on PHC staff and compromises the comprehensiveness of each patient’s 
history. Building on the services currently in place, the Iraqi Ministry of Health (MoH) has 
adopted a new policy target of 'establishing a robust PHC system centered on strengthening 
general practice in the short-term and developing a family physician and nurse practitioner 
model in the long term'1. Two key platforms to achieve this target include the revitalization of 
the referral system and the adoption of e-government to upgrade the current Health 
Information System (HIS) and data management.  
 
In addition to establishing a single, comprehensive patient record, the MoH also realizes that 
the transition from a paper-based system to electronic health records is in the long-term best 
interest of the Iraq health care system and is therefore exploring strategies as to how to best 
implement and manage this transition. 
 
National/International Evidence 
 
A review of the current health record system in Iraq was conducted, as well as a review of 
existing WHO guidance on implementing health records for developing countries.  PHCPI 
staff also reviewed the 2010 MoH Annual Report and results from the PHCPI Rapid Baseline 
Assessment to determine gaps in the current patient record system which served as a starting 
point in the revision of the current system.  
 
Process by which the deliverable was achieved 
• PHCPI conducted meetings with members of the Public Health Directorate (primary 

health care, communicable disease center, health promotion center, nutrition institute and 
food inspection sections), Planning Directorate (Biostatistics and training sections), 
Technical Directorate (Dental, laboratory, pharmaceutical, curative sections), 
Administrative Directorate (human resources section) and Specialized Medical 
Operations (emergency section and emergency ambulatory sections) to review and 

                                                 
1 MOH Vision for Iraq Health System. MOH/Iraq, April 2004. 
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recommend revisions to the existing record system and incorporate their input into draft 
guidelines for a new patient record system. 

• Established a Medical Records Technical Working Group (MR TWG) responsible for 
updating and consolidating data to be used in the new patient record system. 

• Conducted a SWOT analysis in collaboration with the MoH to determine the strengths 
and weaknesses of the current patient record system and identify opportunities and threats 
to the implementation of a new system. 

• Revised the existing record system.  The current WHO guidelines and best practices on 
patient records systems were reviewed and strategies for the transition to electronic health 
records were identified. 

• Defined data needs and tools.  A series of 10 visits were conducted by the technical 
working group to different types of PHCCs and district facilities to assess data collection, 
flow, entry, processing, analyses, reporting, and feedback mechanism. 

 
This document includes two components: 1) a strategy for updating the current paper-based 
system, and 2) a strategy for transitioning to electronic health records using a medical record 
handbook. Timetables for implementation of both these strategies are included as appendices. 
 
Implementation plan 
• Conduct high level meeting with MoH steering committee and relevant stakeholders to 

approve the final comprehensive patient record and new health register book and forms. 
The workshops will also include medical and paramedical staff from MoH central level, 
DoHs, and PHC departments at the district level. 

• Design and finalize a revised integrated paper medical record system. 
• Pilot the new set of patient medical records (PMR). 
• Monitor and evaluate the pilot PMR. 
• Design new policies to distribute the new paper medical records to all PHC centers.  
• Conduct training-of-trainer workshops on the new medical record handbook in project 

districts. 
• Print and distribute new registration books, policies, guidelines, and data collection 

sheets. 
• Print and distribute the new comprehensive patient records. 
• Roll-out training on the new patient records at the district-level. 
• Establish the new paper-based system in the 360 clinics covered by the project. 
• Study the potential of automating /digitizing the health information system. 
• Pilot test the new digital system in a set of PHC connected to one district hospital. 
• Monitor and evaluate the new e-medical record system.  
• MoH finalizes and adopts the new policy to expand the new e-MR.  
• Establish a system to provide ongoing baseline measure of compliance with the newly 

established medical records system.
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Section 1. Introduction 
 
The health status of the Iraqi people has significantly deteriorated over the past two decades. 
Given its increasingly poor health indicators, the Government of Iraq (GoI) has renewed its 
commitment to improving the quality of primary health care (PHC) services. In 2004, the 
Ministry of Health (MoH) described its vision for primary health care as:  
 
“An accessible, affordable, available, safe and comprehensive quality health service of the 
highest possible standard that is financially sound and founded on scientific principles in 
order to meet the present and future health needs of Iraqi people, regardless of their 
ethnicity, geographic origin, gender, or religious affiliation.”  
 
In order to build on the services currently in place, the MoH has adopted a new policy target 
of “establishing a robust PHC system centered on strengthening general practice in the short-
term and developing a family physician and nurse practitioner model in the long term”. Two 
key platforms to achieve this target include the revitalization of the referral system and an 
upgrade of the current Health Information System (HIS) and data management.  

1.1 Challenges to establishing a robust PHC system 

There are a number of challenges to improving the current PHC system. First, Iraq suffers 
from significant human resources shortages due to the migration of much of its qualified 
health staff out of the country since 1990 due to the internationally-imposed sanctions and 
insecurity. The table below reflects the current status of human resources working at PHC. 
 
Table 1: Human Health Resources in Iraq 

 
Second, there is wide variability in the distribution of PHC service providers from one 
governorate to another:  

• Baghdad: 1 PHC per 40,000 population 
• Maysan: 1 per 12,000 
• Kirkuk: 1 per 10,000  
• Sulaimaniya: 1 per 4000 

 
Third, clinics at the PHC level are overloaded with vertical programs: e.g. MCH, IMCI, EPI, 
nutrition, health promotion, and school health. Each of these programs tracks patients through 
individual log books with clinical data aggregated by disease or condition. This data is 
recorded separately from the formal Medical Unit Registry Book, which also includes 
separate records for statistics, laboratory records, X-rays, nursing, and ultrasound. The 

No Category No/10,000 pop. Comparison to nearby country 
(Syria) 2001 no/10,000 population 

1 Doctors  4.7 14 
2 Dentist  1.5 7.2 
3 Pharmacist  1.9 5.2 
4 Nursing staff 14 19.4 
5 Paramedical staff 17 21.5 
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volume of records resulting from these vertical interventions, as well as the formal medical 
unit registry books, places an additional burden on PHC staff and compromises the 
comprehensiveness of each patient’s history. The impact of all of these data collection efforts 
has resulted in the Medical Unit Registry Book not being a comprehensive record on its own.  
 
Table 2: Current medical records used within the Primary Health Care System: 

 

 Type of Health Record Total Files 

1 Ticket registration  3 
2 Manager office  2 
3 Maternal and Child care  7 
4 Immunization  6 
5 Mental Health  2 
6 Nutrition  4 
7 Health Promotion  4 
8 ORT corner 4 
9 Nursing  4 
10 School Health  10 
11 X-ray and U/S 3 
12 Laboratory 14 
13 Pharmacy  13 
14 ECG 2 
15 Dental Care  7 
16 Additional health records 4 
17 Referral records 3 
18 Services to IDPs 1 
19 Communicable diseases 9 
Total Total Health Records  103 

 

The MoH recognizes the need to construct an integrated, comprehensive medical record 
system for PHC and Preventive Services centered on the Family Medicine Approach for 
patients to be treated and tracked appropriately. All data needs to be reintegrated into a 
single, comprehensive patient record that includes all data starting from birth. PHCPI is 
working with the MoH and supporting their efforts to revise the patients’ medical records 
system at PHC facilities. A single, comprehensive patient record will require a transition 
from the current highly complex paper-based system to electronic health records. The MoH 
recognizes that this is in the long-term best interest of the Iraq health care system and is 
therefore exploring strategies as to how to best implement and manage this transition. 
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Section 2. Situation Analysis 
PHCPI worked with the MoH to collect all information related to the current medical records 
system in Iraq. Some of the conclusions are captured below. 

2.1 Results from the Baseline Assessment 

A baseline assessment survey of 9 provinces, 13 districts, and 74 PHC centers was conducted 
jointly between PHCPI and the MoH. Results related to the medical record system revealed:  

• Medical records were present, but not comprehensive.  

• Staff shortages were widespread and an inappropriate staffing complement was common 
at many facilities.  

• Only 13% of monthly PHC data is entered electronically. 

• More than 85% of facilities noted that they require training on the management of health 
information.  

• 60% of PHC clinics reported receiving no district-level feedback on their monthly 
assessments.  

• 45.2% said they undertake their own data analysis to try and improve health services.  

2.2 Conclusions from the 2010 MoH Annual Report 

Medical records also featured in the 2010 MoH Annual Report. Difficulties highlighted 
included inaccurate registration and incomplete medical records as main causes of low 
coverage rate for pregnant women.  

2.3 Results from a Document Review conducted by PHCPI and the MoH 

A review was made of existing WHO documents2 regarding Health Information Systems and 
some of the conclusions are given below:  

• The existing paper-based medical records and HIS are slow and incomplete.  Major 
training and equipment needs have been identified at the PHC, district and DOH levels. 

• There are multiple sources of information within and outside the MoH, making the HIS 
somewhat fragmented. Although there are linkages between different units and 
departments, more coordination needs to be established. Coordination must begin with 
data capture and extend to processing, analyzing and reporting health data.  

