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Abstract  

This thesis address one of the most important topics for the human being; health. Specifically, 
the research is about the deficiencies of the health system in Mexico. This paper shows the 
importance, how the system works and its current situation in the country. The purpose of this 
research is, based on the Pareto principle (20% vs 80%), to find how to solve most problems 
with the least possible investment. 
 
It was found that the common denominator in the problems was the process and flow of 
information of the patients; specifically, the health records. The researchers address the issue at 
first explaining in a deep way the health records to highlight their importance in the health care 
system. In order to corroborate this finding in the literature; The researchers designed an 
interview, which was applied to physicians from the two main health institutions in Mexico in 
order to collect the necessary information to develop the thesis. 
 
Since the design of the research is qualitative; the necessary social context is given to be able 
to understand the analysis and the results; likewise, the authors explain in detail the 
methodology used. 
 
In spite of other important factors that were found such as the lack of results despite the 
investment and deficiencies in the infrastructure; It was concluded that, in fact, most of the 
problems were derived from the problems of health records. These results are important because 
it gives a parameter of what must be corrected first in order to have the expected results and a 
better health system. 
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1. Introduction  

_____________________________________________________________________________________ 
In the following chapter of this thesis we will introduce the topic of research as well as 
a brief summary of the current Mexican health care system and the problems it is facing 
now a days. 
_____________________________________________________________________________________  
 

1.1 Background  

The interrelation between economic development and health is a complex problem, which 

remains poorly understood, even though there is a general appreciation that higher levels 

of economic development will raise the health levels of the population. Likewise, it is 

assumed that economic growth will lead to an expansion and improvement in health 

services (Cumper, 1983). Wealthier countries have healthier populations for a start and it 

is fact that poverty, mainly through infant malnourishment and mortality, adversely 

affects life expectancy (OCDE, 2004) and the effects of health on development are clear. 

Countries with weak health and education conditions find it harder to achieve sustained 

growth. Indeed, economic evidence confirms that a 10% improvement in life expectancy 

at birth is associated with a rise in the economic growth of some 0.3-0.4 percentage points 

a year (Frenk, 2004). 

 

Thus, good health is a fundamental goal not only for all the countries but for all the 

societies. And although health is determined by a large number of factors as this is a 

complex process to which they significantly affect the availability of other elements such 

as food, housing and income of families (Salazar, Velazquez and Trejo, 2017) the health 

system is one of the most important contributors to population health that lies within the 

direct control of policy-makers (Cyclus, 2018). 

 

The health care systems are designed to meet the health care needs of target populations. 

There are a wide variety of health care systems around the world. In some countries, the 

health care system has evolved and has not been planned, whereas in others a concerted 

effort has been made by governments, trade unions, charities, religious, or other co-

ordinated bodies to deliver planned health care services targeted to the populations they 

serve. According to the Organization for Economic Co-operation and Development 
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(OECD), a good healthcare system is vital for the balance and improvement of the socio-

economic sector of any country. It means the population has access to combat illness and 

therefore, there are no financial burdens, because of healthcare. According to the World 

Economic Forum, investing in the health system not only saves lives, but it is also a 

crucial investment in the wider economy. There has been a strong political and historical 

commitment to treating health as a social goal either through legislation or mandating and 

prioritizing expenditure on health. 

 

According to the OECD, public investment in Mexico’s health care system has increased, 

from 2.4% to 3.2% GDP between 2003 and 2013. But whether this money is translating 

into tangible health gains is in doubt – key indicators suggest that the Mexican health 

system is not working as effectively or as efficiently as it could. At almost 10%, for 

example, the share of the national health budget spent on administration is the highest in 

the OECD. 

 

1.2 Problem Discussion 

 

Mexico has many areas for improvement in their healthcare system such as a better 

governmental administration and/or the conjunction of their several kinds of health 

providers that the country currently has. These problems although cannot be excused, 

they can be comprehensible due to the extremely complex system that the country has; 

since it is characterized by having different elements, relationships, properties, and 

hierarchies; In other words, the Mexican healthcare system has five main institutions to 

provide healthcare, with different types of hospitals each one which serves different 

segments of the population. An example of this complexity can be seen since the moment 

Mexicans are ensured and assigned to a health provider. This process takes into 

consideration the economic status of the person, their current health and even the place 

they work at; Depending on these factors the monthly payment amount is calculated, and 

a health provider is assigned. 

 

It is a fact that Mexican health care system face several problems and challenges upfront, 

up to the point that while writing this thesis, the 22 of April 2019, the second-biggest 
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public governmental health provider, Social Security of Health for State workers 

[(ISSSTE by their initials in Spanish) which according to the Mexican Ministry of Health 

provides health services to almost 15% of the ensured Mexican population, which is equal 

to almost 12 million affiliates (CONAMED,2017)] , declared themselves in financial 

bankruptcy being unable to guarantee operability after July 2019 (Mexican Ministry of 

Finance and Public Credit). Mario Zenteno, head of Norms of Administration and 

Finances of the Institute argues the statement due to the lack of financial resources given 

by the government. 

 

As shown, the Mexican health system has enormous problems upfront and although we 

would like to solve them all, the time frame with this thesis it's just not enough. In fact, 

researchers have stated that Mexican health system must move from being a set of vertical 

subsystems whose operations are rigidly determined by historical and institutional 

legacies, to one that is responsive to the changing needs of individuals and communities 

across their life course. (El Economista, 2019). Given that a major structural 

reorganization is unlikely in the near future, and for the sake of aiming to help the 

improvement as much as possible the healthcare system of our country –México-, we 

sought a way to solve a huge problem with the minimum necessary resources based on 

the fact that many companies and governments had used the Pareto principle to solve this 

type of issues.  

 

Vilfredo Pareto discovers the principle called by his name in the late XIX century stating 

that 80% of the effects of every situation can be solved by tackling the 20% of their 

causes.  Not much after being published for its first time, this law took a lot of impact in 

the scientific community helping to explain mathematical, statistical and even economical 

phenomena presented in nature and society.  

 

One of the first appearances of this law was in 1971 in the Manuale di Economia 

Politica  (Manual for political economics) where was shown that approximately 20% of 

the world’s population controlled 80% of the world’s income, at least until then. Some 

years later in 2002 Microsoft noted that “by fixing the top 20% of the most reported bugs, 

80% of the related errors and crashes in a given system would be eliminated” (Paula 

Rooney, 2002). This principle can be seen almost everywhere such as in sports where is 
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used as a statistical metric, in fact in baseball Pareto principle, in conjunction with the 

WAR metric (Wins Above Replacement), have showed that "15% of the players in a team 

produced 85% of the total wins while 85% of the players contribute only 15% of the wins” 

(Jimson Lee, 2008). 

 

In fact, when talking about the Mexican healthcare system according to the Mexican 

Ministry of public health 20% of citizens use 80% of the public healthcare resources in 

México. This ministry showed in their last available annual report (General Diagnosis of 

the National Health System, 2016) that this phenome occurs due to inequalities presented 

among the sector where some entities have unused infrastructure while others are in the 

lack of it.  

 

Basically, “the main problem of the healthcare system is the lack of resources and the bad 

management of the goods that the country already has” - Mario Zenteno. In order to 

understand this, it is important to explain the context of the Mexican healthcare system 

which provides public healthcare to their citizens through five different entities (which 

for exemplifying purposes, these can be seen as five different hospital brands). As a 

beneficiary, you are assigned to one type of entity/hospital which is the one you must 

attend when healthcare is needed, nevertheless the distribution of the resources among 

the entities is not even, creating an over demand in some hospitals while others are not 

working to its full potential wasting valuable resources (General Diagnosis of the 

National Health System, 2016). 

 

In this sense, multiple attempts for improvement has been realized with very few 

positive outcomes (El Economista, 2019). Nevertheless, in order to create an even 

situation in the healthcare sector, the actual government is aiming to join the five entities 

into a single one in order to allow the citizens to have access to any hospital they have on 

hand, venting the hospitals with over demand and taking advantage of all does unused 

resources in low demand entities (Francisco Gallangos, 2018). 

 

Although the conjunction of does five entities may be seen just a paperwork process, in 

fact, it’s much more difficult than how it appears. Mexican hospitals have very few or 

even no communication between them, making almost impossible to refer patients among 
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the system, from one hospital to another one; Therefore, although patients could go to 

any entity, it would be useless since their information wouldn't be available (Francisco 

Gallangos, 2018). This information issue refers the most to the clinical information of the 

patient or their medical health records; which in this case are the main reason why patient 

cannot go to others hospital even though other entities could have more infrastructure and 

could attend the patient faster.   

 

The proper management and flow of the health records is key in the efficacy and 

functionality of the health care system and are the most important database of health 

treatment of the patient; since is proof of proper monitoring of the health, planning and 

treatment of the patient. Also, health records serve as the basis for the realizing of 

individual rights, both in civil and legal transactions, as well as the exercise of rights 

relating to privacy and the retrograde determining health status. (Marinič 2015) 

 

1.3 Purpose 

In this sense, in order to accomplish our goal, we seek for that 20% in need for 

improvement which could actually make the difference; Therefore, after reviewing 

literature, it was found that the common denominator in every problem is the way the 

patient's medical information is processed, managed and handled. This clearly shows us 

that there is a current problem on how the health records, in Mexico, are managed; since 

these files are where every medical information of the individuals is stated and storage.   

 

There is such a problem in the healthcare system regarding these files up to the point that 

the "Comision Nacional de Derechos Humanos - CNDH" (National Commission of 

Human Rights) had given 96 recommendations to different health entities of the country, 

regarding the breach and need of improvement of the official Mexican law about the 

integration of health records. According to the CNDH, between 2010 and the beginning 

of 2017 the need for their intervention regarding the health records of the country have 

been in a continuously increasing trend which can be seen in the following table: 
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Table 01: Number of recommendations given per year by CNDH, to Mexican health 
entities, regarding the breach and need for improvement of health 
records.

 
Source: "Comision Nacional de Derechos Humanos - CNDH" (National Commission of 
Human Rights) 
 
After reviewing the past data, we can confirm that one of the main problems to solve, as 
soon as possible, in the Mexican healthcare system is the management of health records.  
 

In every organization, when it’s done correctly, standardization of information can 

decrease ambiguity and guesswork, guarantee quality, boost productivity, and lead to 

optimal information sharing (Brandall 2018). However, in order to achieve 

standardization, first is necessary to ensure the quality and efficacy of the information in 

order to avoid the standardization of a mistake inside the whole organization. 

