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art 5: Implications of Filing Charts by Area of Residence

though considerable data is collected on each
alient by practicing physicians for administrative
urposes, much of it has traditionally seen little
pplication to patient care or medical knowl-
dge. If this data is organized systematically,

can increase the efficiency of the practice,
morove care, and facilitate analytic studies of
he total patient population and/or community
erved by the practice. The rationale and methods

are described for the collection and retrieval of
significant data relating to area of residence of pa-
tients and their families. The valus of this infor-
mation is reported in terms of patient care, re-
search and teaching. Filing charts by area of
residence adds to the usefuiness of other
methods previously described in this series of
articles dealing with recording and retrieval of
medical data in a primary care setting.

he practice of medicine is based on the collection and
interpretation of data. In medical school we are taught
hDW to collect data on an individual patient with a specific
fisease over a limited period of time, ie., during the doc-
s rotation on a service or during the patient’s hospitaliza-
-;0"- We are taught to develop and integrate this data to ar-
Weata precise diagnosis. We learn that additional data can
&hg:aing(j in the laboratory, from the family, oreven from
b € visit, IThe latter, however, is often considered frivo-
: Saf_\d of little relevance. We may be taught in a course
t:g'dem_i()logy that other data exists that could be col-
EVanatnd lnterprgted, but many instructors consider this ir-
to the main thrust of medicine and of little practical

L;e o the doctor or patient. This attitude is a naturaf one
Minterest is [imited to the individual patient and disease

m“:; concerned wit.h the com munity from which the pa-
realmes and to which he will return, and where there is

: awareness of the total universe of health and
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disease. Most hospitals and medical centers emphasize data
collection and interpretation, and not data organization and
retrieval (which implies constant reuse of the data). There-
fore, it is not surprising that very little has been done on the
practicalities of organizing data more rationally for the care
of the patient and identification of his problems.

Traditionally, much data is collected on each patient for
administrative purposes. This includes: patient’s name, ad-
dress, date of birth, sex, family relationships, and a rough es-
timate of socioeconomic status. This is usually considered
of secondary importance to patient care or medicai knowl-
edge and most of the time it is little used except in relation
to the particular patient, or on rare occasions when some-
one studies a specific epidemic. But if this data is organized
systematically, it can increase the efficiency of the practice,
improve care, and permit analytic studies of the total patient
population and/or community served by the practice.

There are simple office systems which allow the patient
population served to be defined by age, sex, family, socio-
econemic status (at times) and area of residence, as well as
by symptoms, diseases, or problems. This paper deals spe-
cifically with the collection, retrieval and significance of
data relating to area of residence.
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Figure 1. Patient Popuiation ol a Practice by Census Tracl

(Shaded areas indicate patient popufation served by a practice)

Dividing the area into subdivisions such as census tracts or
towns allows one fo determine in which subdivisions the
practice has a significant sample of the total popuiation.

Rationale for Geographic Chart Filing

Chart filing has traditionally been a purely mechanical
procedure with no function other than easy location of the
individual patient’s chart. If charts are filed alphabetically or
numerically, little can be obtained from the filing system ex-
cept the chart, But, if one desires, the filing system can be
easily modified to represent the geographic territory cov-
ered by an individual practice. This can be achieved by fil-
ing charts according to the individual's area of residence.
Since it is impossible to file charts by specific houses and
difficult to file them by streets, the most functional visual-
ization of community distribution in a practice would be to
file by neighborhoods. However, in today’s world, neigh-
borhoods seem to be in constant flux, their boundaries
often overlap or are poorly defined, and the number of in-
habitants is difficult to calculate. Therefore, neighborhood
filing is impractical.

At the Navajo-Cornell Clinic at Many Farms, in the mid-
fifties, we arranged charts by “camps,” which comes closest
to filing by neighborhoods. Since Navajos do not live in tra-
ditional towns but in small, scattered camps or clusters of
hogans, with residency determined by family relationship,
we had an easy grouping to represent in the filing system.
When this approach was first suggested, | opposed it be-
cause | feared it would take additional time of clerks,

nurses, health visitors and doctors. However, once |
stituted, [ became convinced of its value, since jt ¢
many of the administrative details of a good epig
cally-oriented practice with outreach. :

When my wife and [ later settled in a rural comm n..

we planned to file by area of residence but at first we tn'l!

nothing abou; the community and found it difficult
cide how to divide it. But, after living there for 3 fa, Ve
we came upon several ways of dividing a rural comp,;
for the filing system. Filing may be done by censys burey
enumeration districts, school districts, wards, electig, di_ll...
tricts, towns, other political subdivisions, zip codes, arbits;
quadrants, natural drainage areas or other geologically g
fined areas as identified on a topographic map, i