• A pilot computerized reporting system was introduced in 2008 in conjunction with WHO 
in 19 DOHs in 18 governorates including an E-HIS link with MoH. The system has yet to 
be activated. 

• The Joint Program Review Mission 2010-2011 rated the National Health Information 
System in Iraq as ‘adequate’ (62%), although this was interpreted as weak with most of 
the elements in the system functioning poorly. 

                                                 
2WHO. “Iraq Health Information System: Review and Assessment.” July 2011. 
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2.4 Additional comments from the MR TWG 

In 2005, the Maysan DOH established a Health Visitor e-system using Visual FoxPro to 
monitor maternal and infant morbidity and mortality rates to track progress in achieving 
MDGs #4 and #5. The Health Visitor program has now been expanded to over 650 main 
PHCs in Iraq. This represents 59% of all main PHC centers nationwide.  

2.5 Steps required to revise the existing record system 

a) Establish a MR TWG to review existing records collected within the PHC 
structure  

A comprehensive review of medical records currently collected in the PHC revealed over 100 
types of records are currently being collected in the PHC (see Table 2 on page 5).  

b) Define data requirements 
Workshops were organized by PHCPI with the technical working groups to assess data and 
periodicity needs at different levels of the PHC system.  During these workshops, the 
following actions were conducted:  

i. Summarized all the forms, log books and other tools used to record data at 
different levels;  

ii. Assessed the quality of the data being collected using the existing forms at 
different levels;  

iii. Determined the problems encountered with the current system of data 
collection at different levels, including the timing and flow of information; 

iv. Identified the indicators needed by each level to perform its functions, 
especially at higher administrative levels and data needs from other ministries 
or departments related to the health sector (such as the Ministry of Planning);  

v. Determined the formula and identified the variables or data elements needed 
in order to compute the indicators; 

vi. Determined the source of the different data elements needed for both the 
numerator and denominator of each indicator.  

c) Determine data flow 
A series of visits were conducted by the MR TWG to a number of PHC centers to assess data 
collection, flow, entry, and processing, analyses, and reporting and feedback mechanism. The 
process is outlined below: 

 

PHC CS  District  Health 
directorate  

Ministry of  

Health  
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d) Design data collection and reporting tools 
Workshops were conducted under the auspices of the MR TWG to:  

• Conduct a joint review of patient medical records and opportunities for consolidation; 

• Draft new consolidated health records suitable for piloting;  

• Draft and finalize a new patient record system with all updated points. 

e) Develop a Medical Record Handbook 
The purpose of the Medical Record Handbook is to help medical record workers develop and 
manage the medical record service in PHC facilities in an effective and efficient manner. The 
Medical Record Handbook is included as Appendix 1.  The handbook aims at helping the 
user to: 

• Identify the major functions of a Medical Record Department (MRD) and implement 
basic MRD procedures;  

• Understand the multiple uses of a medical/health record and the confidential nature of 
medical/health record data;  

• Implement patient identification and registration procedures; 

• Identify different ways of filing medical/health records and the importance of using a 
medical record tracker;  

• Review the importance of developing medical record policies such as the retention of 
medical/health records, access to patient care information, privacy, confidentiality and 
the release of patient information. 

Note: Steps f-p below have been identified and incorporated as part of the medical records 
strategy and their implementation is ongoing. 

f) Develop indicators and data collection tools 
In developing indicators and data collection tools, it is necessary to build consensus on the 
specific data required for monitoring services or decision making and then developing the 
tools (recording and reporting formats) accordingly. These tools should be able to provide 
information essential for the reporting variables required for indicators.  

As a basic principle, however, one should collect only the data required to obtain the 
necessary information; collecting additional data “just in case it might be needed” is time-
consuming and can place an excessive burden on staff, which often leads to incomplete or 
inaccurate recording.  

g) Develop standard operating procedures 
Standard operating procedures (SOPs) should provide 1) the list of essential reporting and 
recording forms, 2) a description of the purpose and/or requirements of each form, 3) the 
meaning of data variables, 4) how and where to collect information on data variables, 5) the 
sequence of procedures, 5) the flow and custody of reports, 6) guidelines on data 
management and data use, and 6) guidelines for record handling, storage, and retention.  
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h) Standardize data collection management 
Standardized data collection, in the form of reporting forms approved by the MoH, should be 
used by all service providers. Support methods and systems should be upgraded as 
technologies become available.  

i) Revise the Data flow system 

Below are details of how the data currently flows in/across different facilities: 

• PHC maintains client medical records and sends monthly reports to the district office. 

• District office compiles reports and sends monthly reports to the health directorate at 
governorate (DoH) level/statistical section. 

• DoH/statistical section compiles and submits monthly reports to MoH. 

Flow of data within the medical records information system: 

• PHC level: essential data from the medical records is collected, validated and 
entered into approved reporting formats and reported monthly by the designated 
staff at the PHC facility to district office. 

• District office: performs quality checks; consolidate reports and sends to the 
directorate of health directorate/ statistical section.  

• DoH/Statistical Section: performs quality checks; consolidates and submits 
combined monthly reports from both district office and hospitals and sends to 
MOH on a monthly basis. 

• MoH: monitors reporting activities from all health directorates on regular basis. 
In turn, MoH ensures that feedback and summary reports are provided on a 
monthly basis; some reports submitted at least quarterly to health directorates.  

 

Table 3: Summary of data flow 

PHC Center District of Health Directorate of 
Health Central MOH 

Maintain original copies 
of medical records 

Data Quality Check 
and feedback for 
PHCCS 

Data Quality 
Check and 
feedback to district 

Data Quality Check 
and feedback to 
Directorate of health 

Data verification Tracking reports Tracks reports Tracks reports 
Data extraction Report 

consolidation 
Report 
consolidation 

Report consolidation 

Data reporting to next 
level 

Data reporting to 
next level 

Data reporting to 
MoMOHH  

Data analysis and use 
at national level 

Data analysis and 
use at DOH level 
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j) Data protection and storage 
It is critical that the confidentiality of clients and patients is ensured and special attention be 
paid to the protection of records with identifiable client information. 

k) Data quality check 
Data quality checks should be done at all levels.  

l)  Data back-up 
All levels should keep a back-up copy of all data at all times.  Photocopies of paper 
documents, CDs, hard disks, and flash drives should be used to back-up data.   

m) Data transfer 
Electronic data transfer should be promoted. When electronic transfer is not possible, hard 
copy may be used to transfer data in a secure manner.  

n) Data use 
Data generated at all levels should be analyzed and reports should be produced. These reports 
should be disseminated for purposes of improvement of services, programmatic planning and 
policy making. Those who receive the reports should give feedback to the facilities and 
organizations that generated the data.  

o)  Training 
Facility staff should be trained and supervised on an on-going basis to build their capacity to 
handle the reporting records. All staff who participate in data collection and management 
should receive periodic refresher training approved by MoH. New staff should also be trained 
accordingly. 

p) Resource management 
Managers at all levels need to ensure that all the necessary resources are in place for a 
functional medical records and information system. Materials needed include stationery, data 
collection tools, storage equipment and computers.  
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Section 3. Transitioning to Electronic Health Records (EHR) 
With the many advances in information technology (IT) achieved over the past 20 years, 
particularly in healthcare, several different forms of electronic health records (EHR) have 
been discussed, developed, and implemented. Although interest in automating the health 
record is generally high in both developed and developing countries, the introduction of an 
EHR system seems overwhelming and unfeasible to many planners, managers, and healthcare 
providers. 

In 2010, the United States signed a joint accord with the MoH and the MoH/KRG to 
implement the World Vista Electronic Medical Record and Medical Information 
Management System as a single system for Iraqi health care. The system was originally 
developed by the U.S. Department of Veterans Affairs (VA) for use in its veterans’ hospitals, 
outpatient clinics, and nursing homes. It is now being deployed in many countries throughout 
the world. At this time it is unclear what next steps will be taken to move this forward.  

The Government of Iraq in partnership with the United Nations Development Program 
(UNDP) has established the vision for e-governance for the next 5 years: “Iraq harnesses IT 
tools to improve basic services to all and to promote all-round good governance, including 
increased public participation, better social equity and justice as well as a general 
enhancement of the transparency and effectiveness of public institutions in order to build the 
necessary platform for a competitive, robust and knowledge-based economy”3. 

The main obstacle in adopting EHR is not the availability of the technology. Instead, the 
major barriers to implementation include: 1) lack of technical support, 2) cost of changing 
systems, 3) insufficient healthcare funding, 4) lack of technical expertise and computer skills 
of health staff, and 5) lack of data processing facilities. These issues need to be addressed 
before an EHR system may be implemented successfully. In addition to the challenges cited 
above, there is significant resistance of some medical practitioners and health professionals to 
change from manual to electronic documentation. Therefore, the implementation strategy 
must also include efforts to change provider knowledge, attitudes, and behavior.  

Given that a transition to EHR would be in the best long-term interest of Iraq, PHCPI has 
developed the following strategy to ensure that if and when they are implemented, this is 
done with full collaboration and participation by all relevant stakeholders.  