 

Therefore, the main unit of analysis for this paper will be this file –HR- by researching 

why are they not as efficient as they should be in order to be more useful for Mexican 

physicians?. Thus, the purpose of this thesis is to research if the information inside the 

HR is of the quality necessary to be standardized, and if there are more problems inside 

the health care system, specifically and exclusively around the HR, that are preventing 

the standardization and sharing of this file.  
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2. Literature Review  

_____________________________________________________________________________________ 
In the following chapter of this thesis we will go through the literature reviewed in other 
to show some information that had been gather by other researchers about HR. 
_____________________________________________________________________________________  
 

Assistance to both hospitalized and ambulatory patients generates a series of medical and 

administrative information about them. The information is recorded in several documents, 

the set of these documents being what constitutes the health record. (Castro, I 2014) The 

health record (referred as HR from now on this paper.)   it’s individually created for each 

patient since his / her birth (D. Ojeda-Carreño 1, M.A. Cosío-León 1, J.I Nieto-Hipólito 

1, Jan 2017).In fact, after the birth, a HR is the document resulting from every doctor-

patient interview and the log of each hospitalized occasion. (Dr. Raúl Olaeta Elizalde, 

Oct 2001). In the same way, Dr. Olaeta (Medical surgeon and professor of postgraduate 

studies in the medicine faculty at the Autonomous University of Puebla in Mexico) , states 

that this file keeps the clinical data ordered, comparing it with an "inventory record", were 

each clinical case that arrives at the hospital is recorded and saved. The main function of 

the clinical record is medical care, since it allows patients to receive continuous care from 

different teams. (Castro, I 2014) 

 

According to Dr. Jaime Manuel Justo Janeiro, medical surgeon, and professor of 

postgraduate studies in the medicine faculty at the Autonomous University of Puebla, a 

high-quality HR should accomplish three basic functions: 1) The coordination of medical 

care to show the quality of the service given. 2) Be a teaching tool for doctors who are in 

training. 3) Be a basic element for clinical research. To fulfill these functions, the clinical 

history must be carried out with rigor, reporting all the necessary and sufficient details 

that justify the diagnosis and treatment and with legible handwriting. (Castro, I 2014) 

 

After reviewing previous literature which tackles HR, it’s shown that the importance of 

the existence of this file is not only the fact of having it but the quality of the information 

contained in this (Dr. Aurelio Luna Maldonado, 2011) In fact, Dr. Maldonado, a Mexican 

physician working in a private hospital, states that by having a high-quality HR every 

stakeholder in the healthcare system is beneficial in a certain way.  On one hand, from 



 

 

 
 

8 

patients perspective, the benefits of having a high-quality HR are many, for example: they 

promote proactive attitude on patients (Boscá Diego and Maldonado José Alberto and 

Moner David and Robles Montserrat - 2015). Literature states as well that a good HR 

means, to patients, trust in the institution denoting as well the trust has been given to the 

patient (Letter of Rights and Duties of the Patient, 1997).  Some other physicians highlight 

the importance of HR with some other advantages it gives to the patient, such as the 

reduction on error medication (Blanquer Espert Ignacio and Hernández García Vicente 

and Meseguer Anastásio Fco. Javier and Segrelles Quilis J. Damia Segrelles Quilis - 

2009), and the promotion of healthy habits (Benson Tim - 2012). On the other hand, while 

this document it’s really important for a patient, the truth is that a HR is an instrument 

aimed to be used mostly by health professionals due to the great relevance for the 

realization of the right to health protection (Sebastián García Saisó, Francisco Hernández 

Torres, 2016 ),  therefore it is consulted only by physicians and healthcare professionals 

(such as nurses, and physician assistants, among others) who are allowed to access, with 

prior patients permission, to their HR. (D. Ojeda-Carreño 1, M.A. Cosío-León 1, J.I 

Nieto-Hipólito 1, Jan 2017).  

  

Dr. Olaeta, explains as well that a high-quality HR “Is the best weapon to give to a 

specialist” since this is the database that provides elements for a patient’s diagnosis and 

treatment; At the same time it records all the work done by the physician, and contains 

the data with which he can delineate clinical test, treatment for a specific patients case or 

even start a disease research; He even states that an HR is valuable as well for the doctors 

in training, such as students or physicians pursuing a specialization, since these files are 

their most valuable learning tool from where they can get tools and knowledge to help 

their studies. Another important actor which benefits from a well-done HR when treating 

a patient are the nurses since this is the communication instrument between treating 

physicians and them; Through this document, observations about the patient are made 

known as well as the result of his continuous monitoring, which is usually decisive for 

the therapeutic management. (Dr. Salomón Lupa Nasielsker, Sept. 2015) 

  

As stated before, every single actor in the healthcare system can benefit from a high-

quality HR such as clinics, hospitals, health institution and their expert staff, which with 

the adequate elaboration of this file they can demonstrate the high levels of excellence 
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achieved in their clinical practice (Dr. Salomón Lupa Nasielsker, Sept. 2015). Therefore, 

due to its importance on the medical practice, there have been several ways to standardize 

the process of gathering medical records and the way they are stored. In fact, these 

problems were identified since 1865, when the medical field recognized the need for 

“better means of storing and retrieving medical information through HR” (ISO, Health 

informatics: Electronic health record communication - 2008). Since then, every 

government has aimed for a standardization ruled in the most convenient way for each 

country stating each their own laws and politics about managing HR; Nevertheless, there 

are some independent organization which give their own advice and perspective to treat 

HR such as the WHO (World Health Organization), the OECD (Organization for 

Economic Cooperation and Development ) and the ISO ( International Organization for 

Standardization ). These three are not the only but the main organizations worldwide 

which their advice takes more weight when generating a federal law for each country and 

are the ones Mexican standardization law for HR took as reference.  

  

Tackling the specific case of Mexico, the first attempts for a standardization of HR was 

recorded not so long ago; In 1994 an audit committee of HR was integrated into Hospital 

Juárez de México (one of the best public hospitals in Mexico), in order to establish a work 

plan with normative character aiming the help and support of the structuring, 

functionality, and presentation of the HRs in hospitals; specifically, in the areas of 

outpatient consultation, emergencies and hospitalization. Aiming for a standardization 

process, the audit committee in the first stage from its creation, created a kind of a 

checklist for the evaluation of HR which was created each time they were elaborated, to 

be able to qualify all the documents that make it up. It was until 1999 when the “Norma 

Oficial Mexicana del Expediente Clínico” (which is the Mexican law that regulates de 

HR and will be discussed further in the document) came into force stating certain rules 

and normative to follow when gathering, storing and sharing the medical information of 

a patient into an HR.  

 

Although all this aims for a standardization process were done, problems with the HR 

still persist in the Mexican healthcare system due to different factors such as the way the 

data is shared among entities and the consequences of having dispersed HR; which 

impacts directly on an inaccurate clinical diagnosis, which could generate serious 
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consequences not only on the patient’s health but in its personal economy as well (Benson 

Tim - 2012); Mainly because in many cases patients diagnostic studies have to be done 

more than two times due to the disperse information (D. Ojeda-Carreño 1, M.A. Cosío-

León 1, J.I Nieto-Hipólito 1, Jan 2017).  

  

It is a fact that until then, the way of HR was addressed brought numerous problems for 

retrieving and storing medical information. (D. Ojeda-Carreño 1, M.A. Cosío-León 1, J.I 

Nieto-Hipólito 1, Jan 2017). Nevertheless, the above-mentioned problems have been 

partially resolved in developed countries using Information Communication 

Technologies (ICT) (D. Ojeda-Carreño 1, M.A. Cosío-León 1, J.I Nieto-Hipólito 1, Jan 

2017). These allow a decrease of health records based on paper (Allones J.L. and Taboada 

M. and Martinez D. and Lozano R. and Sobrido M.J. - 2013), avoided paper limitations 

(Benson Tim - 2012) and empower the electronic health known as e-health (Boscá Diego 

and Maldonado José Alberto and Moner David and Robles Montserrat - 2015) to make 

way to digital HR (Cardoso Luciana and Marins Fernando and Portela Filipe and Abelha 

António and Machado José - 2014), which allows healthcare professionals to retrieve, 

use, share and store digital medical information in a better way (Benson Tim - 2012). 

  

In order not to be left behind, Mexico took an example of what was done in some other 

developed countries to tackle the problems mentioned above. In 2012, the Mexican 

government created a law, currently persistent, which ruled the way HR should be 

handled when being electronic, named “NORMA Oficial Mexicana NOM-024-SSA3-

2012, Sistemas de información de Registro electrónico para la Salud; Intercambio de 

información en Salud.” (Mexican Health Ministry, 2012). Nevertheless, although this 

norm has been taking more relevance in the few past years, it has not been as productive 

as it could due to the lack of infrastructure that has the country. (Mexican Health Ministry, 

2012) 

  

Literature has shown us the high importance of HR and the high quality that should be 

stated in them. As Dr. Justo, Mexican health professional at “Hospital General de 

Mexico” mention: “It’s importance is such that it transcends the doctor-patient 

relationship and demands a continuous tracking of all those who intervene in its 
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preparation, integration, management, and custody, doing it always with care, veracity 

and full sense of responsibility.” 

  

Although the main purpose of this thesis is to research why these files are not as efficient 

as they should in order to be useful for Mexican physicians, due to the quality of the 

information contained in them, we think it is relevant to mention that the fact that these 

files are not digitalized might impact on this study since many of the most advanced 

literature has been researched with electronic HR rather than analog ones, which gives 

analog HR another complete range of possibilities where high-quality data HR might be 

placed in a useful category not because of the quality of the information but because a 

human error. Having said so, in the following parts of this research, the standardization 

processes that have been taken into consideration for the Mexican HR will be 

explained and analyzed. 
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3. Theoretical Framework  

_____________________________________________________________________________________  
In the following chapter of this thesis, we will go through the definition and the 
specifications that a health record must have according to international and national 
Mexican standards. These aim to standardize and to ensure the quality of the information 
and the effectiveness of its management.  
_____________________________________________________________________________________  
 
The literature has shown us the importance of HR and what they mean for almost every 

stakeholder in the healthcare system by giving us a big picture of what they are, what they 

do and how are they managed. Nevertheless, in this part of the research, we will dig 

deeper into the characteristics which make a high-quality HR, and how they should be 

managed, according to international standards and the Mexican regulations stated before. 

It is important to notice that nowadays, according to literature, most of the actual HR, and 

the better-quality ones, have been created in developed countries in an electronic way 

rather than having them in a physical state; However, the information contained in them 

is exactly the same, no matter the type of the file (Electronic or Analog). In fact, according 

to the U.S. Department of Health & Human Services, any type of HR should contain the 

patient’s complete healthcare information through his / her whole life.  

 

The U.S. Department of Health & Human Services remarks a difference between a 

medical record, which is the statement of a single medical intervention, and an HR which 

is the statement of every medical intervention in the patient’s life. Therefore, because 

both types of files contain the same information changing only the time frame of when it 

is gathered, we'll address both types of document as if they were the same, in order to 

avoid any confusion. 

 

On the other hand, the Mexican government defines HR as a clinical file/instrument of 

great relevance for the realization of the right to health protection. It is the unique set of 

information and personal data of a patient, which can be integrated by written documents, 

graphics, imaging, electronic, magnetic, electromagnetic, optical, magneto-optical and 

other technologies, which are recorded at different times of the process of medical care, 

the various interventions of health personnel, as well as describing the patient's health 

status; In addition to these (depending each case) data about the physical, mental and 
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social well-being of the same could be added (NORMA Oficial Mexicana NOM-004-

SSA3-2012 del expediente clínico, 2012). 

 

In the same way, a consensus between physicians of the Internal Medicine College of 

Mexico has stated that when dealing, processing and managing an HR and its data four 

actions should be taken into consideration: 1) The way the HR is created. 2) The way of 

gathering data from physicians and/or healthcare professionals. 3) The way the HR is 

stored, and the disponibility for its consultation, retrieving and updating medical 

information. and 4) The way of sharing the HR among stakeholders of the system. (D. 

Ojeda-Carreño 1, M.A. Cosío-León 1, J.I Nieto-Hipólito 1, Jan 2017). Taking in count 

these statements and based on international recommendations, physicians have declared 

the data sources which must be contained in an HR in order to be relevant and to be 

considered a high-quality file; And although there have been other proposals for the 

standardization of the Mexican HR, this has been the most accepted one. Thus, the 

following bulletin described in a simple & summarized way the factors to consider: 

 

• Laboratory Information such as chemistry, hematology, immunology, 

microbiology, genetics, and other histopathological markers (Benson Tim - 2012). 

