Additional File 1 English Translation of the 2026 Anhui Provincial Baseline Survey of Medical Record Management
Instructions for completion
This questionnaire should be completed by the head of the hospital's medical record management department or a supervisory staff member familiar with medical record work across the hospital.
Unless otherwise specified, data should be reported through 31 December 2025.
Tick the appropriate box or enter the requested information in the blank provided.
Translation note: The Chinese-language questionnaire was administered. This institution-level survey was not anonymous and collected the institution and contact details shown below. Item numbering follows the original questionnaire; obvious omissions in option lettering have been supplied for readability without changing response content.
Your department within the institution:
A. Medical Affairs Department [ ]    B. Quality Management Department [ ]    C. Medical Record Department [ ]    D. Information Department [ ]    E. Other, please specify: ____________________
I. Basic Information
1. Hospital ownership:
A. State-owned [ ]    B. Collective [ ]    C. Private [ ]    D. Joint-stock [ ]    E. Joint venture [ ]
F. Foreign-invested [ ]    G. Other: ____________________
2. Hospital tier:
A. Tier 3A [ ]    B. Tier 3B [ ]    C. Tier 3, unclassified [ ]
D. Tier 2A [ ]    E. Tier 2B [ ]    F. Tier 2, unclassified [ ]
G. Tier 1A [ ]    H. Tier 1B [ ]    I. Tier 1, unclassified [ ]
J. Not classified [ ]
3. Number of staffed hospital beds: __________ beds
4. Number of current hospital employees: __________ persons
5. Annual number of hospital discharges:
2021: __________ discharges    2022: __________ discharges
2023: __________ discharges    2024: __________ discharges
2025: __________ discharges
6. Annual outpatient and emergency visits (outpatient visits = specialist clinic visits + general outpatient visits):
A. Outpatient visits: 2021 __________; 2022 __________
2023 __________; 2024 __________; 2025 __________
B. Emergency visits: 2021 __________; 2022 __________
2023 __________; 2024 __________; 2025 __________
II. Basic Medical Record Management
1. Organisational placement of the Medical Record Department or Office:
A. Independent department [ ]    B. Information Department [ ]    C. Medical Affairs Department [ ]    D. Statistics Department [ ]
[bookmark: _GoBack]E. Quality Management Department [ ]    F. Administration Department [ ]    G. Outpatient Department [ ]    H. Other: ____________________
2. Main responsibilities of the Medical Record Department:
A. Registration [ ]    B. Creation of medical records [ ]    C. Medical record supply [ ]    D. Record assembly [ ]
E. Disease and procedure classification and coding (ICD) [ ]    F. Hospital statistics [ ]    G. Quality control [ ]
H. Follow-up [ ]    I. Copying services [ ]    J. Archive storage management [ ]    K. Software maintenance [ ]    L. Other: ____________________
3. Total number of inpatient medical records stored since the hospital was established: __________ x 10,000 volumes
4. Medical Record Department workload in 2025:
A. Records retrieved for clinical care: __________ volumes    B. Records retrieved for research and teaching: __________ volumes
C. Records retrieved for follow-up: __________ volumes    D. Records retrieved by health insurance authorities: __________ volumes
E. Records retrieved by public security, procuratorates, or courts: __________ volumes    F. Records retrieved for hospital accreditation or inspection: __________ volumes
G. Other record retrievals: __________ volumes    H. Patient record-copying service: __________ visits
I. Average number of pages copied per month: __________ pages
5. Staffing of the Medical Record Department:
Total staff: __________ (full-time __________; part-time __________)
6. Educational attainment of medical record management staff
	Educational attainment
	Number of staff

	High school or below
	________________

	Secondary vocational education
	________________

	Higher vocational education or junior college
	________________

	Bachelor's degree
	________________

	Master's degree
	________________

	Doctoral degree
	________________


Note: Educational attainment refers to the qualification held at the end of 2025. Field of study refers to the major or discipline of the highest qualification.