3.1 E-Health Vision 

Provision of excellent, efficient and effective health services for ALL through the integration 
of primary health care by means of advanced, accessible, citizen-centric information and 
telecommunication technology applications and standards. 

3.2 Status of HIS and IT at the MoH 

HIS is the responsibility of the Health Vital Statistics Department (HVSD) with-in the 
Directorate of Planning and Human Resource Development (PRD) at the MoH. The HVSD is 

                                                 
3Iraq Public Sector Modernization (I-PSM) I. Draft. Key Findings and Recommendations Education, Health and 
Water & Sanitation. (2011). 
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a distinct body within the PRD, fully equipped with computers, printers, scanners, and 
communication facilities including telephone and internet lines. 

Reporting from PHC centers to district offices up to the Directorate of Health (DoH) in each 
governorate is manual, using standard forms and reporting mechanisms. Compiled reports are 
then electronically relayed to central MoH Directorates and the Center of Statistics. Analysis 
is done centrally. Quality assurance mechanisms exist, and training occurs to build the 
capacity of staff, particularly in the areas of surveillance and monitoring and evaluation. The 
IT department at the MoH is the main body responsible for IT design and implementation 
within MoH.  

In addition, the Government of Iraq has established a high-level committee from across 
selected ministries and tasked them to implement a broader E-government strategy for Iraq. 
The IT department is the MoH’s representative on that committee. (The Committee also 
includes representatives from the Ministry of the Interior, Ministry of Commerce, Ministry of 
Education and the Ministry of Municipalities).  

The IT department has begun to introduce E-Systems for most of the MoH central 
Directorate. These systems include: 

• E-Distribution system for all human resources at MoH. 

• E-Drug distribution system for all drug warehouses. 

• E-Central Administration system. 

• E-Central Blood bank. 

• E-Central x-ray training institutes. 

Over the past few years, enormous investments have been made in HIS in terms of provision 
hardware, software, and technical expertise, but these investments have occurred in a rather 
fragmented manner. A pilot computerized reporting system was introduced in 2008 in 
conjunction with WHO in 19 DOHs in 18 governorates including an E-HIS link with the 
MoH. The system still requires activation. 

The IT department started to design a new E-system software (ORACLE) and database 
(MYSQL/PHP). These are free, open source programs which could be updated and expanded 
according to the needs of the client.  

In 2005, the Maysan DOH established a Health Visitor e-system using Visual FoxPro to 
monitor maternal and infant morbidity and mortality rates towards achieving MDGs #4 & #5. 
The Health Visitor program has now been expanded to over 650 main PHCs in Iraq. This 
represents 59% of all main PHC centers nationwide. 

The 2010-2011 Joint Program Review Mission rated the National Health Information System 
in Iraq as ‘adequate’ (62%), although this was interpreted as weak with most of the elements 
in the system functioning poorly. 

3.3 Main challenges 

• Resistance to computer technology and lack of computer literacy. 

• High cost of computers and computer systems coupled with funding limitations. 
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• Concern by providers as to whether information will be available on request. 

• Concerns raised by healthcare professionals, patients and the general community 
about privacy, confidentiality, and the quality and accuracy of electronically 
generated information. 

• Lack of staff with adequate knowledge of disease classification systems. 

• System support issues (electrical wiring and supply of electricity, amount and quality 
of space needed for computers).  

 

3.4 E-Health-SWOT ANALYSIS 
STRENGTHS - a resource that can be 
effectively used to achieve its objectives 

WEAKNESSES - a limitation, fault or 
defect that makes achieving objectives 
difficult 

• Top Leaders support IT plans 
• Support by government entities ready to 

exchange expertise 
• Understanding of IT needs (equipment, 

training) 
• Office automation in some departments 
• Strong will to provide e-Health services 
• Strong participation of MoH employees 

to e-Health 
• Availability of funding 
• Presence of human resources for 

programming and networking 
• Connections of MoH with the 

Governorates 
• MoH allocated Budget 
• Support from international organizations 
• Favorable international trends for e-

Health plans 
• Donor support 
• WHO/UNDP program in e-Gov, 

targeting e-Health 
• e-Governance program in place 
• Governorates e-Health success stories 
• IT skills available in society (public and 

private sectors) 
• Funding available 

 

• Lack of legislation for e-Governance and 
e-Health 

• Lack of basic infrastructures in 
government and communities 

• Lack of centralized management 
overseeing depts. and governorates 

• Lack of budgetary support for IT 
• Limited coordination between MoH and 

international organizations  
• No human resources plans, skill 

development or an incentives plan 
• Lack of awareness of how to invest in 

technological development 
• Limited financial resources devoted to IT 
• Lack of specific skills for specific IT 

topic, e.g., security 
• No copyright law/no licenses 
• No annual plan for IT 
• Conservative attitude of some physicians 

towards IT adoption 
• Limited population awareness 
• Low performance for e-Health 
• Lack of a program to address IT literacy 
• Lack of will for change (in general) 
• Political instability 
• Security Situation 
• Lack of transparency specific to Health 
• Lack of copyright law (especially for 

software) 
• Different health services in urban/rural 

areas of the country 
• Expanding population 
• Brain drain 
• Iraqi constitution does not re-enforce 

Health and IT role 
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Conclusion: The current paper-based system is incapable of providing comprehensive 
information on health status in Iraq. 

3.5 The way forward to introduce electronic health records  

3.5.1 Goals  

• Ensure quality and integrity of healthcare data so that it is comprehensive, timely, 
accurate, and readily available at all times for patient care. 

• Improve communication between healthcare providers at both data entry and data 
retrieval levels. 

• Provide better access to individuals’ healthcare information and improve healthcare 
delivery by sharing data between attending practitioners. 

• Provide meaningful and accurate statistics to measure the health status of the 
population.  

• Support management in administrative and financial reporting and other processes. 

• Support data quality of EHR to include: 

• Accuracy and validity of the original source data 

• Reliability (data is consistent) 

• Completeness (all required data is present) 

• Legibility (data is readable and understandable) 

• Timeliness (data is recorded at the point of care) 

• Accessibility (data is available to authorized persons when and where needed) 

3.5.2 Methodology for development of electronic health records 

1. Conduct review of current health record system. 
o Ensure that one unique identification number is used for each patient within 

any health facility and that this ID number is never duplicated.  

o Ensure that all visits, notes, accidents, and emergency records are filed under 
one identification number in the one comprehensive medical record. 

o Ensure use standard terminology to support clinical decision-making. 

o Ensure quality of medical record data (that essential information has been 
recorded; entries are signed and dated, etc.). 

o Ensure use of index codes (e.g. ICD 10) to enable the retrieval of medical 
records for research, health statistics, and epidemiological studies. 

2. Establish a Steering Committee to undertake the planning and development of the 
proposed new system.  
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This committee should consist of members of the IT Department Administration, Health 
Information Management Department, potential users from the medical and nursing 
services, representatives from the finance department, and any other individuals or 
departments identified by the MoH. The responsibilities of this committee will be to: 

o Determine the type of EHR envisioned by the MoH.  

o Identify perceived benefits of an EHR system.  

o Set achievable outcome goals that will meet the needs of both users and 
consumers. 

o Revise strategies in preparation for an EHR. 

o Develop a timeframe for implementation and funding. 

o Ensure that early input from members of medical, nursing and other key 
personnel are included.  

o Ensure that the manual health records’ culling policy is in place along with the 
electronic health record system.  

o Ensure operating system and identify any restrictions that may affect EHR 
implementation, such as lack of funds, lack of technical support, unreliable 
supply of electricity, or lack of trained staff. 

3. Operationalize the recommendations described above to ensure that there is a 
quality, paper-based patient records system that is accurate, comprehensive, 
integrated and timely 

4. Conduct review of policies relating to medical records practice. 

o Decide what the proposed system would cover and what restrictions need to be 
addressed before moving forward. 

o Measure improvement in the health of individuals as well as measure 
healthcare outcomes within the community/country. 

o  Maintain privacy, confidentiality and security of health information. 

5. Develop policies for new electronic health record system. 

o Information and work flow policy. 

o Content and format of health record. 

o Downtime policy. 

o Retention policy. 

6. Design a strategy for a new Electronic Health Record System 

o Identify the most suitable software to meet the needs of the MoH: a cost-
benefit analysis will be conducted to compare/contrast the various options 
against each other. The new system must be compatible with systems already 
installed and also with other institutions with whom the institution wishes to 
share information and needs to interface with. 
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o Modify existing E-technology and e-system capability and identify areas 
suitable for expansion according to new system needs.  

o Determine what clinical data capture and data retrieval is required and what 
current data collection is redundant. 

o Ensure that important policies and procedures are clearly documented and 
suitable to support health professionals adopt a different form of 
documentation and use of health information. 

o Determine if Personnel Health Records (PHRs) will be an integral part of the 
e-HRS. If so, determine how it will dovetail within the larger information 
system. 