 

• Radiology Information and Picture Archive: which aims to store and display 

medical images and reports, as well as the distribution of them (Dolin Robert and 

Alschuler Liora - 2011). 

 

• Prescription area/system; This is where the patient’s prescription is stored; 

Nevertheless, the paper prescribing has been substituted in advanced electronic 

HR for an electronic environment by electronic prescribing, with the intention to 

reduce medication errors; where the communication between prescribers, 

pharmacies, pharmacists and patients is predominant (Blanquer Espert Ignacio 

and Hernández García Vicente and Meseguer Anastácio Fco. Javier and Segrelles 

Quilis J. Damia Segrelles Quilis - 2009). 
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• Personal Health Record: which manages (Gaynor Mark and Yu Feliciano and 

Andrus Charles H - 2014) the complete record of a patient’s medical history 

owned and maintained by the patient (Chen Rong and Klein Gunnar-O and 

Sundvall Erik and Karlsson Daniel and Ahlfeldt Hans - 2009), which includes 

a  summary of patients’ health history (Irini Genitsaridi and Haridimos 

Kondylakis and Lefteris Koumakis and Kostas Marias and Manolis Tsiknakis - 

2015), medications; measuring physiological parameters such as body 

temperature, blood pressure and medical information(Gaynor Mark and Yu 

Feliciano and Andrus Charles H - 2014), including promoting healthy habits 

(Benson Tim - 2012). 

While it is true that the standardization of data in HR stated above is one of the most 

accepted in the Mexican health sector, this has no regulatory power since Mexican law 

states that the standardization process that a physician should follow when creating a HR 

should be the one in the jurisdiction. This is a more complex standardization not only of 

data but of process regarding the management with 15  criteria of data (which will be 

listed below) and over 50 sub-criteria in total (The complete translated table can be 

consulted in the appendix part of this document). With this, the Mexican Health ministry 

aims to ensure patients healthcare and physicians practice legally and medically 

(NORMA Oficial Mexicana NOM-004-SSA3-2012, Del expediente clínico, 2012), and 

although there's no doubt that their will is to pursue nothing but the best for the 

stakeholders, the current state of the healthcare sector in Mexico show us that definitely 

there’s a problem when managing these files. 

 

Categories that a Mexican HR must have in order to be taken into consideration:  

1. Integración del expediente / Integration of the file. 

2. Historia Clínica / Clinic history. 

3. Notas médicas generales / General medical notes. 

4. Especificaciones de la notas médicas / Specifications of medical notes. 

5. Notas de Evolución / Evolution notes. 

6. Notas de referencia o traslado / Reference or transfer notes. 

7. Notas de Interconsulta / Interconsultation notes. 
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8. Nota Preoperatoria / Pre-operative note. 

9. Nota Preanestesica / Preanesthetic note. 

10. Nota Postoperatoria / Postoperative note. 

11. Nota Postanestésica / Post-anesthetic note. 

12. Nota de Egreso / Hospital Egress note. 

13. Hoja de Enfermería / Nursing Sheet. 

14. Servicios auxiliares de diagnóstico y tratamiento / Auxiliary diagnostic and 

treatment services. 

15. Registro de la transfusión de unidades de sangre o de sus componentes / Recording 

the transfusion of blood units or their components. 

Lastly, another important fact to take into consideration to ensure a high-quality HR it’s 

the standardization of the terminologies and controlled vocabularies that are used in 

them.  This is not established in any Mexican law, which allows physicians to follow their 

best believe always aiming the best health interest of the patient, nevertheless the 

Systematized Nomenclature of Medicine-Clinical Terms (SNOMED-CT) is the most 

comprehensive and precise clinical health terminology in the world (Systematized 

Nomenclature of Medicine–Clinical Terms - 2016). It is developed, owned and 

distributed by the International Health Terminology Standards Development 

Organization (IHTSDO) (Helen Cripps and Craig Standing - 2011). The SNOMED-CT 

terminology handles a wide range of biomedical domains allowing a proper integration 

with the HR information system (Sachdeva Shelly and Bhalla Subhash - 2012).  The 

World Health Organization provides another catalog for when addressing diseases, 

named International Classification of Diseases (ICD) which is defined as the standard 

diagnostic tool for epidemiology, health management, and clinical purposes, including 

the analysis of the general health situation of population groups. (Dr. José Alberto 

Vázquez Benítez, Dr. Jaime Manuel Justo Janeiro). 
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4. Methodology and Method 

_____________________________________________________________________________________  
In the following chapter of this thesis we will go through methodology used for the case 
and through the design of the interviews made. 
_____________________________________________________________________________________  

4.1 Research Philosophy 

The idea that there are different views of the world, and the processes that operate within 

it, is part of what is known as philosophy. Philosophy is concerned with views about how 

the world works and, as an academic subject, focuses, primarily, on reality, knowledge, 

and existence. The research philosophy contains important assumptions about the way in 

which you view the world (Saunders, Lewis, & Thornhill, 2012).  Also, the research 

philosophy could assist the research with methodologies to avoiding inappropriate and 

unrelated works. By understanding and defining the benefits of research philosophy, the 

research could be more creative and exploratory in their method of research. Positivism: 

it’s based on “reality is independent of us and the goal is the discovery of theories based 

on empirical research”. Meanwhile, interpretivist involves researchers to not only 

research but to interpret elements of the study; thus, this type integrates human interest 

into a study (Myers, 2008). According to Saunders, M., Lewis, P. & Thornhill, A (2012) 

it is important for the researcher as a social actor to appreciate differences between people. 

In general, interpretive research findings are not derived from statistical analysis of 

quantitative data, instead, the findings are qualitative. (Collis, J., & Hussey, R. 2009). 

This research will follow the interpretivist philosophy due to the complex situation this 

research wants to address; Therefore, although it is true that we need data to have access 

to certain conclusions, these conclusions will not be significant due to the data per se, but 

a complex knowledge and interpretation of the interaction between the main actors is 

needed. We based the decision as interpretivist rather than positivism because 

“interpretive researchers assume that access to reality (given or socially constructed) is 

only through social constructions such as language, consciousness, shared meanings, and 

instruments” (Myers, 2008). The researcher interacts with that being researched because 

it is impossible to separate what exists in the social world from what is in the researcher’s 

mind (Smith, 1983; Creswell, 2014).  
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4.2 Research nature: 

If we are classifying research according to its purpose, we can describe it as being 

exploratory, descriptive, analytical or predictive (Collis & Hussey, 2014). Exploratory 

research design does not aim to provide the final and conclusive answers to the research 

questions but merely explores the research topic with varying levels of depth. It has been 

noted that exploratory research is the initial research, which forms the basis of more 

conclusive research. It can even help in determining the research design, sampling 

methodology and data collection method (Singh, 2007). This research will follow an 

exploratory research because of the aiming to get a deeper understanding of a topic with 

little previous research. Furthermore, exploratory research can be used when there is little 

knowledge about the topic of the research question and the researcher aims to understand 

the topic well (Saunders et al., 2012). 

4.3 Research Approach: 

Discussion of research approach is a vital part of any scientific study regardless of the 

research area. The main approaches are deductive, inductive, and abductive. (Saunders et 

al., 2012).	On one hand, deductive research describes a study in which a conceptual and 

theoretical structure is developed which is then tested by empirical observation; thus, 

particular instances are deduced from general inferences (Collis & Hussey, 2014). On the 

other hand, inductive research describes a study in which theory is developed from the 

observation of empirical reality; thus, general inferences are induced from particular 

instances (Collis & Hussey, 2014). This research will follow the inductive approach, due 

to the way it aims to explore the phenomenon and analyze the data; which identify themes 

and patterns and create a conceptual framework and generalizing from the specific to the 

general. (Saunders, Lewis, & Thornhill, 2012). 

4.4 Research design & strategy: 

The purpose of qualitative research is to explore the meaning of the people’s experiences, 

the meaning of people’s culture, and how the people view a particular issue or case. The 

purpose of quantitative research is to examine the relationship between variables, such as 

the dependent, independent variables, and extraneous (Creswell, 2009). Qualitative 

studies aim to ensure a greater level of depth of understanding and qualitative data 
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collection methods include interviews and questionnaires with case studies. This research 

will follow a qualitative focus; thus, the researchers are aiming to collect the right data in 

order to arm a strong case study that brings out the right conclusion for the research 

question. 

On the other hand, Saunders et al (2009) defined a research strategy as “the general plan 

of how the researcher will go about answering the research questions”. On a similar note, 

Bryman (2008) identified research strategy as “a general orientation to the conduct of 

research” Both Yin (2003) and Saunders et al (2009) acknowledged that although various 

research strategies exist, there are large overlaps among them and hence the important 

consideration would be to select the most advantageous strategy for a research study. 

Some of the common research strategies used in business and management are 

experiment, survey, case study, action research, grounded theory, ethnography, archival 

research, cross-sectional studies, longitudinal studies and participative enquiry (Easterby-

Smith et al., 2008; Collis and Hussey, 2009; Saunders et al., 2009).  

4.5 Case Design 

This research focuses on the two main institutions of public health in Mexico -IMSS and 

ISSTE-. These institutions were chosen since they are the two institutions that give 

attention to the largest amount of the Mexican population. Likewise, by choosing these 

two entities, we make sure that, even though they can or cannot be in the same state; the 

procedure and indicators are standardized (at least) inside the institutions, which allows 

us to make general conclusion without worried about the geographic factor. Also, being 

both public entities, the conflict of the difference in the budget or sources of financing is 

avoided. 

 

The research aims to corroborate the two main factors exposed in our purpose and in the 

literature review: conclude that the HR is wrong –in the sense of structure, information, 

and procedures- and that they are the 20% that cause the 80% of the problems. The 

research will not only ask the right questions to the expert but look for a deeper 

understanding of the general context that surrenders not only the physician but the HRs. 

In order to achieve this, the selection of a case study was key, because it allowed 

the research to add the value of not only the answer but the context in the real life that is 

needed. 
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Objections to single case research can arise from concerns about the representativeness 

of the chosen case, the extent to which generalizability is possible and the vulnerability 

to confirmation bias. (Rose, Spink and Canhoto, 2015). However, in applied research, the 

situation may be different because the focus is on a specific situation. (Yin, 2009) Which 

is the case of this research; it is established on two standardized institutions that are the 

most important in Mexico, in this way, the researchers will able to generalize from one 

case. 

4.6 Data Collection 

According to Dudovskiy (2017) Data collection is a process of collecting information 

from all the relevant sources to find answers to the research problem, test the hypothesis 

and evaluate the outcomes. Data collection methods can be divided into two categories: 

secondary methods of data collection and primary methods of data collection ergo 

primary data and secondary data. Secondary data is data that has already been published 

in books, newspapers, magazines, journals, online portals, etc.  The application of an 

appropriate set of criteria to select secondary data to be used in the study plays an 

important role in terms of increasing the levels of research validity and reliability 

(Dudovskiy, 2017). On the other hand, the primary data source refers to the information 

to the generated from an original source, such as interviews, focus groups or surveys. 

(Collis & Hussey, 2014) 

 

• Primary data: The main source of primary data in this research is peer-to-peer 

interviews to expert physicians of both intuitions as well as seminars and 

workshops. 
 