7. Professional background of medical record management staff at entry to the position
	Professional background
	Number of staff

	Health information management
	________________

	Health services management
	________________

	Clinical medicine
	________________

	Nursing
	________________

	Medical informatics
	________________

	Information management and information systems
	________________

	Archives management
	________________

	Preventive medicine
	________________

	Health statistics
	________________

	Other
	________________



8. Staffing by role in the Medical Record Department (enter the number of staff)
	Role
	Number of staff

	Medical record management
	________________

	Quality monitoring
	________________

	Disease coding
	________________

	Medical record assembly
	________________

	Archive storage management
	________________

	Hospital statistics
	________________

	Case follow-up
	________________

	Medical record copying
	________________

	Outpatient registration
	________________

	Other
	________________




9. Is ICD-10 used consistently for diagnosis coding?    A. Yes [ ]    B. No [ ]
(1) Version used for diagnosis coding:    A. National disease classification and code set [ ]
B. Beijing Clinical Version of ICD-10 [ ]    C. Other [ ]
(2) If no, specify the version used: ________________________________________________
10. Is ICD-9-CM-3 used consistently for procedure coding?    A. Yes [ ]    B. No [ ]
(1) Version used for procedure coding:    A. Beijing Clinical Version of ICD-9-CM-3 [ ]
B. Shanghai Version of ICD-9-CM-3 [ ]    C. Other [ ]
(2) If no, specify the version used: ________________________________________________
12. In-service educational advancement among medical record management staff
	Educational advancement route
	Number of staff

	Adult education
	________________

	Associate-to-bachelor's degree programme
	________________

	Master's degree through equivalent academic qualifications
	________________

	Full-time master's degree
	________________

	Doctoral degree through equivalent academic qualifications
	________________

	Full-time doctoral degree
	________________


13. Participation of medical record management staff in continuing medical education related to the profession:
A. Yes [ ]; average number of continuing education activities per person per year: __________    B. No [ ]
14. Continuing education topics attended by current staff during the past five years:
A. International Classification of Diseases: __________ attendances    B. Procedure classification: __________ attendances
C. Advances in medical record management: __________ attendances    D. Medical record quality control: __________ attendances
E. Computer technology: __________ attendances    F. Clinical pathways: __________ attendances
G. Other: __________ attendances
15. Organisers of continuing education activities:
A. National organisation [ ]    B. Provincial organisation [ ]    C. College or university [ ]
D. Municipal Health and Family Planning Commission [ ]    E. Hospital [ ]    F. Other [ ]
16. Are the office facilities and equipment for medical record work adequate, including computers, printers, scanners, binding machines, and record-digitisation equipment?
A. Equipment is complete, functions well, and meets work requirements [ ]
B. Basic equipment is complete, but some specialised equipment is missing [ ]
C. Basic equipment is old or slow and reduces work efficiency [ ]
D. Equipment is seriously inadequate and cannot meet routine work needs [ ]
17. What are the most prominent problems with the current medical record premises and facilities? Select all that apply.
A. Insufficient floor area and limited storage space [ ]    B. Poor functional zoning and inconvenient workflow [ ]
C. Inadequate temperature, humidity, moisture, or fire protection [ ]    D. Old or missing storage and office equipment [ ]
E. Inadequate security facilities and risks to medical record safety [ ]    F. No obvious problems [ ]
G. Other problem: ____________________________________
18. What is the principal storage and management model for the hospital's medical record archive?
A. Paper medical records only [ ]
B. Dual archiving of paper records and electronic scans [ ]
C. Fully electronic paperless storage and management [ ]
D. Mixed and dispersed storage without a fixed management model [ ]
19. Where are the archives located? (________________)    Number of archive rooms: __________
A. Centralised storage within the hospital [ ]
B. Centralised storage outside the hospital [ ]
C. Storage both within and outside the hospital [ ]
19. What is the hospital's required deadline for returning discharged patients' records to the archive?
A. Within 1 working day after discharge [ ]
B. Within 2 working days after discharge [ ]
C. Within 3 working days after discharge [ ]
D. Within 5 working days after discharge [ ]
E. Within 7 working days after discharge [ ]
F. No uniform deadline [ ]
20. Are rewards or penalties applied when records are not archived on time?
A. Amount calculated by the number of days each record is overdue [ ]
B. Amount calculated by the number of overdue records [ ]
C. No rewards or penalties [ ]
D. Other: ____________________________________