7. Seek approval of the current strategy for the new EHR. 

The following elements need to be addressed in the adopted EHR strategy: 

o Storage of electronic health records: This strategy should include what type 
of media will be used to store EHRs; primary storage usually maintained in a 
central processing unit (CPU). 

o Risk management: Adequate funding should be available to provide the 
source applications, hardware infrastructure, and implementation resources. A 
funding/financial plan should be put in place to address ongoing needs. In 
addition to funding, adequate technical resources are necessary to provide 
support to program management during implementation and to provide 
ongoing IT support. 

o Quality assurance: EHRs should provide more accurate information to 
clinicians and aid in their decision-making. A medical alert mechanism should 
provide warnings regarding prescription decisions and reduce adverse events. 
Better information on service utilization patterns will also lead to better 
service planning.  

o Personnel health records (PHR): With the current trend for patients to be 
more involved in their own healthcare decisions, PHR are becoming more and 
more popular. PHR include identification and demographic information, 
allergies, blood type, and current health problems and medications being 
taken. The MoH must decide whether a PHR will be an integral part of the 
EHR and what form it will take.  

8. Appoint an implementation co-coordinator and team.  

9. Establish technical Training Group. 

10. Identify a place to train on new E-system. 

11. Pilot implementation of EHR: install and then assess. 

12. Adopt of new E system in selected PHCCs. 

13. Establish quality Assurance Group. 
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APPENDIX 1: Medical Records Handbook 
 

1. A Comprehensive Medical Records System 

Medical records are a written collection of data that deals with patient health care and are 
essential for present and future patient care. Data contained in medical records is also used 
for the management and planning of health care facilities and services, for medical research, 
and the production of health care statistics.  

Health Records: Broad. Include birth, immunization, physical examination results, etc. 
Records are disjointed. No privacy rules apply.  

Medical Records: Narrow. Include details pertinent only to physical and mental conditions; 
composed by and used by providers. The records are owned by the providers. Strict privacy 
rules apply.  

Medical records have a variety of uses:  

• Patient Care Management 

• Quality Review 

• Claim Filing 

• Legal Interests of the Parties 

• Education 

• Research 

• Public Health 

• Entrepreneurial by Providers 

The medical records are important to many people:  

• Patient – better care 

• Provider – few care-giver difficulties 

• Profession – increased knowledge 

• Third Party Payers – better financing practices.  

A fairly large number of persons have direct or indirect responsibility for the medical records:  

• Facility management 

• Facility medical records department 

• Attending physician and nurse.  
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2. Components of a Medical Record System 
 
Medical record department (MRD):  
Medical Record Department (MRD) is often referred to as the medical record room, clinical 
information services or health information department (HID). It deals with all patient-related 
data documentation, staffing in addition to medico-legal issues relating to the release of 
patient information and other legal associated procedures. 
 
Medical record officer (MRO):  
The persons responsible for the medical record service have changed from medical record 
officer (MRO); to medical record administrator (MRA) to health information manager (HIM) 
and, health information administrator (HIA).  
 
Medical record staff (MRS): 
Medical record staff must be resourceful and dedicated to working in a busy and extremely 
important section of health facility. With knowledge and experience they will find the job 
both satisfying and rewarding. The medical record staff is responsible for the following:  

• Records available when needed for the continuing care of the patient.  

• All forms relating to the care of a particular patient are in that patient's medical 
record.  

• Medical record has been completed by the doctor (diagnoses, essential medical 
investigation, medication and signature).  

• All information produced for statistics is accurate and readily available when required 
by the administration, Ministry of Health or other government agency.  

 
Medical record unit (MRU):  
The Medical Record unit develops and maintains master patient index for patient 
identification; retrieval of medical records for patient care and other authorized use; referral 
procedure and completion of medical records after patient has been referred; and to 
completion of monthly and annual statistics.  
 
Medical record forms (MRF):  
The medical record is made up of a number of forms, which are all used for a specific 
purpose. The basic set of forms in the medical record includes:  

•  Medical examination forum, which covers identification, medication, final diagnoses, 
and the doctors’ signature.  

• Correspondence and legal documents - correspondence received about the patient, e.g. 
referral letters.  

• Health care professional notes, including immunization records, pregnant care, and 
child care etc.  

• Laboratory reports, including hematology, histology, microbiology, X-ray, etc.  

• Bi-monthly and monthly growth charts.  

• Paramedical intervention including weight, arm circumference, head circumference, 
temperatures, blood pressure. 
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There should be a specified order in which all forms are placed within the medical record 
after patients leave the health facility.  
 
Medical record folder:  
All medical record forms should be kept in a medical record folder. This should be a manila 
folder contained within stronger cardboard folders. On the medical record folder should be 
written the:  

• Patient's name.  

• Patient's medical record number.  

• Date of last attendance.  

Papers should be held in the medical record, either by a clip or fastener. Staples should not be 
used as they tend to rust and additional forms cannot be easily added.  
 
Medical record dividers:  
It is a tool used to separate each unit; the divider will be slightly wider than the forms in the 
medical record and have a tab on which to write the unit name (immunization, school health, 
maternal care, child care).  
 
Medical records file area:  
It is most important that plenty of space is available for filing medical records, and that the 
file area is clean, tidy and has good light.  

The file area should have clear desks for the medical record clerks to sort medical records and 
make out tracers.  

The file area should have space for records awaiting filing and awaiting completion. It is 
important to calculate the amount of space required for medical record files as follows:  

• Measure one full shelf. 

• Count the number of files on the shelf.  

• Calculate the number of files per linear meter.  

• Count the number of new files created last year.  

• Calculate the number of linear meters required per year.  

• You can then calculate the number of linear meters required for 1, 5, or 10 years.  
 
Medical record data:  
Filing is an extremely important procedure within the medical record room.  

•  All medical, records should be filed as soon as possible when returned to the Medical 
Record Department or completed when the patient has left.  

• Medical records should be located in its correct place when not in use.  

• At the end of every day there should be no medical records waiting for filling.  

• At the end of every day all completed and returned medical records should be filed.  
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• Medical records which are too big should be separated into two or more volumes and 
clearly marked as VOL. I or VOL. 2 etc. and filed together in the correct place.  

• Medical records torn or damaged folders should be replaced and any loose forms 
secured.  

• Regular checks should be in place to check the file for missing medical records.  
 
Patient identification and numbering:  
The backbone of an effective and efficient medical record system is the identification and 
numbering system. Correct identification ensures that each patient has one medical record 
number and one medical record. The type and number of unique patient characteristics used 
will change from country to country, and are defined by:  

• A national identification number.  

• Health insurance number.  

• Father's family name and first name.  

• Mother's first name and maiden name.  

• Biological characteristic, e. g. fingerprint or footprint in the case of a new-born infant 
 
Medical Record Number (MRN):  
The patient is given a medical record number at the first attendance at the PHC. This number 
is then used during the recurrent visit and in the future to identify that patient. The medical 
record number is a (MRN) permanent identification number assigned in straight numerical 
sequence by PHC staff and recorded on all medical record forms relating to that particular 
patient.  
 
 
The Visitor Register: 
The Visitor Register is a listing of all patients visiting a particular center. It can be used to 
produce visit statistics and usage rates for an individual center.  
 
 
Master Patient Index (MPI):  
The MPI card is prepared by the medical record staff responsible for the registration 
procedure in the Medical Record unit and is the key to locating the medical record. In manual 
systems it is a card index.  

It can also be computerized. The card contains only information of an identifying nature 
necessary to identify the patient and locate that patient's medical record. It should not contain 
any medical information.  
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Disease index (DI):  
A list of diseases, conditions and injuries by the specific code, number for each disease, 
condition or injury according to the coding system used such (ICD10). The disease index 
information could be used for the following:  

1.  Review of previous cases with a particular disease.  

2. Research into a particular disease or to write a scientific paper.  

3.  Obtain information on the use of the PHC facilities.  

4.  Evaluation of the quality of health care.  

5.  Epidemiological and infection-control studies.  

6. Provide educational material for health professional students and for medical staff 
meetings.  

 
Culling medical records:  
According to Iraqi national legislation, if medical records have not been used for a specified 
number of years then they should be removed from the active file room. The personnel with 
access to the medical records could classify the medical records as active or inactive, 
depending on the level of activity of the file. The aim of the culling process is to remove 
inactive medical records from the files to allow more filing space.  

3. Collection of patient statistics 
 
As medical records are the primary source of data about a patient’s history, the record officer 
or statistician is in the best position to collect and prepare statistical data on health care.  
It is important to note that statistics are only as accurate as the original document from which 
they are obtained. Therefore, the medical record officer or statistician should accept the 
responsibility for seeing those medical records and other source.  
 
Documents should be complete and readily available to meet: 

• The requirements for the production of accurate and meaningful statistics.  

• The type and extent of data collected and the use made of that data varying from 
country to country.  

•  Statistics relating to the services offered by medical staff and the overall work of the 
PHC.  

• Mutual understanding of all terms used.  

• The statistics collected must be relevant and must be reliable.  

• It is important to collect data nationally as health care statistics, can be compared to 
statistics from previous years and with other facilities.  