In cities or metropolitan areas, the census tract is the Mt
informative and manageable unit for breaking down 3 prag-
tice geographically. Boundaries of the enumeration disig
and census tracts are arbitrarily defined by the Bureg,:
Census and remain constant. Unfortunately, they may fep
resent no identifiable neighborhood or geologic area, Hgy
ever, the value of defining the population by census tract
a metropolitan area includes:

1. The popuiaticn of each census tract is regulariy g
merated by age and sex. _

2. In some cities and some census tracts, considerable s
cio-démographic information is available regarding ¢
population of the individual census tract, so that one m
know such information as the average level of educationsf:
the adults, average income, and level of unemployme

3. Those planning to study their patient population mus
know whether they have a significant number of patienfs
from the specific census tracts being studied. For examplg
figure 1 shews which areas within a potential practice arei
have a'significant sample of the total population. It can be.
readily seen that significant practice studies can be under:
taken in areas 4, 5, 6 and 9; areas 1, 3, 8 and 11 may not
have a significant number of patients and areas 2, 7, 10 and
12 clearly do not have a significant number of patients wit
in the practice. _

The reasons for filing by census tract include simple a
ministrative ones as well as more complex ones: _

1. Charts are more difficult to lose if they are color-coded:
by census tract.

2. Geographic visualization of the patient populat
served by a practice can be achieved just by looking at the
chart racks. _

3. Patient identification is easier, i.e., there may be 6l
Smiths in a practice, but if they are divided among 30 cen:
sus tracts, the seven Robert Smiths are more likely (0 be
separated.

4. “self-help factors” in the practice community may be
more easily developed in a geographic area, ie, 2 pati?m
who needs neighborly assistance may be helped to finc
someone from the practice who lives in that area and wanté
to provide such help.

5. Qutreach is more easily provided by the practice if'P
tients from specific areas to be served are easily identified;
ie, community workers, public health nurses, of OtheF
home outreach people may look at the charts and makﬂ
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;gure 2. Sample of Family Chart Folder

g Tangerine tab for 0
olored foider Green tab for 04

yellow for 006)

Yeliow tape for resident who js patient’s doctor.
Color coded tape for precepting doctor who is “'team” leader.

DR. KANE|

JOHN 046 /

SMITH;

inother color will be placed over the red as soon as chart used
in'74. This wili give us instant manual retrieval of all charts ac-

several house calls at once.

6. Outhreaks of certain diseases, such as rubella, rubeola
ordiphtheria, in a specific census tract may be more easily
tecognized and controlled. Other patients from that area
tan be easily identified and brought in for immunization or
pephylactic procedures.

7. Patient populations served can be evaluated on an epi-
femiologic basis. This approach is necessary if we are to de-
fine the epidemiology of those diseases for which it is
abscure,

ethods for Geographic Filing

The materials and methods used to develop the chart fil-
Mg system now in use by the Family Medicine Program at
_?he University of Rochester will be described in sufficient

"dehiaii to facilitate the development of similar systems else-
ele.

ir?:g?d them to you or tell you where they can be ob-
Maps — Census tract maps of city or county can be ob-
55;1(1 from the Federal Bureau of Census. In Monroe
.l'i.inni\r: we havm? been able to get them from the County
'ing Council,

E.ail?}?gogfaphic Data — This is available from Federal Bu-
ﬁi\fersit enSU!‘S- County Planning offices or boards, or local
‘Cha\rft’somolog\{ departments may have them also.
0ducte 'Trt:S Sup_plles—- We use “Spacefinder” files by TAB
e 5@cti.0 ese flles are open shelf with removable pocket-
Movabe Sns which holcj the charts upright in an easily re-
Kographi U?_F‘)fénded unit. They are ideal for census tract or
'.‘E-.grou C tHing and for easy access to the files for remov-

Bs of charts for review.

<+
D. JONES| %~ White tape if medical student also involved with care of family.

Head of household name label.

| 4— Green tape will be placed here as soon as chart used in '73.
. Red tape placed here as soon as chart used in '72.

tive in any one year so that all inactive charts can easily be re-
moved to an inactive file.

5. Rotary File and File Cards — Needed for cross refer-
ence. Since charts are filed alphabetically once they are
placed in a census tract, a rotary file is needed in which all
patients are filed alphabetically. The census tract number,
telephone number, address and family members are flisted
on this card for easy location of patient-and family.

‘B. Color Coding

The Family Medicine Group uses a three-digit number

code. There are ten chart folder colors and ten tab colors;
each color represents a number. The folder color represents
the terminal digit, the lower tab represents the middle num-
ber and the top tab represents the first number.
" Each family chart is assigned by color on the basis of the
census tract in which the family lives. All families living in
that census tract are filed together, by family folder, alpha-
betically.