III. Medical Record Quality and Content
1. Number of medical record quality-control staff: __________ (full-time __________; part-time __________)
Staff composition:    A. Current professional and technical staff [ ]    B. Retired professional and technical staff [ ]
C. Professional and technical staff employed from other hospitals [ ]
2. Responsibilities of quality-control staff:    A. Final medical record quality control [ ]    B. Concurrent inpatient record quality control [ ]
C. Medical record management quality control [ ]    D. Disease classification quality control [ ]
E. Medical record front-page quality control [ ]    F. Specialised quality control of disease and procedure coding [ ]
G. Outpatient and emergency medical record quality control [ ]    H. Other: ____________________
3. How routinely is concurrent medical record quality control conducted while patients are in hospital?
A. Routinely, at fixed daily or weekly intervals, covering all departments [ ]
B. Regularly, every month, covering most clinical departments [ ]
C. Occasionally, sampling only some departments and records [ ]
D. Concurrent medical record quality control is never conducted [ ]
4. Does the hospital strictly implement final quality control before discharged patients' records are archived?
A. Full coverage: every discharged patient's record undergoes final review [ ]
B. Full review of priority records and random review of routine records [ ]
C. Only a small number of records are sampled; final quality control is not fully implemented [ ]
D. No final quality-control step for discharged patients' records [ ]
5. Has the hospital established a comprehensive reward and penalty system for medical record quality control?
A. Comprehensive system with clear, transparent standards implemented regularly [ ]
B. Written policy exists, but standards are unclear and implementation is rare [ ]
C. Penalty provisions only, with no recognition or reward mechanism [ ]
D. No reward or penalty system for medical record quality control [ ]
6. How are problems identified during final medical record quality control followed through to resolution?
A. Prompt feedback, time-limited correction, second review, and a complete audit trail [ ]
B. Feedback and follow-up for correction, but no second-review process [ ]
C. Problems are only registered, with no dedicated mechanism to ensure correction [ ]
D. No feedback or correction process after problems are identified [ ]
7. What is the main method used for medical record quality control in the hospital?
A. Manual review by dedicated medical record staff [ ]
B. Automated pre-screening by an intelligent medical record system [ ]
C. Combined automated initial screening and manual review [ ]
8. Standards used to assess medical record documentation and quality:
A. Standards developed by the Medical Record Management Committee of the Chinese Hospital Association [ ]
B. Provincially developed standards [ ]    C. Hospital-developed standards [ ]    D. Other [ ]
9. Types of records included in medical record quality monitoring:    A. Final records [ ]    B. Concurrent inpatient records [ ]
C. Outpatient records [ ]    D. Emergency and observation records [ ]
10. Does the hospital conduct dedicated quality control of inpatient medical record front-page data?
A. Yes [ ]    B. No [ ]
11. Does the hospital use the National Center for Medical Record Quality Control's self-assessment form for deceased patients' records in routine quality control?
A. Yes [ ]    B. No [ ]
12. Proportion of deceased patients' records subject to hospital-level quality control:
A. 100% [ ]    B. Not fixed [ ]    C. Fixed proportion: __________%
13. Does the hospital conduct quality control of records involving unplanned repeat surgery?
A. Yes [ ]    B. No [ ]
14. Proportion of records involving unplanned repeat surgery subject to quality control:
A. 100% [ ]    B. Not fixed [ ]    C. Fixed proportion: __________%
15. Does the hospital conduct quality control of records involving discharge against medical advice?
A. Yes [ ]    B. No [ ]
16. Proportion of discharge-against-medical-advice records subject to quality control:
A. 100% [ ]    B. Not fixed [ ]    C. Fixed proportion: __________%
13. Has the hospital begun reporting diagnostic and treatment information from outpatient and emergency front pages?
A. Yes [ ]    B. No [ ]    C. Uncertain [ ]
14. If yes, which department is responsible for reporting outpatient and emergency front-page diagnostic and treatment information? Select all that apply.
A. Medical Affairs Department [ ]    B. Quality Management Department [ ]    C. Medical Record Department [ ]    D. Information Department [ ]    E. Outpatient Office [ ]    F. Other: ____________________
15. Recommendations for medical record quality monitoring in Anhui Province:
Priorities for medical record quality control; select all that apply:    A. Format and timeliness [ ]    B. Content quality [ ]    C. Records for priority diseases and procedures [ ]    D. Surgical records [ ]    E. Complex and critically ill cases [ ]    F. Deceased patients' records [ ]
16. Which quality-control evaluation method do you consider preferable?
A. Numerical score [ ]    B. Grade A, B, or C [ ]
C. Qualified or unqualified [ ]
17. Percentage of discharged patients' records reviewed for quality during the year: __________%
For 2025: Grade A records __________%; Grade B records __________%; Grade C records __________%; correction completion rate for deficient records __________%
18. Continuing education of quality-control staff:
A. Once per year [ ]    B. Twice per year [ ]    C. Three or more times per year [ ]
D. Irregularly [ ]    E. Never attended training [ ]
19. Participation in national specialised medical record quality-control training:    A. Yes, __________ persons    B. No, __________ persons
Names and certificate numbers of holders of medical record quality-control trainer certificates: ________________________________________________
20. Preferred forms of academic exchange:
A. Conferences [ ]    B. Study visits [ ]    C. Online activities [ ]    D. Other: ____________________

