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Summary
The history of health records (later also called medical records), including ones
regarding individual patients, is thousands of years old. It finds it roots in the first ancient
civilisations. Up until the 19th century the records’ purpose was mainly an educational one. In
the 19th and 20th century they started becoming significant in other roles as well, including
those not strictly limited to medicine. In particular, to account for medical procedures,
insurance proceeds or legal action. Currently we are living in a revolutionary era when it comes
to health records, in which their character has changed from a “paper-based” to an electronic
one. This paper presents the development of health records from the ancient to modern times,
mainly in Europe and North America. Other cultures and civilisations, including China and India,
are not discussed. An analysis of available sources was conducted, inter alia digital versions of
manuscripts up to hundreds of years old. The analysis was based on PubMed and Google
Scholar (several key words, all the available sources). Sources published in non-international
languages (e.g. Dutch) were also investigated. Overall, approximately 600 articles were
analysed, 158 of which were used and cited in this paper.
The conclusions drawn from the analysis are as follows:
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1. Health records, priorly used mostly for educational purposes, for about 100 years now
have acquired a fully formal status.
2. We are currently facing the most revolutionary changes regarding the transformation
of paper-based records into electronic ones.
3. The consequences of this process include systematic applications of solutions within
the area of e-health, which allows us to make medical services more flexible, improve
the health of individual patients and entire populations and potentially limit
expenditure.
4. In the light of the ongoing COVID-19 pandemic, introducing electronic health records
could be beneficial in terms of limiting the potential sources of contamination
(physical copies of health records), saving time and resources, and improving the
network of communication between medical centres
Key words
Health record, electronic health record, e-health record, the history of medicine, the economy
of the healthcare system

Ancient times and Middle Ages
Human history shows that one of the most prominent features of homo sapiens is
intentionally leaving the traces of one’s actions, documenting them, and setting up various
sorts of records. One of the earliest proofs of this hypothesis is the presence of cave paintings,
created during the early Magdalenian (17 000-15 000 years ago) in the Lascaux cave complex
in Nouvelle-Aquitaine region in southwestern France. One of the paintings shows an injury of a
man attacked by an animal.
It is arguably the first available health record in the world shown in the form of a
pictogram, illustrating a probable multi-organ injury. Along with the development of the first
civilisations, writing became a tool of communication, allowing people to record their
knowledge. Proto-writing is believed to have appeared for the first time in the Vinča culture
(5500-4000 years ago), while a more advanced, logographic system in a form of pictograms was
developed by the prehistoric Egyptians around 4000 BC, as well as the Elamites and the
Sumerians. The first records of a systematic and informed character are believed to originate
in Sumer (cuneiform writing) and Egypt (hieroglyphics) around 3000 BC.
[1,2,3,4,5,6,7,8,9,10,11].
Previous multi-specialist research conducted mainly by historians, archeologists and
physicians did not allow to conclude a date when health records first appeared in the ancient
world, and what role they might have had. However, it has explained the significance of
recording the history of the present illness to the development of medical knowledge over time.
[12,13,14,15,16,17,18,19,20].
Medical records similar in structure to modern ones were first developed for
educational purposes. The reviewed sources mention ancient Egyptian medical papyruses. In
1862 an American Egyptologist bought a manuscript written between 1600-1700 BC, which
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was named after him – “Edwin Smith papyrus”. It is the oldest known medical script about
various injuries. It describes the methods of examination and determination of a diagnosis and
ends with a treatment plan. Another example, “Ebels papyrus”, bought in the 19th century by
a German of the same name, was an extensive source of knowledge about the treatments,
surgical procedures and healing herbs known in ancient Egypt. Nowadays, it is considered lost.
[12,21,22,23,24,25,26].