• Secondary data: The secondary data in this research is based on journals, official 

documents of the Ministry of Health, as well as scientific articles; which are 

describes in the literature review.  
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4.7 Interview Design  

According to Kvale (1996: 174) an interview is “a conversation, whose purpose is to 

gather descriptions of the [life-world] of the interviewee” with respect to interpretation 

of the meanings of the ‘described phenomena’. According to Berg (2007) there are three 

main types of interviews; The first is the structured interview, whose key feature is that it 

is mostly organized around a set of predetermined direct questions that require immediate, 

mostly responses. Thus, in such an interview, the interviewer and interviewees would 

have very little freedom. The second type of interviews is the open-ended (unstructured) 

interview. Gubrium & Holstein (2002) point out that, unlike the structured interview, this 

kind of interviewing is an open situation through which greater flexibility and freedom 

are offered to both sides. Third, is the semi-structured interview, which is a more flexible 

version of the structured interview as “it allows depth to be achieved by providing the 

opportunity on the part of the interviewer to probe and expand the interviewee's 

responses” (Rubin & Rubin, 2005: 88). When undertaking such interviews, researchers 

recommend using a basic checklist (Berg, 2007) that would help to cover all relevant 

areas; the main advantage is that it “allows for in-depth probing while permitting the 

interviewer to keep the interview within the parameters traced out by the aim of the study” 

(Berg 2007).  

 

For this research, semi-structured interviews were chosen and implemented; since the 

researches aimed to have a deeper understating of the social (real-life) context, but still 

get some big data.  In order to avoid any kind of a possible influence in the way of 

answering the questionnaire, questions were tackled with rate scale, but open questions 

were included aiming to understand the context of the doctor, the hospital and the HR.  

 

These questions aimed not to provide information about the patients’ health state but the 

quality of the data that was provided in each section of the HR. The sections of analysis 

from the HR were: Laboratory Information, Radiology Information and Picture Archive, 

Prescription area/system, Personal Patient Health Record (Personal Data). Added to this, 

at the end of every questionnaire, a section regarding the nomenclatures and scientific 

language was asked aiming to show how the standardization of these clinical terms might 

or might not affect the way the HR is used. 
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In order to have control of the data and to produce reliable data, all the interviews were 

conducted via Skype, since the distance was an impediment. The decision of conducted 

the interviews via Skype and not phone call was based on the fact that a face-to-face 

interview reduces the “enhance” of the information and give the research a trustworthy 

and reliable backup.  

 

Lastly, and due to the sensitivity of the information, once the physicians were elected, a 

non-disclosure agreement (attached in the appendix) was signed between the two parts in 

order to ensure that none of the information provides them by them would be for other 

purpose but for the thesis research. In this was stated that any name or personal data 

provided was de-identified meaning that any identifier of patient’s information was not 

taken into consideration for any part of the study.  

 

4.8 Interview selection: 

For this study 10 interviews were conducted to specialist physicians practicing in any of 

the two main Mexican public health institutions providers that the country has (IMSS & 

ISSSTE). As an inclusion character in order to accept the physician in the study, a 

requirement of three years working in the institution was made in order to ensure, as much 

as possible, their knowledge on how HR are managing in the institution they work for. 

Another important characteristic to take into consideration when choosing the physicians 

was that they should have between five and eight appointments on a daily basis in six 

working days week.  

The information was captured in the instrument called “HR Questionnaire” (some of the 

key questions are attached in the appendix) for the analysis and evaluation of information 

stated in them respecting always the confidentiality of any kind of patients information 

provided, but not requested. 

When completing the questionnaire, the information was transferred to the electronic 

Worksheet (Microsoft Excel 2010® program) in order to compare them and understand 

each physician point of view of the health records; In order to ensure our understanding 

from their view physicians were asked to have a virtual interview where the same 

questions were asked letting them build more explanation on their answer.  
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The following table shows in more detail the overall information of the interviews and 

interviewee:  

Doctor’s name Institution Field Time of 
the 

interview 

1.    Dra. Monica 
Delgado  

IMSS Orthopedist Physician 42 min 

2.    Dr. Hernán 
Vallarta  

ISSSTE Orthopedist Physician 30 min 

3.    Dra.  Beatríz 
Lobos  

IMSS Otorhinolaryngologist 43 min 

4.    Dr. Manuel 
Zendejas  

IMSS Plastic Surgeon 46 min 

5.    Dra. Sofia 
Rivera  

IMSS Gynecology 
physician 

30 min 

6.    Dr. Alejandro 
Ramos  

IMSS Surgeon physician 52 min 

7.    Dr. Andres 
Ortega  

ISSSTE Obstetrician 
physician 

42 min 

8.    Dr. Christian 
Miranda  

IMSS Surgeon physician 40 min 

9.    Dra. Andrea 
Marmolejo 

IMSS Radiologist Physician 45 min 

10. Dr. Jesus 
Ortega  

ISSSTE Neumologist 
physician 

50 min 

 

 

4.9 Data analysis.  

According to Saunders et al (2016), there are several methods to conduct data analysis 

such as thematic analysis, template analysis, grounded theory method, discourse analysis, 

content analysis, and narrative analysis. Due to the interpretivist nature of this research, 
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a thematic analysis was chosen.  Thematic Analysis provides accessible and systematic 

procedures for generating codes and themes from qualitative data (Braun & Clarke 2016).  

The thematic analysis was carried out according to the six-step procedure by Braun & 

Clarke (2016): familiarizing yourself with your data; generating initial codes: searching 

for categories; reviewing categories; defining and naming categories: and producing the 

report. 

The researcher’s transcribed the interviews in order to read them several times and 

highlight general and repetitive concepts. The next step was to generate initial codes from 

the data collected; all the codes emerged during the analysis of the transcripts, and each 

of them was discussed and agreed by the researchers. In the next phase, the researchers 

analyzed each code in order to propose categories to combine them; similar codes were 

grouped together into sub-categories; after each combination, the researches analyze the 

relationship between codes in order to agree that in fact, the selected codes can be 

together. Once the relevancy of all sub-categories was ensured, main-categories were 

created. Fifth, the authors named and define the categories and sub-categories that will be 

presented as part of the findings; and the last phase allowed the authors to conduct the 

analysis for the final thesis. 
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5. Interview Results / Empirical Findings 

_____________________________________________________________________________________  
In the following chapter of this thesis we will go through the interviews and the 
information gathered by showing the different points of view of the physicians that help 
with the research. Afterwards, the identification of categories, sub-categories and codes 
will be performed and later fundamental analyzed in the following chapter.  
_____________________________________________________________________________________  
 
In the following part of this thesis, we will analyze the main problems we have found in 

HR after having the interviews with physicians; We notice that these problems, in 

Mexican HR, go beyond the aiming of standardization of the procedures and information 

such as in the application of these standards; In fact, most of these problems can be 

classified into two main categories, each one with sub-categories and codes. 

5.1 The Mexican Health Record 

As has been stated before, the Mexican health record is a key document that has many 

factors to take into consideration in order to be useful for physicians and to all the 

stakeholders in general that take part when providing heal care to a patient. In this sense, 

after reviewing the data gathered from the interviews and the theoretical framework we 

have identified two main categories which should be taken into consideration; These are 

shown in the diagram below and will be explained and analyze later in the document. 
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5.2 File Standardization 

File Standardization is the first of the two main categories identified which should be 

taken into consideration in order to ensure a high-quality health record; “When someone 

talks about standardization regarding HR you have to take into consideration two main 

aspects, the information and the management of the file”, Dr. Christian Miranda (Surgeon 

physician at IMSS). In this sense, Dr. Miranda explained that the disjunction between 

these two factors triggers the lack of quality in HR. In the same way, Dr. Andres Ortega 

(Obstetrician physician at ISSSTE), stated as well that the standardization regulations 

should treat the “information requirements” with the same importance as the 

“management procedures” of the file since nowadays there are more normativity’s on 

what a HR should contain, rather than how it should be managed. 

In this sense, just as Dr. Ortega stated and other physicians have stated, we have identified 

two sub-categories for this category, each one with different codes; These are shown in 

the following diagram. 
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5.2.1 File Requirements 

 
The first code we identified was File Requirements which refers to the standardized 

information that a HR should contain by law; Therefore, since this information must be 

added to the file, during the physician's interviews we ask for their opinion about how 

well is the quality of the data contained in the HR they usually manage. For this, we asked 

the participants to grade the quality about data between good, medium or bad according 

to their personal experience and knowledge about the field. Since we lack medical 

knowledge we used the following grading criteria. 

• Good: Clear and well stated information that helps the physician’s 

practice of their job. 

•  Medium: Information that lacks detail or files to be backed up. 

• Bad: Information that is useless due to any kind of reason or even 

null. 

On the other hand, after a recommendation from Dr. Miranda which was the first 

interviewed physician and because time limitations for each interview, we chose to ask 

about the quality of each group of data rather than asking for each criteria of the HR. For 

these we took as reference the consensus between physicians of the Internal Medicine 

College of Mexico; Dr. Miranda recommend us as well to use join the Laboratory 

Information and the Radiology Information & Picture Archive into the same group since 

in the medical field these departments can be in the same area. Thus, the following table 

was gathered: 

 
 
Table 02: Information vs. Quality of Mexican HR 

Information vs. Quality 

Laboratory, Radiology & 
Picture Information 

Good (40%) Medium 
(50%) 

Bad 
(10%) 

Prescription area Good (60%) Medium 
(30%) 

Bad 
(10%) 
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Personal Health Record Good (50%) Medium 
(30%) 

Bad 
(20%) 

Nomenclatures and Scientific 
language 

Good (40%) Medium 
(50%) 

Bad 
(10%) 

Source: Interviews made for the research. 

As we can see, after filtering the answers from questions (1,2,3,4,5) of the questionnaire 

and grouping them in four groups, at first sight, the information contained in these areas 

of Mexican health records, regarding the quality of each section, was good. In this sense, 

Dr. Alejandro Ramos (Surgeon physician at IMSS) said that “in general, the information 

that a HR must have by law is really important and useful in a physician's daily practice; 

Nevertheless, the quality of it obviously change depending on the doctor who writes it due 

to the terminology used”. Because of this, he expressed his concerns about how well 

prepared or not are the health professionals nowadays since, according to him, there are 

common terms that young physicians should but do not know.  “There are recent 

graduates who do not know the definition and differentiation (in the medical field) about 

the meaning of simple terms such as "severe", "acute".” (Dr. Alejandro Ramos). 

 

On the other hand, physicians stated as well that there are cases where although the quality 

of the information stated is good, it may be useless at the end due to the lack of data to 

back it up. One example of this was given by Dra. Sofia Rivera (Gynecology physician 

at IMSS), where she explains that in many cases patient’s HR are incomplete. She said 

that “although, in most cases, HR has good quality diagnose notes from previous 

interventions performed by other physicians, the clinical test that backs up does 

diagnoses are not attached; Meaning that I need to prescribe another clinical test to 

ensure my decisions, which then translates in a waste of time and money that could be 

avoided.” 

After these interventions we identified two codes to be analyzed in the following chapter; 

The first code was Data which, as stated before, refers to all the information the file must 

contain according by law. On the other hand, the second code identified was named 

Vocabulary and Terminologies which refers to the aiming to have a well stated and 
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detailed use of medical words in order to refer to a certain synthon, disease or any medical 

clarification. 