IV. Clinical Coding Workforce and Performance
1. Total disease and procedure coding staff: __________; full-time coders: __________
Coding experience:    A. At least 10 years: __________ persons    B. 10-5years: __________ persons  C.2-5years   D. 2 years or less: __________ persons
Average annual coding volume per coder: __________ records
2. Age of coding staff:
A. 20-30 years: __________ persons    B. 31-40 years: __________ persons
C. 41-50 years: __________ persons    D. 51 years or older: __________ persons
3. Fields of study among coding staff:
A. Medical record management: __________    B. Clinical medicine: __________    C. Hospital management: __________
D. Health statistics: __________    E. Health information management: __________    F. Nursing: __________
G. Laboratory medicine: __________    H. Other: ____________________
4. Current professional title track of coding staff:
A. Medical record information technology [ ]    B. Statistics [ ]    C. Health management [ ]    D. Nursing [ ]    E. Clinical medicine [ ]    F. Other: ____________________
Current professional title levels among coding staff:
A. Junior [ ]    B. Intermediate [ ]    C. Associate senior [ ]    D. Senior [ ]
5. Coding staff who hold an ICD-10 coding proficiency certificate:
Provincial certificate:    A. Yes, __________ persons    B. None    National certificate:    A. Yes, __________ persons    B. None
For national certificates, provide certificate holder names and certificate numbers: ________________________________________________
6. Among coding staff:
Holders of an ICD coding trainer certificate:    A. Yes, __________ persons    B. None
For national ICD coding trainer certificates, provide certificate holder names and certificate numbers: ________________________________________________
7. Among medical record statistics staff, number of national or provincial ICD coding training sessions attended:
A. 0 sessions: __________ persons    B. 1 session: __________ persons    C. 2 sessions: __________ persons    D. 3 sessions: __________ persons
E. 4 or more sessions: __________ persons
8. Number of staff who attended ICD training courses:
A. Before 2022: __________    B. 2022: __________    C. 2023: __________
D. 2024: __________    E. 2025: __________
9. Do physicians participate in disease coding?    A. Yes [ ]    B. No [ ]
10. Opinions or recommendations regarding International Classification of Diseases coding:
A. Coders should be required to hold a national or provincial certificate [ ]
B. Provincial training in disease and procedure classification should be provided [ ]
C. Supervisory inspections of coding quality should be conducted [ ]
D. Training of clinicians in disease and procedure classification should be strengthened [ ]
11. Does the hospital conduct dedicated quality control of medical record coding?
A. Routine full-coverage review of coding in every discharged patient's record [ ]
B. Regular sample review of a specified proportion of discharged patients' records [ ]
C. Rarely conducted; temporary review only before inspections by higher authorities [ ]
D. Dedicated coding quality control is never conducted [ ]
12. What is the approximate overall accuracy of principal diagnosis selection in the hospital?
A. 95% or higher [ ]
B. 85%-94% [ ]
C. 70%-84% [ ]
D. Below 70% [ ]
13. What is the approximate overall accuracy of principal procedure coding in the hospital?
A. 95% or higher [ ]    B. 85%-94% [ ]
C. 70%-84% [ ]    D. Below 70% [ ]
14. What is the overall omission rate for other diagnoses in the hospital's medical records?
A. 3% or lower; very well controlled [ ]
B. 4%-8%; generally manageable [ ]