Modern medicine has been influenced much more greatly by Hippocrates of Kos (460370 BC). The treatment plans, ethical rules, and laws included in his school of thought are
described in a book fundamental for the modern medicine – “Corpus Hippocraticum”. It
consists of around seventy medical scripts written before the first half of the 4th century BC,
compiled about 100 years after the death of Hippocrates. Their structure resembles those of
modern health records, they also include physicians’ recommendations, descriptions of
medical procedures, and receipts. Elements of medical law are included, but they are mainly
brought up for academic purposes. From the point of view of orthopedics and traumatology of
motor organs, “Corpus Hippocraticum” mentions neuro-orthopedics with recommendations
regarding the treatment of scoliosis and often complex holistic clinical observations about
prosthetics, podology, and bone fracture treatment. It is impossible to trace the original
sources of knowledge encapsulated in “Corpus Hippocraticum”. However, we can predict to a
high degree of probability that they are much older than the script itself and like the majority
of the original knowledge sources of the Hellenic world were destroyed during one of the fires
of the Library of Alexandra; the biggest library in the ancient world, established by Ptolemy I
Soter. Modern Europe learned about the advancements from the “Corpus Hippocraticum” in
1525, when it was translated for the first time and printed in Venice. From a 21st century
perspective, a full re-enactment of the Hellenic health records is impossible, due to the fact
that only some of the medical scripts included in “Corpus Hippocraticum” met the
requirements of being called proper “records”. [27,28,29,30,31,32,33,34,35,36,37].
The rules and knowledge passed on by Hippocrates were introduced to the Roman
world by Claudius Galenus (130-200 AD). In the centuries that followed, he became the main
representative of Roman medical culture, known as Galen. Like Hippocrates, he created
educational health records. Roman law, which was later used as a foundation for the modern
European legal system, banned performing post-mortem examinations from 150 BC. Galen
adjusted to this law, which became apparent in his works. He was an accomplished physician;
whose influence continued into the 17th century. Ironically however, it slowed down the
medical progress in Europe, where adapting his teachings ruled out the possibility of
performing post-mortem examinations. In that way the Roman law affected the world of
medicine, including medical procedures and how they were being registered. [38,39,40,41,42].
Another interesting historical period from the point of view of medicine is the Islamic
civilisation in the early Middle Ages where manuscripts and documents played a crucial role.
Two influential doctors originated from that culture: Abū Bakr Muhammad ibn Zakariyyā alRāzī, also known as Rhazes (865-925 AD) and Abū Ali Husain ebn Abdallah Ebn-e Sina, also
known as Ibn Sina or Avicenna (980-1037 AD). The medical knowledge passed on by Rhazes is
a compilation and a synthesis of Arabic civilisation’s achievements in the early Middle Ages. It

Preprints (www.preprints.org) | NOT PEER-REVIEWED | Posted: 22 May 2020

doi:10.20944/preprints202005.0352.v1

consisted of scientific advancements of ancient Greece and the entire Hellenic world, as well
as ancient Indian civilisations taking their roots in the very first human civilisations of Harappa
and Mohenjo-Daro, where medicine was practiced on a relatively high level. The most famous
work by Rhazes is a 9-volume “Al-Kitab al-hawi” (transl. “The Virtuous Life, Continens Liber”). It
contained clues and elements for creating what we nowadays define as health records. The
fundamental work of Rhazes introduced one of the first concepts of cast and can be considered
a source of information on creating educational health records. [43,44,45,46,47,48].
Another accomplished physician in the early Islamic civilisation is the aforementioned
Ibn Sina. He was an erudite, fluent in reading the Qur’an at the age of 10 and a polymath like
Rhazes. Ibn Sina studied law and natural sciences. It helped him develop an analytical approach
towards his medical texts, encapsulated in over 400 books. The most fundamental of which,
that is “Kanun fi't-tibb” (transl. “The Canon of Medicine”), in Europe known as “Canon
medicinae”). The medical knowledge included was highly organised. The entire “Canon …”
consisted of five books, each of which was divided into parts, and then chapters. They described
a variety of cases based on the previous educational health records. The construction of the
encyclopaedia, that became a fundamental textbook in medical schools up until the end of the
18th century, strongly resembled a structure of common law. It allowed to treat the Ibn Sina’s
work as a source of references for the medical texts in the centuries to come [47,49,50,51,52].