The color code used is:

Supplies 0—tangerine 5—gray
1. Cer?sus Tract Directories — In Monroe County these 1—white 6—yellow
:r IObtalned from Monroe County Planning Council. Fed- 2—blue 7—orange
1l Bureau of Census in Washington, D.C., should be able 3—manila 8—brown
4-—green 9—red

Each family chart has an alphabetically color-coded labet
on it with the family’s name. This color code is of little addi-
tional value to us and is seldom utilized in locating the
chart. To distribute the colors and alphabet, the color repre-
sents the second letter in a name and is:

ABCD--orange OPQRST—blue

EFGH—yellow UVWXYZ—purple

IJKLMN-——green

C. Sample of Family Chart Folder (Figure 2)

All membets of the immediate family are filed in the same
folder. When the family moves to another area they are as-
signed another colored folder for their new census tract. If
they do not tell us they have moved we do not lose the
chart as it remains indexed in its old place. When a member
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of the family marries and moves out, a new folder is started
for those who have moved and it is filed by their new area
of residence. A Household History Sheet should be inside
the front of the folder to tell who else is in the household,
such as relatives, and who has left the household.

All the colored charts, tabs and labels are available from
TAB Products.
D. Practice Distribution by Census Tracts

Figure 3 represents the resultant distribution of patients in
the existing practice of the Family Medicine Program at the
University of Rochester.

Implications of Geographic Filing

A. Practical Value of Geographic Filing

In the Navajo-Cornell Clinic at Many Farms, Arizona,
filing by camps gave us immediate access to all the charts of
camp members. This was important when a new case of tu-
berculosis was identified, as it allowed us to review, before
someone went out to the camp, who had not had such pro-
cedures as skin tests and X-rays. Qutreach work involving
skin testing, chest X-rays and other care could then be car-
ried out more efficiently. We were able constantly to see
who was at risk to someone with infectious diarrhea, strep-
tococcal infection or other contagious disease without hav-
ing to make field trips every time. It also allowed us to use
our Health Visitors and Public Health Nurses most effective-
ly, since they could go to the camp equipped with their
charts and know what needed to be done on a very specific
population as well as an individual patient. This procedure
probably cut the cost of this kind of outreach while increas-
ing its effectiveness.

In a rural community, Trumansburg, New York, we re-
ported 100 percent of the hepatitis in the county during
one vear. Because this was a rural community, it was easy to
see that all these cases lived along the stream flowing
through the center of town, This stream served as an open
sewer for some buiidings alongside of it on the main street
where there was no land for septic systems. However, these
patients were all related — the stream seems not to have
played a part in the spread of the disease, but it easity could
have. This small epidemic put extra pressure on the citizens
of the town to pass a bond issue for a sewage plant to clear
up the stream and reduce the potential for epidemics by
enteric pathogens (the stream runs intc Lake Cayuga in an
area where shore wells were being planned as a new source
of water for the village).

In the family medigine practice of the University of Roch-
ester and Highland Hospital we were able to screen those
children in the practice at most risk for lead poisoning by
doing blood lead levels on all those children who lived in
the census fracts identified by the health department as
having highest incidence of old homes with lead paint. Ve-
nereal disease, diphtheria, typhoid, amoebic dysentery,
streptococcal infections, polio (if it recurs), and many other
infectious diseases whose epidemiology is known can be
better and more rapidly controlled if each doctor's office is
able to see clearly where they are clustering. More easy out-
reach to control them is also possible.

Figure 3. Each dot=five patients.

Shaded areas indicate socioeconomic level; | is the highe
level and V ihe Jowesl, These socioeconomic statistics wei
prepared by the United States Census Department and arg
based on many factors including type of dwelling, number
inhabitants and their ages, number of dependenis, number
of people contributing to income, and income level.

B. Simple Observational Value of Geographic Fi

A classic description of the epidemiology of measles wi
easily seen in our rural community of Trumansburg Th
regular, predictable measles epidemics of two centd
school districts approximately ten miles apart were alway
separated by one or two years. In spite of crossing of t
school line by trade area, social groupings, church atten:d:
ance and doctars’ offices, the school district boundaik
seemed impregnable to the spread of meastes. With the et
vent of measles vaccine this is no longer seen, but it serye
as a clear reminder of the interest and potential significan®
of identifying where one’s patients live. :

Fluoridation of some water systems makes dental ca¢
another simple example of the importance of area of 1%
dence. The Family Medicine Group at the Universt
Rochester does Headstart physicals in the inner city and.“
two rural communities forty miles east of Rochester. 5™
cant and severe caries are constantly seen in children frof
those rural areas which have no fluoride in the water, ¥
few caries are seen in children from the inner city where
water is fluoridated. It is a readily discernible differen™
seen by anyone doing physicals on both groups of child?