• The government determines what is required on a national level.  
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Counting patients: 

What information the health facility authorities require will determine the information, which 
will be collected on outpatients. The person responsible for this collection must make sure 
that the definition used in the collection of outpatient statistics is the same for all outpatients.  

1. Routine collection of patient information assists the health care center in analyzing the 
pattern of care and the demographics of its patient population.  

2. All health facility keeps an outpatient register, the data in the register are regularly 
used and there is no other way of getting the data.  

3. The difference between the number of patient visits and the number of patient 
services within PHC on a given day should be clear.  

 
Patient service: 
The definition used to determine all the services provided to the patient during ONE single 
visit to the primary health center (maternal and child care, vaccination, growth monitoring, 
school health services, oral health, nutrition.) 
 
Patient visit:  
This data set indicates the number of patient attending the PHC center each day. The Patient 
Visit record represents the actual number of patients, who have attended for a given period, 
e.g. for a week, month or year, in a given PHC center. If the patient sees one or more health 
care professionals during the one visit - these are NOT counted when counting the total 
number of patient visits.  
 
Occasion of service: 
This data set is used to identify specific acts of service provided to the patient (number of 
occasion of services) such as performance of a lab test, ECG, or X-ray; this includes 
telephone counseling in some countries.  
 

4. Medical Record Committees (MRC) 
 
Each PHC should have a Medical Record Committee. This Committee makes decisions on 
medical record policy, medical record procedures, medical record forms, and procedures in 
other units relevant to the management of medical records and patients. The Medical Record 
Committee is responsible for all matters relating to the content of medical records and the 
provision of medical record services in the health facility.  
 
The Medical Record Committee in a model or training PHC Center meets every month and 
less frequently in smaller PHC Centers. The Committee should be made up of people who are 
interested in the quality of medical records and they how are prepared.  
 
The Committee should consist of not less than 3 members and not more than 6 members. The 
MRC should be comprised of a:  

• Doctor to represent the doctors from different units.  

• Nurse or a paramedical staff to represent the medical assistant staff.  

• Administrative staff to represent the administration management.  
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• Representative of allied health staff (physiotherapy, social work, etc.).  

• The Medical Records Officer.  
 
Responsibilities: 
A Medical Record Committee is responsible for: 

• Ensuring that accurate and complete medical records are kept and readily available for 
every patient treated in the PHC.  

• Ensuring that medical staff completes all the medical records of patients under their 
care by recording diagnoses and writing a case summary (where required) for each 
patient.  

• Determining the standards and policies for the medical record services of the health 
care facility.  

• Recommending action when problems arise in relation to medical records and the 
medical record service.  

•  Controlling new and existing medical record forms used in the health care facility.  

• Assisting the medical record officer in liaison with other staff/departments in the 
health care facility.  

• Rules and regulations for the completion of medical records are developed and 
approved by medical staff. All forms should be cleared by the MRC before being put 
into use.  

 

5. Medico-legal issues 
 

Medical records are considered the property of the health facility and are compiled and kept 
primarily for the benefit of the patient. The personal data contained in the medical record is 
considered a confidential communication and the property of the patient. 

Medico-legal principles:  
As a general rule NO information concerning a patient should be released to another person 
without written consent of the patient or the patient's legal guardian. If a patient is under the 
age of 14 years or otherwise subject to a guardianship order, any consent for access to 
information should be given in writing by the patient's parents or legal guardian.  

 
Medico-legal information releasing:  

• Medical records are important legal documents. It is essential that they are complete, 
accurate and available when needed. Notes of the patient’s condition and complete 
findings upon physical examination should be recorded along with the progress of the 
patient management.  

• The attending doctor or other health professional must sign all entries at the time of 
recording the data.  

• Medical record staff should check the medical record to ensure its completeness and 
accuracy.  
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• Entries that have been erased and not initialed or signed should be returned to the 
doctor for his or her signature, as without such a signature the legal value of the 
medical record will be decreased.  

• Medical record officers (MROs) must be familiar with the legal requirements 
regarding medical records in the country to be able to cope with medico-legal 
problems when called on to do so.  

• MROs must also be able to identify legitimate and illegitimate requests for 
information.  

 
Procedure for the release of medical information in a legal case:  
The facility may permit a patient's lawyer to view the medical record, in the presence of a 
doctor. It is rare for this to happen however and in most medico-legal cases a lawyer 
requesting specific information about a particular patient sends a letter to the facility 
requesting the information.  
 
The lawyer must include the patient’s written authority, giving the facility permission for the 
release. Such as:  

• Patient identification.  

• Relevant history of presenting illness and physical findings.  

• Clinical observations.  

• Reports of tests and procedures performed.  

• The outcome of the visit. For example, follow-up for further treatment, no further 
treatment etc.  

• Growth chart for children.  

• Immunization for children and women of child bearing age.  

• Referral information, correspondence from local doctors or community workers 

• The doctor/nurse seeing the patient should sign the medical record to indicate their 
responsibility for the written information.  

• The same information would be collected if the patient visited a separate health center 
or clinic. 

 

6. Computerized medical report 
 

As mentioned previously many countries now have a number of computerized systems for 
medical record procedures. The aim of many health facility authorities is for the development 
of an automated patient information service that will increase the efficient retrieval of 
information for patient care, statistics, research and teaching.  
 
The use of a computerized system may improve the effectiveness and efficiency of a Medical 
Record Department, but ONLY where the basic manual procedures are already in place and 
well organized.  
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The development and implementation of such a system requires detailed planning and 
cooperation between the medical record officer, the computer staff and the health facility 
administration. Five levels of automation have been identified in the transition to electronic 
health records. Each level builds upon the one before:  

1. The automated medical record first depends on input from paper-based documents 
and consists mainly of administrative systems and clinical support systems such as 
laboratory results.  

2. The computerized patient record (CPR), which is created by converting paper-
based documents through document imaging systems. At this level the basic 
structure of the paper based system is unchanged.  

3. The third level is electronic medical records (EMR).  
4. The fourth is the electronic patient record (EPR).  
5. The electronic health record (EHR) is the fifth and ultimate goal in the 

development of health information systems and has not been fully reached in most 
countries to date. 

In many countries the first two levels have been reached and work is progressing slowly on 
the next stages--the electronic medical record.  
 
Computerized master patient index (MPI): 
The information in a computerized master patient index is the same as that recorded in a 
manual master patient index. As for a manual system, the objective of a computerized MPI is 
patient identification; the main function being the entry, storage and retrieval of the patient's 
name and medical record number.  
 
Implementation of a computerized MPI: 
Computerization of the MPI would be spread over a period of time through:  

• Entry of information already held on index cards from the manual MPI card system.  
• Entry of all patients in PHC at the time of implementation.  
• The entry of data on new patients should be completed at the time of their first visit to 

the health facility at the registration office/registration desk. 
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Search program:  
As for the manual system in a computerized (MPI) the search program should enable the 
operator to locate a particular family or patient to determine if that patient has been in PHC 
previously, and has a medical record number.  
 
Disease and procedure index system:  
Another possible computer application is the disease and procedure index. Although this 
system would be self-contained it would also be part of the full set of systems relating to 
patient administration and information services. 6.7 Medical Records and Patient Rights 

1. The patient has the right to inspect or review his medical record. As a courtesy the 
primary physician will be notified of the request to inspect and/or review his medical 
record. The physician or paramedical health team must be present while the patient 
inspects or reviews the medical record.  

2. The patient has the right to receive a copy of his record, after submission of 
authorization for release.  

3. The patient has the right to address any questions about the medical record during his 
stay within health facility to his doctor and nurse.  

4. Health facility can disclose non-confidential information from medical records to get 
paid for the medical services and supplies provided.  

5. Health facilities could disclose the medical records to improve the quality of care; for 
example, to evaluate the PHC staff and quality of medical record information.  

6. Health facilities could disclose medical records for research, such as studying the 
effectiveness of a treatment. These research projects must go through a special 
process that protects the confidentiality of medical information.  

7. Health facilities, according to local laws, can disclose a patients’ medical record to 
report on child abuse or neglect and must provide certain information to law 
enforcement officials in domestic violence cases.  

8. Health facilities have the right to give information to the public authority, such as 
Workers’ Compensation Program for work-related injuries.  

9. Health facilities have the right to disclose certain medical records information for 
public health purposes. For instance to report births, deaths, and communicable 
diseases to the public authority.  

10. Health facilities have the right to report patient problems with medications or medical 
products (vaccination) to Drug Administration, or may notify patients of a recall of a 
product used in their care.  

11.  Health facilities may disclose medical records information for public safety purposes 
in limited circumstances.  

12. Health facilities may disclose medical record information to a government agency that 
oversees the PHC or its personnel. These agencies need medical information to 
monitor the PHC’s compliance with MoH and public health laws.  

13. The health facility may also disclose medical information to officials for intelligence 
and national security purposes, or for Presidential Protective Services..   
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7. Medical Records and Patient Safety 
 

General points on medical record safety: 

• Clear and complete information in the medical record reduces the risk of a 
miscommunication that could result in patient harm.  