Moses ben Maimon (1138-1204) was a rabbi, a philosopher, and a physician. The
complicated political and religious situation in Spain forced him to leave Europe and settle in
North Africa. He became a doctor to vizier Al-Fadhil, a regent of Egypt. In his medical practice,
he noticed a connection between “psyche” and “soma” in patients, which was heavily
influenced by his philosophical and religious background. Moses ben Maimon’s motto was
“treat the ill, not the illness”. His largest and most famous work is “Pirkei Mosche”, which
included clinical descriptions of many diseases. He encouraged preventive healthcare and was
convinced that the key to a healthy life lies in one’s relationship with nature, one’s surroundings
and moral values. Maimon gave rise to an idealistic approach of “doctor-patient” interaction
we expect today. His scripts can be treated as educational health records [53,54,55].
Medicine and health records may simply be connected to a term “hospital”. However,
in medieval Europe, unlike nowadays, hospitals were treated as asylums for the poor and ill.
They were managed mainly by convents, which was an effect of the Christian moral imperative
to do good and show mercy to those in need. There were exceptions to the rule, and some of
the institutions conducted research and stood on the edge of medical progress, which was
shown in the educational health records. One of the examples was famous in medieval Europe,
but often forgotten today Schola Medica Salernitana. The progress was also made at the
frontiers of cultures and civilisations. [56,57,58,59,60,61,62].
Civilisations were functioning independently from each other, so their health records
differed accordingly. Regardless of the place, their primary purpose was determined by the
administrative organs, almost always connected to the Church. The lists of patients admitted
and released from the hospitals have been kept in many such institutions and are nowadays
considered one of the first examples of medical data archiving in Europe. Medieval health
records can be considered as more autonomous than ancient ones, and a habit of documenting
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the medical procedures or observations became a constant element in medical practice
[17,63].
Health records throughout history have had a narrative character, which changed
depending on the period in which they were written. It can be said with certainty that those
from ancient times intellectually towered above their medieval counterparts [4].

Modern times
Changes came with the renaissance and the work of Leonardo da Vinci (1452-1519).
Research conducted by just one person turned out to be a steppingstone in many sciences,
including medicine. The development of numerous branches of medicine would have been
difficult to imagine without da Vinci’s anatomical sketches. Sketching became a universal
educational health record, used over the next centuries up until the end of the 20th century
especially by orthopaedics. Currently, in the second decade of the 21st century, handmade
sketches do not exist as a form of health records. They do not meet standing requirements,
especially in case of electronic health records [64,65,66,67].
Another figure that brought changes to operating algorithms in medicine was Andreas
Vesalius (1514-1564). In 1534 he published “De humani corporis fabrica” (transl. “On the fabric
of the human body”), which revolutionised the field. Health records began to include elements
of post-mortem sketches. Those dedicated for Vesalius’ book were made by Jan van Calcar, a
pupil of Titian. The advertising company for “De humani corporis fabrica” was managed by
Rembrandt Harmenszoon van Rijn (1606-1669) himself. In one of the most famous “medical
paintings”, “The Anatomy Lesson of Dr. Nicolaes Tulp”, Vesalius’ book can be seen in the left
right corner [42,68,69,70,71,72,73].
Nowadays, it is difficult to find and point out the actual connections between scientists
and artists from the renaissance. The intellectual elite of that time consisted of few people.
However, universities kept in contact with each other and collaborated. The entire process of
promoting the anatomical knowledge included planning the research, conducting post-mortem
examinations, proving almost 200 inconsistences with the Galen publications which at the time
were considered exemplary, creating the sketches and write-ups, publishing the results,
obtaining feedback, and advertising the results. It remains unclear whether all these actions
were thoroughly planned for, or came to be due to serendipity, but Galen’s view of medicine
lost its relevance [73].
The 17th century brought the rapid development of the natural sciences in Europe, as a
consequence of curiosity awakened by the renaissance. Post-mortem examinations were being
conducted on an unheard of before scale, which provided material for a gigantic amount of
health records. The phenomenon proved favorable to the development of science as a whole
[35,74].