 

5.2.2 File Management 

The second code identified for this category was File Management which is another 

really important part to take into consideration for the analysis. The file management 

standardization of  the HR do not focus neither in the data nor it’s quality but instead, it 

focuses on all the procedures to take into consideration for a HR. Dr. Manuel Zendejas 

(Plastic Surgeon at IMSS), stated that the disjunction of three main procedures are the 

ones that creates the problems in the chain, which are: Information Gathering, 

Information Storage, Information Sharing. 

 

Information Gathering is the first code identified within file management code; It refers 

to the process of recollecting the data for the HR. It is the most important process to 

perform when managing HR since it’s the way in how “the physician will enrich the 

document because if the information is not well imputed the storage and the sharing 

process has no point.”, Dra.  Beatríz Lobos (Otorhinolaryngologist at IMSS) In the same 

way, Dr. Miranda said that this procedure could be as easy or as hard to perform 

depending on the Hospital the physician is working on. After years of medical practice in 

several hospitals, Dr. Miranda explains how the lack of infrastructure can affect the input 

of information since it was until 2015 that electronic HR appeared in the health care 

system and until last year (2018) this technology had been implemented only in 30% of 

the entities. 

Dr. Ortega explained as well that at ISSSTE there is basically only one way to gather 

patient’s information which is through a face two face interview writing the responses by 

hand, or (in the best scenario) with a typewriter. Although, according to him, “a face to 

face interview is the best way to know the patient” he concerns about the facilities 

provided by the hospital to the health professionals.  Dr. Miranda, a physician at IMSS, 

stated basically the same about the lack of infrastructure, in fact, both gave the same 

example where sometimes they have to use recycled paper (already used in one face) in 

order to type patient’s information. 
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Information Storage is the second code identified within file management code; It refers 

to the process of how the data is saved and secure in order to be available afterward“The 

storage of a patient record should not only be aware of the security of the file by itself but 

as well it should take into consideration the accessibility for other authorized 

stakeholders which might need it.” Dr. Hernán Vallarta (Orthopedist Physician at 

ISSSTE), Dr. Hernán states that patients records, since they are on paper, they must be 

stored in a huge cellar at least for five years (which is what law states) after their creation. 

Nevertheless, the administration of these cellars lacks quality and organization since it 

can take up to a month just to gather a complete HR from a patient. 

 

Dr. Miranda explains that at IMSS HR handling works basically the same way, where 

every time a patient needs any kind of a physician intervention a new HR it’s created to 

register that single consultation. “The problem is that these single inputs are never 

attached to the main file, therefore every time we request a patient’s HR we get single 

disjointed parts, making it easier the loss of information.” (Dr. Miranda). 

 

Information Sharing is the third and last code identified within file management code; 

It refers to the process of sharing the HR information between the stakeholders that take 

part when providing healthcare to a patient; Dra. Monica Delgado (Orthopedist Physician 

at IMSS) said “Another important factor to consider when managing HR is the way they 

are shared since the health provider should ensure not only it’s safety but its accessibility 

as well”. She explained how now a day’s patients records are stored locally in the hospital 

they were created, meaning that if a patient goes to N number or different hospitals, he/she 

would have N number of files. “HRs are not even shared in the hospital network 

nowadays, in fact if a patient is referred from one hospital to another one a process 

request for transferring his HR to the new location must take place. This process can take 

up to three months which it’s unacceptable.” Dra. Delgado. 

Dr. Miranda explained as well how important the easy access of information is, not only 

for the patient but for ensuring optimal hospital operations since the sharing of patient’s 

information with the hospital network can help to predict and control supply chain 
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processes. “In México it’s really common that hospital’s pharmacies have not enough 

supplies of medicines for patients; This is mainly due because pharmacies never request 

enough resources to serve their demand, since they do not know which, how many, or 

how often are medicines prescribed to patients because they do not have access to their 

HR”- (Dr. Miranda). 

Dra. Andrea Marmolejo (Radiologist Physician at IMSS), explains us how difficult is for 

the Clinical Test department of the Hospital to work hand by hand with physicians and 

other entities in the institution. “Every time a patient needs a clinical test, they must come 

physically to our office in order to take the sample or pictures in order to proceed with 

the analysis; Once we have the results, we have no way to contact the physician nor the 

patient to tell them to pick them up [...] As you can see, sharing of contact information 

will make our job much easier, without saying that emailing results would make the 

processes much faster and secure” (Dra. Marmolejo).   

5.3 Standardization Implementation 

The second category we identified refers to the way the standardized processes are done, 
and it considers two sub-categories with codes which are shown in the following chart. 
 

 
In general, this category with its sub-categories and codes was identified because of what 

the physicians shared with us empirically; In this sense, although they did not tackle or 
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mention this activity specifically, we notice many dislikes about this topic while 

interviewing them.  

5.3.1 Infrastructure 

 
The first code identified was Infrastructure which refers to the availability of facilities 

for stakeholders of the healthcare practice when performing their job. For this sub-

category two codes where identified which were Physical Infrastructure and Human 

Infrastructure. 

Physical Infrastructure refers to all of does materials given to healthcare providers in order 

to perform their job while Human Infrastructure refers to all does human beings that take 

part when providing healthcare to a patient taking into consideration not only nurses and 

physicians but administrative and maintenance personnel that works in the system. It’s 

worth to mention that this second code depends in many ways from the first one since, 

although it was not mentioned literally in that way during the interviews, physical 

infrastructure such as money makes a difference when hiring personnel or not. A clear 

example of this is the bankruptcy statement made by the ISSSTE where they can afford 

to pay neither physician nor medical equipment. 

On the other hand, the lack of physical infrastructure can be translated not only in money 

budgeting but beyond it can go that such as in the lack of resources such as medicines, 

medical equipment or even blank paper sheets to take notes, just as Dr. Miranda and Dr. 

Ortega stated above in the Information Gathering section.  

5.3.2 Follow Up 

 
Follow up is the second code identified which should be taken into consideration for the 

standardization and implementation process; This refers to all does actions that should be 

performed in order to achieve a well standardized process just as periodic feedback of the 

standardization plan by itself and feedback about the way this planning is performed. 

In this sense, two codes were identified according to the interviews and the data gathered. 

The first code was labeled as Standardization Application and it refers to the process 

of making sure that the stakeholders are performing their job in the standardized way 

provided. This is really important when talking about the medical field since the 
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avoidance, by the stakeholders, of the standardized process may result later on legal 

problems or even in fatal deaths.  

Dra. Delgado stated before that when a patient it’s transferred/referred to from a hospital 

to another one the sharing of his / her HR between the health entities does not happen 

immediately; She explains that this is due mainly to the enormous amount of bureaucracy 

that health professionals must face every time they manage this type of files.  Dra. 

Delgado explains as well that this amount of paperwork they have to fill out every time 

they manage HR it’s due to the poor traceability that the files have. “Simple things like 

knowing who, why or when a HR was modified it’s not a simple task…” This is a big 

problem for both, physicians and patients since a file can be easily corrupted at any time 

without noticing it compromising the patient’s health and the health professional practice 

(Dra. Delgado). 

The example of Dra. Delgado and other ones form other physicians show that, although 

there are standardized procedures nowadays in the HR management, stakeholders 

sometimes avoid following them up and although we will analyze this later on it is 

important to be highlighted. In fact, at the end of each interview, physicians were asked 

if they were aware of present regulations that aim to tackle most of the standardization 

problems mentioned above in order to give their thoughts about them. Most of them gave 

a positive response, nevertheless they said that current regulations are really ambiguous 

and are mainly focus on HR in an electronic format. “Treating with electronic HR is not 

the same as working with paper file; I was volunteer in Germany for a couple of years 

and a single procedure which in México can take three hours, in Europe can take 30 

minutes.” – Dr. Miranda. 

The second code identified was named Bottlenecks; It refers to does actions that hinder the streamflow of 

the standardization process. In this sense, Dr. Jesus Ortega (Neumologist physician at ISSSTE), provide a 

good example of this stating that “Mexican law states that health providers must keep their patient’s HR 

for five years after its creation or any modification; Entitling health providers with a shared ownership of 

the files, between them and the patient’s.”. This may not seem a big deal, nevertheless every time a patient 

request a copy of their HR, they have to wait up to three months in order to get it since the file has to be 

searched physically in the cellars and if it’s divided into single parts it has to be attached all together; After, 

an authorized professional has to stamp the file in order to be certified since it has to be 100% identic in 

other to be legally valid, explained Dr. Ortega. 
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6. Analysis 

_________________________________________________________________________________  
After performing the interviews and the identification of  categories, sub-categories, and 
codes, in this section, we will the results of the analysis performed. 
_____________________________________________________________________________________  

After analyzed the gathered data we created the following chart with the two main 

categories, each one with their sub-categories, and codes. This aims to create a figure 

chart with the categories, sub-categories and codes that should be taken into consideration 

when performing and standardization process. In this sense, we will tackle the analysis in 

two parts taking into consideration one category for each part. 

 

6.1 File Standardization 

The file standardization category focuses on the theoretical part of the standardization process. 

As it was shown in the theoretical framework, this theoretical part is not an easy process 

to perform and in fact, it is the pillar of the whole process since it is the one that gives the 

guidelines and marks the boundaries for the standardization. Although this research 

focuses on the HR and the healthcare providing, this first category can be seen as the 

Health Records

File 
Standardization

File 
Requirements

Data Vocabulary and 
Terminologies 

File 
Management

Information 
Gathering

Information 
Storage

Information 
Sharing

Standardization 
Implementation

Infrastructure

Physical 
Infraestructure

Human 
Infrastructure

Follow Up

Standarization 
Application BottleNeck



 

 

 
 

34 

planning of any general standardization process since the main difference would only be 

the stakeholders depending on the business field aiming to be standardized.  

 

In general, the planning of the standardization is in charge of specialist who knows how 

the business field works; An example of this is the file standardization process that was 

done in Mexico for the HR. This, according to literature, was stated by the Mexican 

regulations taking into consideration several national physicians and national and 

international organizations specialized in the medical field such as the Internal Medicine 

College of Mexico, WHO (World Health Organization), the OECD (Organization for 

Economic Cooperation and Development ) and the ISO ( International Organization for 

Standardization ). 

6.1.1 File Requirements 

The two main outcomes of the file standardization process, or in other words 

standardization planning, is the identification of the requirements to perform the process 

aimed to be standardized. As stated before, since the context of this thesis is the 

standardization of HR within the Mexican healthcare system, the requirements to fulfill 

a HR are stated by law. 

 
In the same way, since healthcare is a governmental regulated process there’s no enough slack to make 

changes to the file requirements. This is mainly because the Mexican laws are influenced by a technocrat 

type of government; Although we won’t tackle political factors, it is important to understand 

the word technocracy which is a proposed system of governance in which decision-

makers are selected on the basis of their expertise in a given area of responsibility, 

particularly with regard to scientific or technical knowledge. An example of this is how, 

according to literature, the government took into consideration different physicians and 

organizations as was explained above.  

 

In general, these specialists on the field (technocrats) oversee two main factors when 

planning the standardization, these factors were identified before with the codes of 

“Data” and "Vocabulary & Terminologies” which in a general context the code “Data” 

refers to all does fields and/or information required to enrich the process while 
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"Vocabulary & Terminologies” refers to the way these data is presented in order to be 

understood by every stakeholder.  

 

Specifically, for this thesis, these two codes refer to the “Data” and "Vocabulary & 

Terminologies” used within the Mexican healthcare and the HR; In this sense, the code 

“Data” refers to the 15 specific main fields, stated in the Mexican regulation, which have 

to be filled by healthcare providers when creating a HR. On the other hand, the 

"Vocabulary & Terminologies” refers to the pre-defined Systematized Nomenclature of 

Medicine-Clinical Terms (SNOMED-CT) used by physicians. This, according to 

literature and to some physician’s interview responses, can ensure the correct 

understanding of a certain disease or synthon of a patient, which is really important when 

providing a diagnose.  