informational and Research Value of
_eographic thng
‘1 Administrative and Developmental Information. If a
1octor o group of doctors is serving an area and is consid-
ng relocating the office or opening up a satellite, the
e where the practice is most highly concentrated can be
sly identified and the new unit placed there. This same
pproach can be used to develop nurse-practitioner out-
asts, outreach programs and cooperative programs with
th department personnel {(P.H.N."s) who serve the area.
all the doctors in an area use this type of chart filing, they
pool their information and quickly identify “medical
gum’ areas, i.e., those areas not being fully served. They
then pool their resources toe help serve those areas or
ccit personnel for them, This allows rational response to
1 cearly identified need rather than vague response to an
imprassion.
~ 2 Definition of Disease Epidemiology. Much that is pres-
tly known about disease has been discovered by doctors
ho developed their own systems for organizing data for
erpretation. Many of these men came from rural areas
d had worked with limited populations covering geo-
aphic areas familiar to them or with otherwise confined or
finable populations (Pickles and hepatitis, James Lind and
urvy, Panum and measles). Some have had to organize
ta collected by others and add to it, so that it could be in-
ipreted (Snow and cholera, Goldberger and” pellegra,
ammond and cigarette/lung cancer relationships). Since
ost practices, especially in the United States, are not as
eil-defined or confined as that of Pickles or Lind, special
chniques must be developed to allow the practice pop-
ation to be identified by age, sex, race, family so-
ceconomic status, problems, and area of residence. To
cilitate interpretation of the data, the patients’ area of resi-
ence must become a simple but important part of record-
eping and chart-filing. This is especially true in large geo-
aphic areas, cities, and towns.
The practicing doctor, particularly the primary-care doc-
f, is in an ideal position to be aware of the nature of dis-
¢ in the community, to have access to the “universe of
falth and disease” and to be able to see the natural history
f’d epidemiology of disease. For example, coronary artery
Sease is an ailment whose epidemiology is not completely
nown. Many factors seem to increase its incidence or,
éh:'j modified, seem to make it less prevalent. Careful
;-Eazmg of records and identlifying persons by geographic
.bfwhr:? help determine which fact(?rs are most important
Octor: er thgre are chers as yet Unl(.jentlfle‘d. If groups of
aticul "TPO_rtlng lnc1d_enc.e of tlje dlse§§e find there is a
reas t;‘f ¥ high or low incidence in specific census tracts or
makés ﬂ:“n someone must look at those tracts to see what
e difference.

o

[-)__'1 T;‘?Chfng Value of Geographic Filing

.Eﬂthine community served can be identified. In most
mﬁﬁyﬂ;ﬁntem the studen.ts learn no real concept‘of com-
kﬁOWIéd ey see the patient out of“context with little
2o thge of where he comes from. Filing by census tract
: e student to become familiar with a community

area for which there is some description and which he can
even walk or drive through. One use of census tracts would
be to assign a student or resident several specific census
tracts as his “community.” Any patient coming into the
practice from those census tracts would automatically be his
patient. These census tracts can be selected to allow the
student access to people of all socioeconomic groups. This
should give the student a better sense of “community’”” than
is usually available in a big-city teaching program.

2. Geographic shifts within the practice can be identified.
These shifts, when combined with socio-demographic fac-
tors of the area and some input from sociologists, can help
make a medical student, intern or resident more fully aware
of the mobility of our society and the instability of people
belonging to all sociceconomic groups.

3. Classification of cohorts of patients by where they live
indirectly allows study by socioeconomic status.

4, Records filed by census tracts can allow medical center
doctors and medical students to appreciate better the role
of the practicing doctor in providing medical care.

Those providing care for an area filed by census tract be-
come more aware of the number of patients cared for else-
where and learn Lo respect the role of others. This should
facilitate recognition of the practicing physician as an ex-
tremely important part of the system. Many of these practic-
ing physicians can be part of a “community faculty.” They
can teach many things not easily taught in the medical cen-
ter and be considered as fellow workers in the provision of
service and research. Each practicing doctor is important in
research hecause he can help define the “universe of health
and disease” in which the medical center exists. It is hoped
that such an approach will help break down many of the
barriers between teacher and practitioner and lead to the
development of a “medical university” which includes all
those who work in the medical care system giving service,
doing research, teaching, or alf three, The conceptualization
of geographic areas of service which overlap, intertwine,
and are somewhat free, forces one to think in terms of the
whole system, rather than just those patients who present
themselves in the doctor's office or medical center.
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