While discussing the health records created during that time, it is impossible not to
mention Philip Verheyen (1648-1710), who had his left leg amputated during the second year
of his studies. Verheyen was deeply religious, and therefore wanted his body to be buried
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intact, awaiting resurrection, so he kept his amputated limb in a substance preventing the
decay. The personal tragedy did not stop him from contributing to medicine, as he described
his phantom pain in such a professional and skilled manner, that it still serves as an example
today. As the concept of phantom pain was unknown in the 17th century, the scientific curiosity
could have been the reason Verheyen began studying anatomy. His notes compiled between
year 1700 and 1710 were published as “Letters to my amputated leg” [75,76].
In 1693 Verheyen started performing post-mortem examinations on his amputated leg,
which resulted in a discovery of Achilles tendon. Based on his exemplary notes, he wrote and
published a book called “Corporis Humani Anatomia”. In the first decade of the 18th century it
was considered the best medical textbook by the majority of European universities [77,78].
Towards the end of his life, the notes were becoming increasingly less readable, as many
researchers have pointed out. It emphasizes the importance of health records’ clarity if they
are to be used later [79].
The amount of health records in a form of sketches and descriptions made up until the
beginning of the 18th century is difficult to estimate. War-torn Europe (mainly by the Thirty
Years’ War and the Great Northern War) saw many of her important texts lost. At least half of
all parish registers, considered as one of the most important documents at that time, is believed
to have been destroyed. Probably not many doctors in Western Europe in the mid-18th century
kept health records, and only a percentage of them have actually been researched [17,80,81].
Meanwhile, an accomplished American physician Benjamin Rush (1745-1813) educated
in Edinburgh, Scotland kept very detailed health records of his patients in a form of a book.
Nowadays his work is considered to be an archetype for medical history [4].
At the same time, the character of the hospital began to change from the end of the
century. It was no longer considered an asylum for poor and was now seen as a proper
medical centre. Changes were also seen in everyday doctor-patient relationships. Some
researchers consider this time to be the start of the modern health records’ system, as they
found orderly examples of health records written in national languages, such as German, and
not in Latin [17,82].
18th

Other historians point out another significant event to be a steppingstone in the process
of officializing health records – at the beginning of the 18th century medical-surgical military
courses were moved to universities in Berlin and Paris. They were later transformed into
medical “schools”, which developed their own procedures and methodologies, including those
regarding health records [83,84,85,86].
In 1724 Berlin, formerly the capital of Prussia, a garrison hospital was rearranged into a
collegium medico-chirurgicum, later called Charité by Frederick William I of Prussia. The first
director of the institution was Johann Theodor Eller (1689-1760), the Royal Doctor. One of the
routines in the collegium was everyday inspection of patients conducted by junior surgeons which involved writing up the patient’s condition and the history of treatment in a form of a
journal. Johann T. Eller considered it the best form of education, that enabled the doctors to
gain new skills and brought benefits to patients. He introduced a hierarchical system where
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health records were a form of communication between experienced physicians and their
pupils. All these modern ideas fell into the concept of enlightened absolutism, the Prussian
version of Enlightenment. The strong centralised political power of the monarch supported by
the developing bureaucracy became an example to follow in institutions such as Charité. It also
influenced the way of creating health records [83,87,88,89,90].
In Paris, Hôtel-Dieu hospital became an important centre for development of medicine
and medical education thanks to Pierre Foubert (1696-1766) and Pierre-Joseph Desault (17441795). Everyday check-ups on patients were obligatory and provided data needed for research.
In 1791 Pierre-Joseph Desault established “Journal de chirurgerie”, which included the most
interesting cases he came across, with his personal comments. In that way for the first time in
modern Europe the concept of in-depth health records became not only a set of tips for treating
patients, but also a base for scientific research.
In the 18th century Europe a uniform way of registering patients was still not a case, but
the advancements were being made, with Paris and Berlin as pioneers.

The last two centuries
The United States started developing a permanent patients’ case records system
independently from Europe. According to American sources, the steppingstone in the process
was introducing in 1793 The Book of Admissions and The Book of Discharges in a New York
hospital opened in 1791 [17,94,96].