 

6.1.2 File Management 

The second main outcome that has to be taken into consideration when aiming to plan a 

standardization process, in this case, the file standardization of HR, is the way the inputs 

and outputs of the process are going to be done. In this thesis we refer to this process with 

the code file management which takes into consideration how the data required is going 

to be treated.  

 

In this sense, after the interviews with the medical specialists who are in contact with the 

medical files (HR), we identified three main codes in which special attention should be 

done. These three codes are dependent one from another and although they are all 

important to take into consideration, they have not the same impact one from another one. 

To clear this, we assigned the following hierarchy of relevance/importance where the first 

is the most important and the third is the less important. 

1. Information gathering 

We have assigned this first code as the one with more relevance because as Dra. 

Beatríz Lobos said when interviewing her: “if the information is not well imputed 

the storage and the sharing process has no point”. In this sense, the code 

Information Gathering takes into consideration the process of how the data 
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required should be imputed and obtained depending on the field we are talking 

about. In general, the main outcome when tackling the process of Information 

Gathering is to obtain a standardize method to get the required data, an example 

of this can be seen by Dr. Ortega who said: “a face to face interview is the best 

way to know the patient” in relation to health providence.  

 

Once the method to obtain the information is found just as the “ie. face to face 

interview”, explained during the interview, the next step is to ensure well 

information imputing. This means that all the required data should be in place and 

in order to ensure that every stakeholder can understand it and be benefited from 

it. 

2. Information Storage 

Information Storage is the second relevant & important code to take into 

consideration; The second place was given not only because it is the second 

process to follow in the file management but because first it must be ensured a 

good imputed data in order to store useful information.  

 

In general, this code tackles the importance of creating a good architecture in order 

to store de information; As we know, in the previous part of this thesis it’s shown 

how Mexican HR  are stored and although we won’t discuss if the way they 

currently do it is efficient or not, we would like to point out that the correct 

analysis of this process can enrich the workflow. 

 

The main outcome of the information storage is to ensure the information in a 

place that would be easy to access for the stakeholders, this can be done in several 

ways giving different outcomes. Some examples were explained in the chapters 

before such as the physical way Mexican HR are stored in cellars or how 

electronic HR are stored in databases.  

 

3. Information Sharing  
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Information sharing is the last code identified and the third in relevance which has to be taken 

into consideration,  since it is the one that tackles the process of making available the 

information for the stakeholders involved in the process. It is important to highlight that although 

Information Sharing and Information Storage codes tackle the availability of the information 

there’s a difference between both. While Information Storage it’s responsible to store the data in 

an available place for the stakeholders, Information Sharing refers to the process to 

follow at the moment or requesting information. An example in the context of this 

thesis is the process that a physician has to follow the requesting a HR which, 

according to the specialist, it is not efficient since it can take up to three months 

to get a full file.  

6.2 Standardization Implementation. 

Standardization Implementation is the second category identified with the empirical data. 

This refers to the implementation process of the planification done beforehand with the 

file standardization. This category is as important to take into consideration as the file 

standardization category.  

 

These both go hand by hand and are directly proportional one each other. In this sense, 

even if the file standardization category is done in an optimal way but the standardization 

implementation is poorly performed, the whole process would be affected; This behavior 

was identified after Dra. Delgado gave her example, stating that “simple things like 

knowing who, why or when a HR was modified it’s not a simple task…” This can be 

explained by a poor standardization implementation which would be tackle later in the 

code named Follow Up.  The second code identified was labeled as Infrastructure which 

refers to the available recourses to perform the standardization. 

6.2.1 Infrastructure 

As stated above Infrastructure is one of the two sub-categories identified which tackles 

the resources to perform their job. For this thesis, the importance of this code was 

identified after interviewing physicians where they state that at IMSS and ISSSTE they 

lack recourses just as blank paper to make notes or the statement of Mario Zenteno about 

the bankruptcy due to the lack of financial resources. This lacking is label with the code 

named “physical infrastructure”, never the less this is not the only kind of  lacking 

infrastructure that should be highlighted.  
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In this sense, the second code to take into consideration is  Human Infrastructure which 

mainly tackles the absence of professionals of the field and although it is important to 

take into consideration the availability (in the healthcare context) of physicians and nurses 

ensuring they have the knowledge for their practice which it’s really important. An 

example of this can be seen in the interview performed with Dr. Ramos where the state 

“There are recent graduates who do not know the definition and differentiation (in the 

medical field) about the meaning of simple terms such as "severe", "acute".”  This 

showed us how although there’s the availability of human infrastructure, the lack of 

knowledge from these professionals can harm the outcome of the standardization. 

6.2.2 Follow Up 

The last sub-category identified for the second category is Follow Up which tackles the 

constant checking of the standardization implementation process in order to ensure that 

all the procedures are done as they were stated. This sub-category was identified after 

Dra. Delgado mentioned that because of lack of data “simple things like knowing who, 

why or when a HR was modified it’s not a simple task…”. This quote was really relevant 

for us since after checking the current normativity for the requirements of a HR, we 

noticed that by law the data required to track modifications in the medical file must be 

stated.  

 

On the other hand, the second code was identified as Bottlenecks which refers to all those 

processes that affect the streamflow of the standardization delaying & affecting the 

outcomes.  This can easily be seen on the time required to obtain a full Mexican HR, 

where it can take up to three months due to several reasons or how the laboratory 

information is delayed or even lost because of the lack of communication between the 

stakeholders. The main outcome of this code is to identify Bottlenecks and give feedback 

to the first category in order to achieve an efficient workflow. 
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7. Conclusion 

_____________________________________________________________________________________  
In the following chapter of this thesis we will give a conclusion about the main problems 
of the HR that we have find. Advices and examples of possible improvements will be given 
as well. 
_____________________________________________________________________________________  
 
As we stated in the introduction, when we start writing this thesis we were seeking to 

make a difference that could help our country through researching a way to improve it’s 

health care system, more specifically through a research on the Mexican HR which appear 

as an area for improvement in almost every problem that the system has.    With aiming 

to do so, we conduct a research with physicians about the quality of the files and the 

information they contained. 

After reviewing the literature and interviewing physicians, we find that the main problems 

are the lack of infrastructure and standardization that surrounds the Mexicans HR. As it 

is stated in the introduction, sharing data process cannot be standardized if the information 

has mistakes; after analyzing the interviews and our findings, we can conclude that the 

main factors that make the data less reliable are: preparation of the new generation of 

doctors, the terminology that is used, and the lack of data to back it up due to doctors’ 

mistakes. 

Therefore, we also conclude that the lack of this data was mainly because of the avoidance 

of the standardized procedures in the information of the files. This avoidance was 

identified with the code of Standardization Application with the aiming to highlight that 

even though there’s a good standardization planning (File Standarizaton) if the 

application of this is not ensured, the outcome of this may be affected. 

 

However, what stands out in the interviews are the problems of: gathering, storage, and 

sharing of the information, which, in themselves are not problems of the information 

contained within the file but to the infrastructure surrounding the files; As stated in the 

interviews, it was until 2015 that electronic HR appeared in the health care system and 

until last year (2018) this technology had been implemented only in 30% of the entities. 
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If we focus on the file managment problems (storage, gather and sharing), we can notice 

that all other problems mentioned by the doctors are dependent on them, for example, 

everything that conforms to the laws and regulations; which, beyond directly affecting 

the quality of the HR, affect the process of the patient-doctor, both in the field of 

information flow and in the time of response and implementation. According to our 

theoretical framework and literature review, by considering the Pareto principle (fix 20% 

of the problems, and 80% will be resolved), if we solve these problems of file 

management (storage, gather and sharing), the Mexican HR could become more useful 

not only for the doctor that is treating the patient but for the whole system; which would 

mean a better share of information and a more even distribution of population and 

infrastructure. As stated in the analysis; these problems can be solved by the application 

of standardization; However, this standardization can only be achieved if the information 

in the files is also standardized and followed up by the designed institutions.  

 

In conclusion, our purpose was to research if the information contained in the HR was of 

the quality necessary to be standardized; as well as research if there were other problems 

that prevented the standardization and sharing of this file. After analyzing the interviews, 

the findings and present the results; We conclude that the information contained within 

the HR is not of sufficient quality to be standardized due to the reason mentioned earlier 

on this section. Likewise, we conclude that there are infrastructure problems around the 

HR which make the standardization process harder, as well these problems are tackled 

earlier in this section. In this way, we answer our research question: why are HR not as 

efficient as they should be in order to be more useful for Mexican physicians? 

 

7.1 Discussion and Future research 

Since the infrastructure was not the main point of this paper; for future research, it should 

be considered as the cornerstone of the research; As this thesis emphasize, is the most 

urgent national problem to improve the HR, and consequently the entire health system. 

Likewise, it is recommended to study the success other countries have had with an 

advanced technological infrastructure, which allows them to achieve an optimal exchange 

of information. Sweden can be a great subject of study due to the advanced technology 

and optimal exchange of information the country has achieved in such a short period of 
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time. Such research could be the interest not only for Mexican researchers in health 

matters; but for researchers focus on technology and information flows; Since they are 

the two main areas involved in this success. 

In terms of policy-makers and unions, based on the responses of the physicians, we detect 

lack of communication and understanding between the policy-makers and the physicians. 

This lack of communication can be a problem in the effort to solve the deficiencies. As 

researchers, we suggest a different approach in which physicians and policy-makers work 

together, so they can understand how to do the policy and why they do the policies. 

 

7.2 Trustworthiness 

In order to provide a different set for criteria that can be used for ascertaining the quality; 

this research follows the Lincoln & Guba (1985) approach to assure trustworthiness. 

Guba (1985) created a corresponding set of criteria for trustworthiness of qualitative 

research: (a) credibility (vs. internal validity), (b) transferability (vs. external validity), (c) 

dependability (vs. reliability) and (d) confirmability (vs. objectivity). 

 

 

 

7.3 Credibility 

Credibility is the equivalent of internal validity in quantitative research and is concerned 

with the aspect of truth-value; depends on the richness of the data and analysis and can 

be enhanced by triangulation (Patton, 2002). Strategies to ensure credibility are prolonged 

engagement, persistent observation, triangulation and member check. This research use 

prolonged engagement and triangulation of data to ensure the credibility. For instance, 

the researchers investing sufficient time to become familiar with the setting and context, 

to test for misinformation, to build trust, and to get to know the data to get rich data. Also, 

data triangulation, specifically in sources and persons, was a key in this research, thus the 

researchers used a variety of secondary data to build the case and to test the data of the 

primary sources.  

7.4 Transferability 
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Guba (1985) establish that transferability corresponds to external validity, as well as 

enable the reader to assess whether your findings are transferable to their own setting; 

this is the so-called transferability judgement.  Transferability can be achieved by 

thorough description of the research context and underlying assumptions (Trochim, 

2006). With providing that information, the research results may be transferred from the 

original research situation to a similar situation. 

This research takes the base to transferability since the selection of institutions, as it is 

mentioned in the design, the researchers chose the institution –IMSS and ISSTE- in order 

to avoid the geographical issue; as well as allow most of the physicians to identify 

themselves due to the amount of physician that are employed by these two main entities.  