C. 9%-15%; a prominent problem [ ]
D. Above 15%; omissions are widespread [ ]
15. What are the main types of coding error in the hospital? Select all that apply.
A. Incorrect principal diagnosis selection, including reversal of primary and secondary diagnoses or failure to follow selection rules [ ]
B. Incorrect matching or hierarchy for the principal procedure code [ ]
C. Omission or undercoding of complications, comorbidities, or other diagnoses [ ]
D. Insufficient coding specificity or overly general coding [ ]
E. Mixing old and new code versions or failure to update codes promptly [ ]
F. No obvious coding problems [ ]
16. Does the hospital have coding assistance software or an intelligent coding system?
A. Available, good functionality [ ]    B. Available, moderate functionality [ ]    C. Available, poor functionality [ ]    D. Not available [ ]
17. Has the hospital established and routinely maintained an internal coding dictionary?
A. Established, updated regularly, based on a unified standard, and used throughout the hospital [ ]
B. Established but rarely updated, with outdated standards [ ]
C. Only a simple code summary table is available; no standardised dictionary [ ]
D. No internal coding dictionary; staff consult national standard codes independently [ ]
V. Medical Record Information Systems
1. Has the hospital implemented electronic medical records?    A. Yes [ ]    B. No [ ]
2. Electronic medical record system application level:
A. Level 0 [ ]    B. Level 1 [ ]    C. Level 2 [ ]    D. Level 3 [ ]    E. Level 4 [ ]    F. Level 5 [ ]    G. Level 6 [ ]    H. Level 7 [ ]    I. Level 8 [ ]
3. If a medical record quality-control system is available, is it embedded in the electronic medical record system?    A. Yes [ ]    B. No [ ]
4. If a medical record quality-control system is available, what types of records does it cover?
A. Final medical record quality control [ ]    B. Concurrent inpatient record quality control [ ]    C. Medical record front-page quality control [ ]
D. Outpatient and emergency medical record quality control [ ]    E. Other: ____________________
5. What is the hospital's level of paperless medical record implementation?
A. Fully paperless: electronic signatures and circulation throughout, 100% electronic archiving, and no paper medical records required [ ]
B. Partly paperless: electronic signatures for core documents and electronic archiving for some records, with some paper records retained [ ]
C. Initial pilot: electronic signatures used only in a few settings and no electronic archiving of medical records [ ]
D. Not paperless: paper documentation and archiving throughout, with no electronic signatures or electronic archiving process [ ]
6. What proportion of the hospital's electronic medical records are formally archived electronically?
A. Electronic archiving implemented [ ]
B. Some medical records can be archived electronically [ ]
C. Electronic archiving not implemented [ ]
7. What proportion of the hospital's historical paper medical records has been digitised by scanning?
A. All historical paper records have been scanned and archived [ ]
B. Most have been scanned; only a small number of early records remain unscanned [ ]
C. Only records from the past two years have been scanned; older records remain unprocessed [ ]
D. No digitisation or scanning of paper medical records has been undertaken [ ]
8. Is the image quality of scanned medical records sufficient for routine retrieval, quality control, and verification?
A. Excellent: handwriting and seals are complete and clear, fully meeting all use requirements [ ]
B. Good: a very small number of pages are slightly blurred, without affecting use [ ]