In 1793 the Governor’s Council approved of the first hospital rules, introducing a
medical register among other things. It is also known that Dr David Hosack and Dr Alexander
Hamilton suggested the Governor’s Council at the beginning of the 19th century that home
doctors should have a register of all medical cases. The aim was to preserve the gained
knowledge in a written form, which could later be used by medical students. Their proposition
was implemented [96,97].
Unfortunately, inscriptions were initially few and far between, and many of them had a
retrospective character, which allows to guess that they were not written immediately after
treating patients. Some inscriptions appeared to be personal notes rather and suggested that
a definition of moral behavior towards patients was often misunderstood [96,98].
However, the bureaucracy was not as developed, which to some extent allowed the
doctors to write in their own individual style. The length of the inscriptions varied, depending
on the complexity of the medical problem and the physician’s approach towards it [99]. Their
structure also varied depending on the doctor’s creativity or mood. One of the cited inscriptions
reads as follows: “…Now it is a partial paralysis of both touch and movement, of both upper
and lower limbs, he cannot walk (…) without a stick. (…) What troubles him now are overgrown
testicles (…). He said he had night sweat (…). He does not have rheumatism or syphilis, and says
he has no appetite; but he was practicing masturbation. He lost a lot of energy, is pale, and his
left side is worse; his mind and eyesight are alright; and he is a hypochondriac…”. Despite the
efforts of the Governor’s Council, which hired so called conservators to supervise the registers,
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inscriptions made were far from acceptable when it comes to modern standards. The structure
of textbooks was not much more professional, as even mocking patients was considered normal
[96].
From today’s standpoint, health records created back in the 19th century often reflected
the cultural stereotypes, personal medical theories, and philosophies of their authors. It quickly
became apparent that inscriptions had to be held to a certain standard [96,99].
The hospitals’ boards initially established rules of creating health records accordingly to
what nowadays we would call a vision of organisation [100, 101].
However, that did not prove to be enough. Eugenia L. Siegler, who analysed the
transformation of health records in the 19th century, found an “exemplary” note, written by
hand: ”vs stbl, o ~ comp.; no! as follows. - 02 sats ok; xam un -! 'd look 11/12; fam. visit.; no
nursing problems; labs „no incr. aldolase, CK's; note: this enctr., took 65 'i inv. hi. Komp.”. The
usefulness of the note is none for the bystander not familiar with the abbreviations. This
showed the need for creating a database with abbreviations appropriate for medical
inscriptions [96].
Because the Governor’s Council required annual reports, staff’s duties regarding health
records were clearly defined. Hospital admissions, discharges, the results of the treatments and
expenditures. Putting together admissions and discharges was necessary to document the
medical achievements, but also to justify the expenditures. That is why in 1830 all patients were
supposed to be registered, and their numbers were obligatorily connected to the prospects of
the doctors’ promotions [96].
At the same time changes concerning health records were also happening in Europe.
Due to the well-kept medical records from Berlin and Paris, many observations in the
bibliography are made based on them. Historiographical analysis shows that some health
records written in the 19th century resembled the ones of today [17,95].
Up until the beginning of the 19th century, diagnostics in modern Europe and United
States were based predominantly on anamnesis. They focused on a well-conducted interview
with a patient, while the actual physical examination was not as crucial. It was changed by the
French view on the clinical practice. One of its representatives was Dominique-Jean Larrey
(1766-1842), a physician to Emperor Napoleon I, a surgeon in Val-de-Grâce hospital in Paris and
one of the pioneers of modern combat surgery. He treated the actual examination of the
patient as a priority. Meanwhile, the German view of the laboratory medicine introduced a
need for recording and analysing more pure data, which is believed to have influenced the way
health records have been conducted since then [74, 102].
Another important historical modification in the health records’ field was introducing
the actual registries of patients, which began in Paris and Berlin. The implementation became
easier after diagnostics started including statistical analysis, which served as a basis for
epidemiology, clinical research, and evidence-based medicine (EBM) [4, 17, 102, 103, 104].
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According to Barbara L. Craig, this historical period was crucial for the introduction of
the modern health record system, which was analysed based on four hospitals in the United
Kingdom (London) and Canada (Ontario) [105, 106].
The changes became noticeable as late as the mid-19th century when doctors started
registering data of all their patients. Universal templates of health records were introduced to
avoid confusion during case conferences [96, 100, 102].