• Patient Medical records should contain current allergies and refer to this whenever the 
patient has an office visit.  

• The patient’s record should contain a past medical history as well as an up-to-date list 
of medications and chronic conditions. Having this information available when 
providing care reduces the risk that the patient will be prescribed a medication or 
treatment that is contraindicated.  

• Medical information from other physicians, hospitals, home care agencies, or skilled 
nursing facilities in the form of a filed correspondence or progress note to ensure safe 
coordination of care.  

• All written documentation must be legible both within the medical record and in any 
communications provided to the patient or about the patient.  

 
Computerized medical records and patient safety:  

• The computerized medical record will improve patient safety, enhance patient 
confidentiality and reduce the need for additional testing when a patient is referred to 
another health facility.  

• The system is created and designed to help health organizations improve financial and 
clinical outcomes by driving error, variance and waste from the care process.  

• Health facilities will be linked by this system with added convenience and safety for 
the patients.  

• The technology allows clinicians to run tests, make diagnoses, place orders, fill 
medications, document care, using a single information system; thus eliminates the 
duplication of tests as well as the chances of giving inappropriate medication.  

• The system will improve communication between care providers and patients 
facilitating quicker and more effective patient treatment.  

• The new system will tremendously enhance patient care at health facility. 

 

8. Medical Record Policies 

• Policies are plans within which objectives may be set and decisions made. 

• The policies will be created and adopted to be in line with legal and cultural 
atmosphere at Iraq. 

• Medical record policy should be set as a part of national MoH medical record policy. 
DOH, district medical records policy adopted accordingly and could be modified to 
cope with general outlines of national policy.  
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• The senior PHC management in conjunction with the Medical Record Committee 
approves the policies relating to the medical record services.  

• Many procedures in the Medical Record Department are based on medical record 
policy.  

• Medical record officers may develop policies specific to their department, but the 
policies must be limited to the activities of the department and not conflict with PHC 
organizational policies.  

• Once the policies are determined, then procedures must be written to ensure that the 
policies are followed.  

 
Most importantly medical record policies include:  

a) Patient access to their medical record.  

b) Privacy, confidentiality and the release of patient information.  

c) The retention of medical records.  

d) The destruction of inactive medical records.  
 
a) Access to medical record:  

Patient access to the information in their medical record will be adapted to the Iraqi legal and 
cultural environment; the project will urge the MoH to lead the development of national 
policy; if there is no national policy on this issue. If patients are allowed to access their 
medical record, the PHC should have a clear written (policy, regulations and a procedure for 
patient to access their MR, followed strictly by the working staff at the Medical Records 
Department.  
 

b) Privacy, confidentiality of medical records: 
In many countries today the medical record has become an important legal document.  
It is important the person in charge of the medical record is aware of the need to maintain 
confidentiality and the patient's right to privacy and that unauthorized persons do not have 
access to the medical record.  
 
The physical medical record is the property of the PHC and the information in the medical 
record is the property of the patient and cannot be released without the consent of the patient.  
Exceptions to this rule include the use of the information by:  

• Doctors and other health professionals for the continuing care of the patient.  

• Medical research where the patient is not identified.  

• Health care statistics for the collection of biostatistics when the individual patient is 
not identified.  

• The information contained in the medical record belongs to the patient is confidential, 
this should be highly considered when Communication between the doctor or other 
health professionals and the patient.  

• Medical records should be safeguarded against unauthorized use.  

• They should be stored in a secure area, and there should be detailed policies regarding 
confidentiality and release of patient information.  
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The medical record officer should develop a policy approved by the Medical Record 
Committee (MRC) for the release of patient information. It is important to ensure that all 
staff, not only in the Medical Record Department, but also in all other units of the PHC, are 
aware of the policy and that it is followed.  
There are four methods of releasing information:  

• Direct access to the medical record.  

• Supply of an abstract giving detail requested.  

• Verbal release.  

• Photocopying.  
 
c) Retention of medical records:  

 
Medical records should be kept by the health facility as long as required under the Statute of 
Limitations (retention for legal requirements), or the country's record retention regulation.  
Before determining a retention policy the health facility administrator should review all the 
records and extent of usage.  
 

d) Destruction of medical records:  
 
In many countries when medical records are destroyed after the required retention period, 
basic information is retained permanently. This information includes:  

• Patient’s full name and date of birth.  

• Health facility case management dates.  

• Name of the attending doctor.  

• Diagnoses, treatment and investigation performed.  

• Patient summery for each visit if more than one.  

• A note should be included with the retained documents stating that the records have 
been destroyed according to the retention policy.  

 

9. Medical record evaluation 
 

Medical records data (accuracy, comprehensiveness, completeness) evaluation conducted at 
all health facilities levels (PHC centers, district office, health directorate, MoH) as: 

• Internal evaluation: conducted by focal points, unit and PHC manager at the same 
PHC 

• External evaluation: conducted by higher level district, department, section and 
inspector general both from DOH and MoH. 

 
Medical record department evaluation:  
Study questions, which could be used to evaluate the work of the MRD could include:  

• Are medical records completed and filed promptly? 



 

APPENDIX 1: Medical Records Handbook  33 | P a g e  

• Is the file room clean and tidy? 

• Are Master Patient Index cards filed promptly? 

• Are all patient records returned to their cabinet in Medical Record Department at the 
end of the working day? 

• Are medical record forms filed in the correct order? 

• Are all medical records completed within a specified time after patient visit? 

• Are medical records coded correctly? 

• Are the monthly and yearly statistics collected within a specified time? 
 

Medical record content evaluation:  
The content of the medical record can be evaluated by reviewing the following:  

• Doctors have recorded all essential data.  

• Doctors have signed and dated all clinical entries.  

• Nurses have recorded and signed all visit intervention, notes regarding the condition 
and care of the patient.  

• All the orders for treatment have been recorded in the medication form and 
medication administration recorded and signed.  

 
Quality issues related to medical records:  
The Medical Record Department is often the first department in a health care facility to start 
doing quality checking.  

• Medical Records Department has prompt communication with many other 
departments in the health care facility.  

• Medical record is the best place to check the medical care and treatment of the patient.  

• Quality checking of the medical record often results in action being required by staff 
outside the Medical Record Department.  

• One approach to quality checking is to ask staff from other departments to check on 
the MRD using a check-list.  

• The results of these quality checks (or audits) are kept on a chart (or graph) in the 
Medical Record Department.  

• The figures on the charts are a source of pride for the Medical Record Department 
staff.  

• The reciprocal quality-checking program with other departments, which could result 
in an improvement in the quality of procedures throughout the health care facility.  
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APPENDIX 2: Medical Records Technical Working Group  
 

# Job title Position 

1 Minister Deputy for Technical Affairs Chairman 
 

2 Director General for Public Health Member 
 

3 Director General for Technical Affairs Member 
 

4 Director General for Planning and Human Promotion 
 

Member 

5 Director General for Administrative and Legal Affairs 
 

Member 

6 IT Department ; Office of the Minister  Member 
 

7 Department Manager for PHC  Member 
 

8 Section Manager for PHC  Reporter 
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Medical Records Technical Working Group 

# Name Health directorate Position 

1 Dr. Ikhlas Younis  Public Health Directorate  PHC Cs department manager  

2 Dr. Raghad Abed Al retha  Public Health Directorate  PHC focal point  

3 Dr. Baraa Hameed  Public Health Directorate PHC focal point 

4 Dr. Kaffa Manswor  Public Health Directorate  PHC focal point 

5 Dr. Yaser Mortatha  Planning Directorate  Policy and planning department  

6 Dr. Abbass Saub  Technical Health Affairs Curative care department  

7 Dr. Israa Shoker Walee  Technical Health Affairs Dental care department  

8 Dr. Rieath Morawah  Inspector General  PHC Cs inspection unit  

9 Dr. Israa Mouhe  Baghdad Rusafa  PHC department Manger  

10 Dr. Batool Ali Hussen Baghdad Rusafa F.M.T.C. manager  

11 Dr. Refaq Taleb  Baghdad Rusafa F.M.T.C. manager 

12 Dr. Abed Al Kathem Nasser  Baghdad Kerkh  PHC department Manger 

13 Dr. Sundus Shawqe  Public Health Directorate  PHC focal point 

14 Dr. Bushra Najem  Baghdad Kerkh F.M.T.C. manager 

15 Dr. Maysoon Rabeea  Public Health Directorate  Health promotion department  

15 Ph. Kulowed Aziz  Technical Health Affairs Laboratory department  

17 Ph. Hayfaa Saleem Technical Health Affairs  Pharmaceutical department  

18 Ch. Nadia Jawad  Public Health Directorate  Lab. Focal point  

19 St. Salah Mehdi  Planning Directorate Health vital statistic section  

20 St. Kalaf Mohamed Khalaf  Maysan Health Directorate  Maysan Health directorate / 
Health vital statistic section 
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Electronic Medical Records Technical Working Group 