7.5 Dependability 

Dependability aims to replace reliability, which requires that when replicating 

experiments, the same results should be achieved. As this would not be expected to 

happen in a qualitative setting, alternative criteria are general understandability, flow of 

arguments, and logic. Both the process and the product of the research need to be 

consistent (Lincoln & Guba, 1985). 

In this research, the researchers transparently describing the research steps taken from the 

start of a research project to the development and reporting of the conclusion; as it is 

described in the “Method and Methodology” section.  

7.6 Confirmability: 

According to Guba (1985), confirmability concerns the aspect of neutrality in 

interpretations. The researches need to secure the inter-subjectivity of the research. The 

interpretation should not be based on the researchers own particular preferences and 

viewpoints but needs to be grounded in the data.  

 

To assure the confirmability and to avoid the researches preference, the semi-structured 

interviews were conducted in an open way, so the researches did not tackle any topic but 

let the experts narrow themselves. Furthermore, to ensure the objectivity of the study by 
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not assigned a researcher to each institution but the physician in order to avoid any 

preference for any institution. 

7.7 Limitations 

The research had three main limitations, the first was the lack of the study of the topic in 

an analog way; since, most of the literature was focused on digital health records. The 

second limitation was the geographical location, since we were in Sweden, it was difficult 

to set the times for interviews. And the last one was the accessibility to the information 

provided by the government; it was harder to find data that was updated and we could not 

find more information to compare the information provided by the national institution. 

These three main limitations could have had an impact on the research. 

 

 

8. Ethics and Confidentiality 

_____________________________________________________________________________________  
In the following chapter of this thesis we will give brief discussion about the ethics of the 
research and how to handle them. 
___________________________________________________________________________________  
 

According to the World Health Organization Research ethics govern the standards of 

conduct for scientific researchers. It is important to adhere to ethical principles in order 

to protect the dignity, rights and welfare of research participants. Saunders (2009) 

establish that research ethics relates to the data collection, process and store the data in a 

moral and responsible way. 

 

For this research, all the interviewees were informed about the whole research and the 

purpose of it. Also, the physicians that were consulted received an explanation of how the 

report will be conducted and who will be able to read it. Lastly, the researcher emphasizes 

that the purpose of the research is to tackle and narrow the problem of the system; and 

not to tackle or talk about and/or use the information of patients.    
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A non-disclosure agreement was signed with every physician to ensure the confidentiality 

of the information; nevertheless, the physicians agreed on to use their names as a 

reference as well as some quotes of the open questions to help the research.  
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10. Appendix 

10.1 Appendix 01: Model of Evaluation of the Integrated Clinical 
Record and of Quality 

QUALITY OF CRITERIA AND NORMATIVE COMPLIANCE 

D1 INTEGRACIÓN DEL 
EXPEDIENTE 

FILE INTEGRATION 

1 Existe el expediente clínico solicitado Is there the requested clinical file 

2 Tiene un número único de identificación Does It has a unique identification number 

3 Se incorpora un índice guía en las carpetas A guide index is included in the folders 
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4 Los documentos están secuencialmente ordenados 
y completos 

Los documentos están secuencialmente 
ordenados y completos 

5 Escrito con letra legible en lenguaje técnico 
médico 

Written with legible handwriting in medical 
technical language 

6 Sin abreviaturas, tachaduras y enmendaduras Without abbreviations, deletions and 
amendments 

7 Se anexa la lista de verificación para las 
intervenciones quirúrgicas 

Attached is the checklist for surgical 
interventions 

D2 HISTORIA CLINICA CLINIC HISTORY 

1 Ficha de Identificación Identification file 

2 Antecedentes heredo familiares Family inheritance background 

3 Antecedentes personales no patológicos Non-pathological personal history 

4 Antecedentes personales patológicos Pathological personal history 

5 Padecimiento actual Current condition 

6 Interrogatorio por aparatos y sistemas Interrogation by apparatuses and systems 

7 Exploración física (habitus exterior, signos 
vitales, datos de cabeza, cuello, tórax, abdomen, 

extremidades y genitales) 

Physical examination (external habitus, vital 
signs, head, neck, chest, abdomen, extremities 

and genitals) 

8 Resultados previos y actuales de estudios de 
laboratorio, gabinete y otros 

Previous and current results of laboratory, 
cabinet and other studies 

9 Terapéutica empleada y resultados obtenidos 
(medicamento, vía, dosis, periodicidad) 

Therapeutics used and results obtained 
(medication, route, dose, periodicity) 

10 Diagnóstico(s) o problemas clínicos Diagnosis (s) or clinical problems 

11 Nombre completo, cédula profesional y firma del 
médico 

Full name, professional license and doctor's 
signature 

D3 EN GENERAL DE LAS NOTAS 
MÉDICAS 

IN GENERAL OF MEDICAL 
NOTES 

1 Nombre del paciente Name of patient 

2 Fecha y hora de elaboración Date and time of preparation 

3 Edad y sexo Age and sex 

4 Signos vitales (Peso, talla, tensión arterial, 
frecuencia cardíaca, frecuencia respiratoria, 

temperatura) 

Vital signs (Weight, height, blood pressure, 
heart rate, respiratory rate, temperature) 

5 Resumen del interrogatorio Interrogation summary 
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6 Exploración física Physical exploration 

7 Resultado de estudios de los servicios auxiliares 
de diagnóstico y tratamiento 

Result of studies of auxiliary diagnostic and 
treatment services 

8 Diagnóstico(s) o problemas clínicos Diagnosis (s) or clinical problems 

9 Plan de estudio y/o Tratamiento (indicaciones 
médicas, vía, dosis, periodicidad) 

Study plan and / or Treatment (medical 
indications, route, dose, periodicity) 

10 Pronóstico Forecast 

11 Nombre completo, cédula profesional y firma del 
médico 

Full name, professional license and doctor's 
signature 

D4 ESPECIFICACIONES DE LAS 
NOTAS MÉDICAS 

SPECIFICATIONS OF MEDICAL 
NOTES 

1 Motivo de la consulta Reason for consultation 

2 Estado mental del paciente Mental state of the patient 

3 Se menciona destino de paciente después de la 
atención de urgencias 

Patient's destination is mentioned after 
emergency care 

4 Se precisan los procedimientos en el área de 
urgencias 

Procedures are needed in the emergency area 

D5 NOTAS DE EVOLUCIÓN EVOLUTION NOTES 

1 Existencia de nota médica por turno Existence of medical note per shift 

2 Evolución y actualización de cuadro clínico Evolution and update of clinical picture 

D6 NOTAS DE 
REFERENCIA/TRASLADO 

REFERENCE NOTES / 
TRANSFER 

1 Motivo de envío Reason for sending 

2 Establecimiento que envía y establecimiento 
receptor 

Establishment that sends and establishment 
receiver 

3 Nombre del médico responsable de la recepción 
del paciente en caso de urgencia 

Name of the doctor responsible for receiving 
the patient in case of emergency 

D7 NOTAS DE INTERCONSULTA INTERCONSULTATION NOTES 

1 Criterio diagnóstico Diagnostic criteria 

2 Sugerencias diagnósticas y de tratamiento Diagnostic and treatment suggestions 

3 Motivo de la consulta Reason for consultation 

D8 NOTA PREOPERATORIA PRE-OPERATORY NOTE 
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1 Fecha de la cirugía a realizar Date of surgery to be performed 

2 Diagnóstico pre-operatorio Preoperative diagnosis 

3 Plan quirúrgico Surgical plan 

4 Riesgo quirúrgico Surgical risk 

5 Cuidados y plan terapéutico preoperatorio Care and preoperative therapeutic plan 

D9 NOTA PRE-ANESTESICA PRE-ANESTHETIC NOTE 

1 Evaluación clínica del paciente Clinical evaluation of the patient 

2 Tipo de anestesia Type of anesthesia 

3 Riesgo anestésico Anesthetic risk 

D10 NOTA POSTOPERATORIA POST-OPERATIVE NOTE 

1 Operación planeada Planned operation 

2 Operación realizada Operation performed 

3 Diagnóstico post-operatorio Post-operative diagnosis 

4 Descripción de la técnica quirúrgica Description of the surgical technique 

5 Hallazgos transoperatoria Transoperative findings 

6 Reporte de gasas y compresas Gauze and compresses report 

7 Incidentes y accidentes Incidents and accidents 

8 Cuantificación de sangrado Quantification of bleeding 

10 Resultados e interpretación de estudios de 
servicios auxiliares de diagnóstico 

transoperatorios 

Results and interpretation of studies of 
auxiliary services of transoperative diagnosis 

11 Estado post-quirúrgico inmediato Immediate post-surgical status 

12 Plan manejo y tratamiento post-operatorio 
inmediato 

Management plan and immediate post-
operative treatment 

13 Envío de piezas y biopsias quirúrgicas para 
examen macroscópico 

Sending parts and surgical biopsies for 
macroscopic examination 
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D11 NOTA POST-ANESTESICA POST-ANESTHESIA NOTE 

1 Medicamentos utilizados Medications used 

2 Duración de la anestesia Duration of anesthesia 

3 Incidentes y accidentes atribuibles a la anestesia Incidents and accidents attributable to 
anesthesia 

4 Cantidad de sangre o soluciones aplicadas Amount of blood or solutions applied 

5 Estado clínico del enfermo a su egreso de 
quirófano 

Clinical status of the patient upon discharge 
from the operating room 

6 Plan manejo y tratamiento inmediato Management and immediate treatment plan 

D12 NOTA DE EGRESO DISCHARGE NOTE 

1 Nombre del paciente Name of patient 

2 Edad y sexo Age and sex 

3 Fecha y hora de elaboración Date and time of preparation 

4 Signos vitales (peso, talla, tensión arterial, 
frecuencia cardiaca, frecuencia respiratoria, 

temperatura) 

Vital signs (weight, height, blood pressure, 
heart rate, respiratory rate, temperature) 

5 Fecha y hora del ingreso/egreso hospitalario Date and time of admission / hospital discharge 

6 Días de estancia en la unidad Days of stay in the unit 

7 Se identifica si es reingreso por la misma afección 
en el año 

It is identified if you are readmitted for the 
same condition in the year 

8 Diagnóstico(s) de ingreso. Contiene diagnóstico 
principal y diagnósticos secundarios 

Admission diagnosis (s). Contains main 
diagnosis and secondary diagnoses 

9 Resumen de la evolución y el estado actual Summary of the evolution and the current state 

10 Manejo durante la estancia hospitalaria Management during hospital stay 

12 Diagnóstico(s) final(es) Final diagnosis (s) 

13 Fecha y hora de procedimientos realizados en su 
caso 

Date and time of procedures performed in your 
case 

14 Motivo de egreso (máximo beneficio, por mejoría, 
alta voluntaria, exitus) 

Reason for leaving (maximum benefit, for 
improvement, voluntary discharge, exitus) 
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15 Problemas clínicos pendientes Pending clinical problems 

16 Plan de manejo y tratamiento Management and treatment plan 

17 Recomendaciones para la vigilancia ambulatoria Recommendations for ambulatory surveillance 

18 Nombre completo, cédula profesional y firma del 
médico 

Full name, professional license and doctor's 
signature 

D13 HOJA DE ENFERMERIA NURSING SHEET 

1 Identificación del paciente Identification of the patient 

2 Habitus exterior External habitus 

3 Gráfica de signos vitales Vital signs graphic 

4 Ministración de medicamentos (fecha, hora, vía, 
dosis, nombre de quien aplica el medicamento) 

Medication administration (date, time, route, 
dosage, name of the person applying the 

medication) 