C. Fair: some pages are blurred or incomplete, affecting detailed review [ ]
D. Poor: many pages are blurred or missing and cannot be used normally [ ]
9. What is the overall retrieval speed of the electronic medical record system?
A. Very fast: opens immediately, with no lag or delay [ ]
B. Normal: brief loading time that does not affect routine work [ ]
C. Slow: prolonged loading time that reduces work efficiency [ ]
D. Severe lag or frequent loading failure, making normal retrieval difficult [ ]
VI. Medical Record Services and Use
1. Which medical record services and uses are provided by the hospital? Select all that apply.
A. Clinical record retrieval, borrowing, and copying services [ ]
B. Record retrieval for health insurance, pricing, and audit review [ ]
C. Data extraction and record use for internal research, teaching, and projects [ ]
D. Judicial record retrieval by public security, procuratorates, or courts, and copying services for patients [ ]
E. Medical record statistics and DRG or DIP performance data analysis [ ]
F. Review of specialised medical record quality-control cases and analysis of quality data [ ]
G. Low use: basic archiving only, with no extended services [ ]
2. Does the hospital provide patient self-service printing of archived medical records?
A. Yes [ ]    B. No [ ]
3. Must patients or family members provide complete identification before medical records can be copied?
A. Yes; complete identification for the patient or authorised representative is required [ ]
B. No; identification from either party is sufficient [ ]
C. No identification is required [ ]
4. Does the hospital offer online applications and postal delivery for medical record copies through WeChat, mini-programs, an online system, or similar channels?
A. Full service available: online application, online payment, and home delivery [ ]
B. Online application or registration only; payment and collection must be completed in person, with no postal delivery [ ]
C. Telephone appointments only; no formal online application channel [ ]
D. No online service; copying requests must be made at an on-site service window [ ]
5. What proportion of patient applications for medical record copies are processed online?
A. Above 80%; most patients apply online and receive copies by post [ ]
B. 50%-80%; online and in-person applications are approximately balanced [ ]
C. 20%-50%; a minority of patients apply online [ ]
D. Below 20%; almost all applications are handled at an in-person service window [ ]
6. Number of medical records retrieved annually from the Medical Record Department for professional title promotion: (__________)
A. 100 or fewer records [ ]
B. 100-200 records [ ]
C. 201-400 records [ ]
D. 401-600 records [ ]
E. More than 600 records [ ]
7. Number of records retrieved annually from the Medical Record Department by the health insurance authority: (__________)
A. 1,000 or fewer records [ ]
B. 1,000-2,000 records [ ]
C. 2,001-4,000 records [ ]
D. 4,001-5,000 records [ ]
E. More than 5,000 records [ ]
8. What are the main current problems in medical record services and data use? Select all that apply.
A. Data extraction for research or professional title promotion is cumbersome and time-consuming [ ]
B. Available data are limited in scope and cannot support detailed research or evaluation [ ]
C. Service responses are delayed and coordination is inefficient [ ]
D. Inadequate control of data confidentiality and standardised use [ ]
E. Clinical staff do not understand how to access and use medical record data [ ]
F. No obvious problems; services and use are standardised and efficient [ ]