# Name  Health directorate  Position 

1 Dr. Ikhlas Younis  Public Health Directorate PHCCs department manager  

2 E. Duraed E maad  Public Health Directorate PHCC, IT focal point  

3 Ph. Yasser Aziz  Public Health Directorate Quality assurance section  

4 E. Dunia Shaban  Public Health Directorate Public health directorate  

5 E. Wassem Majeed  Public Health Directorate Public health directorate  

6 St. Hasanen Falah  Public Health Directorate Public health directorate  

7 E. Mellad Ibraheem  Planning Directorate  HVSD/IT section  

8 E. Lwaee Hani  Planning Directorate HVSD/IT section 

9 E. Mohamed Fareed  Planning Directorate HVSD/IT section 

10 Dr. Ali Mahmood Hassan  Planning Directorate HVSD 

11 Dr. May Abed Al Razaqq Planning Directorate HVSD 

12 IT. Lamiaa Abed Al Jabbar  Planning Directorate HVSD/IT section 

13 IT. Suhad Adnan  Planning Directorate HVSD/IT section 

14 IT. Ayman Raheem  Planning Directorate HVSD/IT section 

15 St. Salah Mehdi  Planning directorate Health vital statistic section  

16 E. Aanwar Ali  H.E. M. Office  IT department manager  

17 E. Sajedda Hassan  H.E. M. Office  IT department focal point  

18 IT. Ehab Raad  H.E. M. Office  IT department focal point  

19 IT. Zayed Manswoor  H.E. M. Office  IT department focal point 

20 IT. Mohamed Abed Al Hassan  H.E. M. Office  IT department focal point 

21 IT. Amaar Abed Al Hussen  H.E. M. Office  IT department focal point 

22 St. Kalaf Mohamed Khalaf  Maysan Health Directorate  Maysan Health directorate / 
Health vital statistic section 
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APPENDIX 3: Four Year Implementation Plan for Medical Records (August 2012 - 2013) 
 
Medical record detailed action plan year 2012-2013 
 

Event/Activity Begin 
Date End Date Venue 

Responsible 
Technical 
Advisers 

Participants Objective 

 1.4.a - Primary Health Care Patient 
Records System developed  

18Mar12 20Nov12  Medical Record 
Adviser  

 To develop an accurate, 
comprehensive, timely 
medical record system 

1.4. a.1. Training of Trainers       

• Train Trainers on paper medical 
records (Group 1)  

18Mar12 20Mar12 Al-Mansour 
Compound 

MRA, TWG, 
RD,PC 
Dr. Ikhlas/MoH  

Baghdad, Al Karkh, 
Rusafa, Diyala, Anbar 

 

• (Group 2) 
26Mar12 28Mar12 Al-Mansour 

Compound 
MRA, TWG, 
RD,PC 
Dr. Ikhlas/MoH  

Salah Al-din, Babil 
Wasit, Najaf, Karbala 

 

• (Group 3) 
02Apr12 04Apr12 Al-Mansour 

Compound 
MRA, TWG, RD, 
PC Dr. Ikhlas/MoH  

Basrah, Maysan, 
Diwaniya, Muthanna, 
Dhi-Qar  

 

• (Group 4) 
16Apr12 18Apr12 Al-Mansour 

Compound 
MRA, TWG, 
RD,PC 
Dr. Ikhlas/MoH  

Erbil, Sulimaniya, Dohuk, 
Ninawa, Kirkuk 

 

1.4. a.2 Roll out training to the 
provinces       

Roll out training on accurate, 
comprehensive, timely medical record 
system for 126 PHC (Group 1) 

13May12 15May12 Al 
Mustansrya 
Family 
Medicine 
Training 

MRA, TWG, 
RD,PC 
Dr. Ikhlas/MoH  

Baghdad Al Karkh PHC 
Cs 
Baghdad, Rusafa PHCCs  
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Event/Activity Begin 
Date End Date Venue 

Responsible 
Technical 
Advisers 

Participants Objective 

Center  
(Group 2) 10Jun12 12Jun12 Al Manswor 

Family 
Medicine 
Training 
Center 

MRA, TWG, 
RD,PC 
Dr. Ikhlas/MoH  

Ninawa, Kirkuk,  
Salah Al-din 

 

(Group 3) 16Jul12 18Jul12 Family 
Medicine 
Training 
Center  

MRA, TWG, 
RD,PC 
Dr. Ikhlas/MoH  

Erbil, Sulimaniya, Dohuk  

(Group 4)  12Aug12 14Aug12 Family 
Medicine 
Training 
Center  

MRA, TWG, 
RD,PC 
Dr. Ikhlas/MoH  

Basrah,Maysan,  
Dhi-Qar. 

 

(Group 5) 10Sep12 12Sep12 Family 
Medicine 
Training 
Center  

MRA, TWG, 
RD,PC 
Dr. Ikhlas/MoH  

Wasit, Najaf, Karbala  

(Group 6) 14Oct12 16Oct12 Family 
Medicine 
Training 
Center  

MRA, TWG, 
RD,PC 
Dr. Ikhlas/MoH  

Diwanya, Muthana, 
PHCCs 

 

(Group 7) 18Nov12 20Nov12 Family 
Medicine 

MRA, TWG, 
RD,PC 

Babil, Anbar PHCCs  
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Event/Activity Begin 
Date End Date Venue 

Responsible 
Technical 
Advisers 

Participants Objective 

Training 
Center  

Dr. Ikhlas/ 
PHC/MoH  

1.4. a.3. Design an integrated record 
system that will be used in the 
upcoming phase  

01Mar12 30Oct12  Medical Record 
Adviser, Dr. 
Ikhlas/PHC/MoH  

Baghdad Al Karkh 
PHCCs 
 
Baghdad, Rusafa PHCCs  
 

New paper-based 
medical record 

• Conduct two days meeting to 
TWG to Finalize paper medical 
record forms  

07Mar12 08Mar12 Al-Mansour 
Compound 

Dr. Rafah, TWG 
Dr. Ikhlas/ 
PHC/MoH  

Baghdad Al Karkh 
PHCCs 
 
Baghdad, Rusafa PHCCs  
 

Finalize new paper data 
collection 

• Conduct three days’ workshop 
to TWG to finalize paper 
medical record data collection 
forms.  

10Apr12 12Apr12 Al-Mansour 
Compound 

Dr. Ikhlas/ PHC/ 
MoH, Dr. Rafah, 
TWG, RD,PC 

Baghdad Al Karkh 
PHCCs 
 
Baghdad, Rusafa PHCCs  
 

Finalize new paper data 
collection 

• Pilot testing of new set of MR 02May12 30Oct12 MoH 
&PHCPI  

Dr. Rafah, TWG, 
RD, PC Dr. Ikhlas/ 
PHC/ MoH  

Baghdad Al Karkh PHC 
Cs 
Baghdad, Rusafa PHCCs  
 

Pilot paper-based 
medical records  

• Print all related log books, 
statistical forms, guidelines  

02May12 17May12 MoH & 
PHCPI  

Dr. Rafah, Dr. 
Ikhlas/PHC/MoH  

MoH Pilot paper-based 
medical records 

• Training courses for selected 
pilot PMR  

o Medical staff  
o Paramedical staff 
o Administrative staff  

 
 
20May12 
27May12 
30May12 

 
 
22May12 
29May12 
31May12 

Family 
Medicine 
Training 
Center 

MRA, TWG, 
RD,PC 
Dr. Ikhlas/ 
PHC/MoH  

Baghdad Al Karkh PHC 
Cs 
 
Baghdad, Rusafa PHCCs  
 

Training on new paper-
based medical records  
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Event/Activity Begin 
Date End Date Venue 

Responsible 
Technical 
Advisers 

Participants Objective 

  
• Implement PMR on selected 

pilot PMR  
01Jun12 31Oct12 PHCCs MRA, TWG, 

RD,PC 
Dr. Ikhlas/ PHC/ 
MoH  

Baghdad Al Karkh PHC 
Cs 
 
Baghdad, Rusafa PHCCs  
 

Pilot medical record 
implementation  

• Collect feedback and upgrade 
the system 

01Jun12 31Oct12 PHCCs Dr. Rafah, TWG, 
RD, PC Dr. Ikhlas/ 
PHC/ MoH  

PHCPI, MoH  Monitoring to pilot 
medical record  

• MoH approve the new system: 
• Conduct three days’ workshop 

to finalize PMR and approve 
PMR  

 
 

04Nov12 06Nov12 Al-Mansour 
Compound  

Dr. Rafah, TWG 
Dr. Ikhlas/ PHC/ 
MoH  

Public Health, Planning, 
Technical, Inspector 
General Baghdad Al 
Karkh PHCCs 
Baghdad, Rusafa PHCCs  
 

Finalize and approval 
of new paper medical 
record  

1.4. a.4. Evaluate the potential of 
automating/ digitalizing the health 
information system based on other 
countries' experience 

01Apr12 04Sep12 Al-Mansour 
Compound  

DCOP, Dr. Rafah, 
TWG, IT, STTA E. 
Anwar /IT/MoH  

MoH, IT section, IT units 
from Public Health, 
Technical, Planning and 
Administration  

To determine the 
potential for an 
electronic medical 
record system 

• Prepare all necessary document 
and Logistic to introduce 
automated MR  

01Apr12 12Apr12 PHCPI, 
IT,PHC 
Dept.  