5 Procedimientos realizados Procedures performed 

6 Valoración del dolor (localización y escala) Pain assessment (location and scale) 

7 Nivel de riesgo de caídas Level of risk of falls 

8 Observaciones Observations 

9 Nombre completo y firma de quien elabora Full name and signature of who makes 

D14 DE LOS SERVICIOS AUXILIARES 
DE DIAGNÓSTICO Y 

TRATAMIENTO 

OF THE AUXILIARY 
DIAGNOSTIC AND 

TREATMENT SERVICES 
 

1 Fecha y hora del estudio Date and time of the study 

2 Estudio solicitado Required study 

3 Problema clínico en estudio Clinical problem under study 

4 Especifica incidentes y accidentes Specify incidents or accidents 

5 Descripción de resultados e interpretación por el 
médico tratante (excepto estudios 

histopatológicos) 

Description of results and interpretation by the 
attending physician (except histopathological 

studies) 

6 Nombre completo y firma del médico Full name and signature of the doctor 
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D15 REGISTRO DE LA TRANSFUSIÓN 
DE UNIDADES DE SANGRE O DE 

SUS COMPONENTES 

REGISTRATION OF THE 
TRANSFUSION OF BLOOD 

UNITS OR THEIR 
COMPONENTS 

1 Cantidad de unidades, volumen, número de 
identificación de las unidades de sangre o de sus 

componentes transfundidos 

Number of units, volume, identification number 
of blood units or their transfused components 

2 Fecha y hora de inicio y finalización de la 
transfusión 

Date and time of beginning and end of the 
transfusion 

3 Control de signos vitales y estado general del 
paciente, antes, durante y después de la 

transfusión 

Control of vital signs and general condition of 
the patient, before, during and after the 

transfusion 

4 En caso de reacciones adversas a la transfusión 
indicar su tipo y manejo, así como, los 

procedimientos para efecto de la investigación 
correspondiente 

In case of adverse reactions to transfusion 
indicate its type and management, as well as, 
the procedures for effect of the corresponding 

investigation 

5 Nombre completo y firma del médico que indicó 
la transfusión, así como del personal de salud 

encargado de la aplicación, vigilancia y control de 
la transfusión 

Full name and signature of the doctor who 
indicated the transfusion, as well as of the 

health personnel in charge of the application, 
surveillance and control of the transfusion 

D16 TRABAJO SOCIAL 
(EN SU CASO) 

SOCIAL WORK 
(IN YOUR CASE) 

1 Se integra copia en el expediente clínico del 
estudio socioeconómico de trabajo social 

A copy is integrated into the clinical file of the 
socio-economic study of social work 

2 Nombre completo y firma del médico Full name and signature of the doctor 

D17 CARTA DE CONSENTIMIENTO 
INFORMADO 

INFORMED CONSENT LETTER 

1 Nombre de la Institución a la que pertenece el 
establecimiento médico 

Name of the Institution to which the medical 
establishment belongs 

2 Nombre o razón social del establecimiento médico Name or business name of the medical 
establishment 

3 Título del documento Document title 

4 Lugar y fecha Place and date 

5 Acto autorizado Authorized act 

6 Señalamiento de los riesgos y beneficios esperados 
del acto médico autorizado 

Designation of the risks and benefits expected 
from the authorized medical act 
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7 Autorización al personal de salud para la atención 
de contingencias y urgencias derivadas del acto 
autorizado, atendiendo al principio de libertad 

prescriptiva* 

Authorization to the health personnel for the 
attention of contingencies and emergencies 
derived from the authorized act, taking into 

account the principle of prescriptive freedom * 

8 Nombre y firma de la persona que otorga la 
autorización* 

Name and signature of the person granting the 
authorization * 

9 Nombre y firma de los testigos* (en caso de 
amputación, mutilación o extirpación orgánica 

que produzca modificación física permanente o en 
la condición fisiológica o mental del paciente) 

Name and signature of witnesses * (in the event 
of amputation, mutilation or organic 

extirpation that produces permanent physical 
modification or in the patient's physiological or 

mental condition) 

10 Nombre completo y firma de quien realiza el acto 
autorizado 

Full name and signature of who performs the 
authorized act 

11 Se elaboran tantos consentimientos como eventos 
médicos lo ameritan 

As many consents are made as medical events 
warrant it 

D18 HOJA DE EGRESO VOLUNTARIO VOLUNTARY DISCHARGE 

1 Nombre y dirección del establecimiento Name and address of establishment 

2 Nombre del paciente Name of patient 

3 Fecha y hora del alta hospitalaria Date and time of hospital discharge 

4 Nombre completo, edad, parentesco y firma de 
quien solicita el alta voluntaria 

Full name, age, relationship and signature of 
the person requesting voluntary discharge 

5 Resumen clínico Clinical summary 

6 Medidas recomendadas para la protección de la 
salud del paciente y para la atención de factores 

de riesgo 

Recommended measures for the protection of 
the patient's health and for the attention of risk 

factors 

7 En su caso, nombre completo y firma del médico In your case, full name and signature of the 
doctor 

8 Nombre completo y firma de los testigos Full name and witnesses signature 

D19 HOJA DE NOTIFICACIÓN AL 
MINISTERIO PÚBLICO 

NOTICE TO THE PUBLIC 
MINISTRY 

 

1 Nombre, razón o denominación social del 
establecimiento notificador 

Name, reason or company name of the 
notifying establishment 

2 Fecha de elaboración Date of elaboration 

3 Identificación del paciente Identification of the patient 
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4 Acto notificado Notified act 

5 Reporte de lesiones del paciente en su caso Report of patient injuries in your case 

6 Agencia del ministerio público a la que se notifica Agency of the public prosecutor who is notified 

7 Nombre completo, cédula profesional y firma del 
médico que realiza la notificación 

Full name, professional certificate and 
signature of the doctor who makes the 

notification 

8 Reporte de causa de muerte sujeta a vigilancia 
epidemiológica 

Cause of death report subject to 
epidemiological surveillance 

D20 NOTA DE DEFUNCIÓN Y DE 
MUERTE FETAL 

FETAL DEATH AND DEATH 
NOTE 

1 Se integra copia en el Expediente Clínico A copy is integrated in the Clinical File 

2 Nombre completo, cédula profesional y firma de 
quien lo elabora 

Full name, professional identity card and 
signature of the person who prepares it 

3 Fecha y hora de elaboración Date and time of preparation 

D21 ANALISIS CLINICO CLINICAL ANALYSIS 

1 Existe congruencia clínico-diagnóstica There is clinical-diagnostic congruence 

2 Existe congruencia diagnóstico-terapéutica There is diagnostic-therapeutic congruence 

3 Existe congruencia diagnóstico-pronóstico Diagnostic-prognostic congruence exists 

 

10.2 Appendix 02: “HR Questionnaire” 

Sobre la calidad de la información / Regarding the Quality of the Information 

En general, cómo califica la calidad de la información contenida en los expedientes 
clínicos con los que trabaja normalmente. Por favor tome en consideración el 
criterio y las normativas declaradas en la ley. 

In general, how would you grade the quality of the information stated in the 
Health Records that you commonly are work with, please take into consideration 
the Criteria and Normative Compliance stated by law.  

 Elija una opción de las disponibles para cada pregunta 

 Choose an option from the available ones for each question 

1.-  Sobre la Información de Laboratorio / Regarding the Laboratory Information. 
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A) Buena / Good  B) Media / Medium  
 C)Mala / Bad 

2.- Sobre la Información  de Radiología y el Archivo de Imagen /  
Regarding the Radiology Information and Picture Archive. 

A) Buena / Good  B) Media / Medium  
 C)Mala / Bad 

3.- Sobre la Información de Prescripción / Sistema  /  
Regarding the Prescription area / system. 

 A) Buena / Good  B) Media / Medium  
 C)Mala / Bad 

4.- Sobre la Información Personal del Paciente  /  
Regarding the Personal Patient Health Record (Personal Data). 

 A) Buena / Good  B) Media / Medium  
 C)Mala / Bad 

5.- Sobre la Nomenclatura y el Lenguaje Científico  /  
Regarding the nomenclatures and scientific language. 

 A) Buena / Good  B) Media / Medium  
 C)Mala / Bad 

 
Sobre la Estandarización / Regarding the Standardization: 

6.- Del 1 al 10, donde 10 es lo óptimo y 1 es nulo, ¿qué grado de estandarización 
hay entre los hospitales públicos?; ¿Qué es lo que urge estandarizar? Y ¿Cuál es el 
mayor problema por la falta de Estandarización? 

From 1 to 10, where 10 is the optimal and 1 is zero, what degree of standardization is 
there among public hospitals? What is urgent to standardize? And what is the biggest 
problem due to the lack of standardization? 

  
7.- ¿Qué se requiere para estandarizar? Del 1 al 10, donde 10 es lo óptimo y 1 es 
nulo, ¿Qué tan difícil percibes esta teórica estandarización y por qué? 
What is required to standardize? From 1 to 10, where 10 is the optimal and 1 is zero, 
how difficult do you perceive this theoretical standardization and why? 

  
Respecto la Infraestructura /  Regarding the Infrastructure : 
8.- ¿Qué consecuencias trae la falta de infraestructura al manejo y calidad de los 
HR? Y, ¿Cómo estos problemas afectan o retrasan los tratamientos médicos? 
What are the consequences of the lack of infrastructure for the management and quality 
of HR? And, how do these problems affect or delay medical treatments? 
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9.- Explica de manera general, el proceso que tienes que seguir para conseguir un 
expediente clínico que necesitas para tratar a algún paciente. / Explain in a general 
way, the process that you have to follow to get a clinical file that you need to treat a 
patient. 
 

10.3 Appendix 03: “Physicians Interviewed” 

1.    Dra. Monica Delgado (Orthopedist Physician at IMSS) 

• 8 years of service in multiple hospitals 
• Average of 8 HR handled per day  

2.    Dr. Hernán Vallarta (Orthopedist Physician at ISSSTE) 

• 5 years of service in multiple hospitals 
• Average of 9 HR handled per day 

3.    Dra.  Beatríz Lobos (Otorhinolaryngologist at IMSS) 

• 12 years of service in multiple hospitals 
• Average of 8 HR handled per day 

4.    Dr. Manuel Zendejas (Plastic Surgeon at IMSS) 

• 8 years of service in multiple hospitals 
• Average of 7 HR handled per day 

5.    Dra. Sofia Rivera (Gynecology physician at IMSS) 

• 10 years of service in multiple hospitals 
• Average of 8 HR handled per day 

6.    Dr. Alejandro Ramos (Surgeon physician at IMSS) 

• 11 years of service in multiple hospitals 
• Average of 10 HR handled per day 

7.    Dr. Andres Ortega (Obstetrician physician at ISSSTE) 

• 15 years of service in multiple hospitals 
• Average of 9 HR handled per day 

8.    Dr. Christian Miranda (Surgeon physician at IMSS) 

• 18 years of service in multiple hospitals 
• Average of 9 HR handled per day 

9.    Dra. Andrea Marmolejo (Radiologist Physician at IMSS) 

• 12 years of service in multiple hospitals 
• Average of 8 HR handled per day 

10. Dr. Jesus Ortega (Neumologist physician at ISSSTE) 

• 7 years of service in multiple hospitals 
• Average of 10 HR handled per day. 
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10.4 Appendix 04: “Non-Disclosure Agreement”. 

 