DCOP, Dr. Rafah, 
TWG, IT, STTA E. 
Anwar /IT/MoH  

MoH, IT section, IT units 
from Public Health, 
Technical, Planning and 
Administration  

To review current 
policy of EHR 

• Conduct a three day workshop 
for IT TWG to assess needs and 
requirement for new system  

 

23Apr12 25Apr12 Al-Mansour 
Compound 

DCOP, Dr. Rafah, 
TWG, IT, STTA 
E. Anwar /IT/ MoH  

MoH, IT section, IT units 
from Public Health, 
Technical, Planning and 
Administration  

To assess needs and 
requirement for new 
system  
 

• Conduct a two day meeting for 
the IT steering committee to 

07May12 08May12 Al-Mansour DCOP, Dr. Rafah, 
TWG, IT, STTA E. 

MoH, IT section, IT units 
from Public Health, 

To assess needs and 
requirement for new 
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Event/Activity Begin 
Date End Date Venue 

Responsible 
Technical 
Advisers 

Participants Objective 

assess needs and requirements 
for a new system  

 

Compound Anwar /IT/MoH  Technical, Planning and 
Administration  

system  
 

• Conduct a series of three day 
workshops for the IT Technical 
Working Group  

o Workshop 1 
o Workshop 2 

 
 
 
17Jun 12 
02Jul12 
 

 
 
 
19Jun12 
04Jul12 
 
 
 

Al-Mansour 
Compound 

Dr. Rafah, TWG, 
IT, STTA E. Anwar 
/IT/MoH  

MoH, IT section, IT units 
from Public Health, 
Technical, Planning and 
Administration  

To determine medical 
record structure and 
content: 
• Ensure a patient ID 
system is in place 
• Determine an 
effective means of 
obtaining informed 
consent 
• Introduce data 
standards and common 
terminology 

• Appoint an Implementation 
Coordinator and team: 

o Contact E- source. 
o Assess needs and 

requirement for new 
system   

08Jul12 
 

31Jul12  DCOP, Dr. Rafah, 
TWG, IT,STTA 
E. Anwar /IT/MoH  

MoH, IT section, IT units 
from Public Health 

Need assessment of E-
medical records.  

• Determine technology 
infrastructure required (Cabling, 
Terminals, etc.) 

01Aug12 10Aug12  DCOP, Dr. Rafah, 
TWG, IT,STTA 
E. Anwar /IT /MoH 

MoH, IT section, IT units 
from Public Health 

Need assessment of E-
medical records 

• Determine telecommunications 
infrastructure required 

12Aug12 

 

17Aug12 

 

 Dr. Rafah, TWG, 
IT, STTA E. Anwar 
/IT /MoH  

MoH, IT section, IT units 
from Public Health 

Need assessment of E-
medical records. 
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Event/Activity Begin 
Date End Date Venue 

Responsible 
Technical 
Advisers 

Participants Objective 

• Plan for system phased in. 19Aug12 

 

31Aug12  Dr. Rafah, TWG, 
IT, STTA E. Anwar 
/IT /MoH  

MoH, IT section, IT units 
from Public Health 

 E-medical records 
pilot implementation  

1.4. a.5. Pilot test the suggested digital 
system in a group of PHCs that are 
connected to one district hospital 

03Sep12 01Mar13 Pilot PHC 
for EMR 

Dr. Rafah, MoH IT, 
RD, PC 

Baghdad Al Karkh 
PHCCs 
 
Baghdad, Rusafa PHCCs  
 

E-medical records pilot 
implementation 

• Adoption of new E system in 
selected PHC: Assessment of 
installation requirements’ 

03Sep12 

 

31Oct12 
 
 
 

Pilot PHC 
for EMR 
 
 

DCOP, Rafah, 
TWG, IT, STTA 
E. Anwar/IT/MoH 

Baghdad Al Karkh 
PHCCs 
 
Baghdad, Rusafa PHCCs  
 

E-medical records pilot 
implementation 

• Establish Technical Training 
Group: 

o Prepare training 
programs 

o Prepare the training site 
o Identify participants 
o Commence training 

 
 
05Nov12 
12Nov12 
19Nov12 
26Nov12 
 

 
 
08Nov12 
15Nov12 
22Nov12 
29Nov12 

Pilot PHC 
for EMR 

Dr. Rafah, TWG, 
IT, STTA, E. 
Anwar /IT/MoH 

Baghdad Al Karkh 
PHCCs 
 
Baghdad, Rusafa PHCCs  
 

Training on E-medical 
records pilot 
implementation 

• Identify training place, Conduct 
training on the new E-system: 

o Medical staff  
o Paramedical staff  
o Administration and 

technical staff  

01Dec12 
 
03Dec12 
17Dec12 
24Dec12 
 

30Dec12 
 
06Dec12 
20Dec12 
27Dec12 
 

Pilot PHC 
for EMR 

Dr. Rafah, TWG, 
IT, STTA, E. 
Anwar /IT /MoH 

Baghdad  Al Karkh 
PHCCs 
 
Baghdad, Rusafa PHCCs  
 

Training on E-medical 
records pilot 
implementation 

• Establishment technical 
working groups: 

02Jan13  31Jan13  Pilot PHC 
for EMR 

Dr. Rafah, TWG, Baghdad Al Karkh 
PHCCs 

To install pilot EHR 
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Event/Activity Begin 
Date End Date Venue 

Responsible 
Technical 
Advisers 

Participants Objective 

o Installation of pilot 
system PHC  

 

  IT, STTA, E. 
Anwar /IT/MoH 

 
Baghdad, Rusafa PHCCs  
 

• Assessment of pilot system 01Feb13 01Mar13 Pilot PHC 
for EMR 

Dr. Rafah, TWG, 
IT, STTA E. Anwar 
/IT/MoH 

MOH, IT section, IT units 
from public health 

To assess pilot EHR 

 1.4.c – PHC Patient Records System 
established in 126 and 35% of 
participating clinics  

08Oct12 28Feb13 Al-Mansour 
Compound 

Dr. Rafah  To develop an accurate, 
comprehensive, timely 
medical record system 

• Train trainers to apply the MR 
system 

08Oct12 19Oct12 Al-Mansour 
Compound 

Dr. Rafah, TWG All DOHs  

• MOH print new record forms 22Oct12 26Nov12 MoH  Dr. Rafah, TWG All DOHs  
• Distribute new records to target 

PHC 
27Nov12 17Dec12 MoH Dr. Rafah, TWG, 

RD, PC 
All DOHs  

• Roll out training on the new 
forms 

18Dec12 04Feb13  Dr. Rafah, RD, PC All DOHs  

• Establish new system in (126) 
PHC 

08Feb13 28Feb13  Dr. Rafah, TWG, 
RD, PC 

All DOHs  
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APPENDIX 4: Proposed Timetable for Implementation of EHR, 2012 – 2014  
 

No Activity Date 

1 Review of current medical record system 
 

Jan-Feb 2012 

2 Establishment of a Steering Committee 
 

March 2012 

3 Review of Policies Relating to Medical Records Practice 
 

April 2012 

4 Develop policies for a new electronic health record system: 
 

May 2012 

5 Preparation of a list of clearly stated goals and strategies for implementation 
 

June 2012 

6 Approval of the current strategy for the new EHS: 
 Implementation phases, DOH, District, PHC. 
 E-technology and system capability needs.  
  Patient identification numbering.  
 Documentation standards for the exchange of information.  
  Incorporation of provider signatures. 
 Training of all medical, paramedical, administration, and clerical staff. 

July-Aug 2012 

7 Establish technical implementation and training team: 
 Contact E-source. 
 Assess needs and requirement for new system  
 Implementation phases  
 Design of Training plan  

 

Sep -Nov 2012 

8 Determine technology infrastructure required 
 Cabling 
 Terminals 
 Other 

Dec 2012 

9 Select the best software to meet the needs of the institution MoH Jan 2013 
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No Activity Date 

10 Determine required telecommunications infrastructure. 
  

Feb-Mar 2013 

11 Determine how system will be phased in. 
 

April 2013 

12 Mode of system testing.  
 

May-2013 

13 Identify training place. 
 Train on new E-system  

 

June 2013 

14 Pilot implementation of EHR:  
 Installation of pilot system PHC  
 Assessments of pilot system  

 

 
July 2013 
Dec 2013 

15 Adoption of new E system in selected PHCCs: 
 Assessments’ of instillation requirements’  

 

 
Jan-Mar 2014 

16 Establish technical Training Group: 
 Prepare training programs 
 Prepare the training site 
 Identify participants 
 Commence training 

 

 
April 2014 

17 Establish Quality Assurance Group 
 Prepare quality assurance guidelines and policies 

 

 
May 2014 
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