If the medical records were written as literary texts, losing some fragments during
archiving could be easily detected. However, while dealing with the schematised
documentation these gaps often went under the radar, as they did not disrupt the general
structure of the report. The problem, pointed out by Brigitta Bernet, might have been a reason
to keep the British medical records in a form of literary texts. The change came with
digitalisation [17].
The growing specialisation in healthcare which began emerging in the second half of the
century affected the structures of hospitals and the form of medical records. The sheer
amount of the records was also becoming increasingly larger, they were also copied and
cultivated in libraries. The New York hospital implemented this procedure for research and
educational purposes in 1908 [94,96,107].
19th

The classic examples of a full history of the present illness (HPI) in the Anglosphere
includes a letter from a doctor, epicrisis and casuistry. According to Sophie Ledebur they can
be divided into observations of the first and the second category [108].
At the turn of the 20th century “the lose segregated files” were replaced by reports,
which later became archetypes for health records in the Anglosphere. Every author of the
report had to put his/her name down after the previous person in a chronological order [109].
According to Barbara L. Craig around the year 1900 there was a change in administration
techniques which involved binding the documents and collecting them into folders after a
patient was discharged. Using a stamp was originally needed for bookkeeping (1893), then a
confirmation of registering a patient (1900), and lastly for the health records. Barbara L. Craig
calls it “the introduction of business techniques” [17,105,106,107].
In the United States in 1898 the medical notes created by doctors by the bedside of
patients were considered complete health records in today’s understanding, instead of just
notes for educational purposes. Professor Walter Bradford Cannon (1871-1945) was a pioneer
when it came to teaching students (in Harvard Medical School) using health records, in the
same way as law records were used to teach in Harvard Law School [4,102].
However, health records were still very limited, as they included a family interview,
eating habits, used drugs, prior illnesses, the present illness information, the results of the
physical examination, the analysis of blood and urine samples, concise tips about the everyday
treatment, and the final diagnosis. The data were often dispersed between wards and
ambulatories. Finding particular cases proved to be problematic and dependant on the memory
of the records’ author. The situation was similar in private medical practices [109,110].
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Looking at the medical archives from 1810-1932 in the New York Hospital (NYH) it can
be noticed that the amount of available records was gradually rising, as pointed out by Ryann
L. Engle during his research on palsies and atonies [96].
At the end of the 19th century and at the beginning of the 20th health records in some
of the medical centres in Europe and the US began resembling the ones created today, when it
comes to their structure. It enabled the information a medical practice had on a particular
patient to be found just by using one’s personal data. Many institutions got involved in
improving the efficacy of the health records system, one of them being the Rockefeller
Foundation [4].
The Rockefeller Foundation considered the health records system to be a crucial
element in enhancing the quality of the healthcare system and the medical education, as
pointed out in the 1910 Abraham Flexner Report [111].
Henry S. Plummer (1874-1937) is considered to be the first person who solved the
problem of “dispersed data”, by applying a single record to each person, just the way it had
been conducted in business and industry. The revolution took place in 1907 in St. Mary’s
Hospital and Mayo Clinic in the US. The health records were still relatively incomplete compared
to the modern ones, mainly because of the lack of the epicrisis [4,112].
In the mid-60s in the 19th century handwritten diagrams of life parameters, fever cards,
pulse, and breath measurements and interestingly urine diagrams were becoming increasingly
common. Their form depended on the author. The diagrams also made it easier to measure the
appropriate levels of morphine needed in peritonitis. The Medical Register became fully formal
when NYH opened a new building, and since 1877 all the health records have been supervised
and stored [96].
Introducing universal history of the present illness forms and diagrams at the beginning
of the 20th century became common practice. It was a result of applying some of the models
already used in economics that had proved to be effective, such as displaying information in a
graphic form. Stanley Reiser described the new arrangements being introduced to
Massachusetts General Hospital [113,114,115].
Ever since 1880 the health records in the US and Europe have become a subject in the
matters of insurance and of possible abuse in this regard. Along with the development of
medical insurance, health records were becoming increasingly significant. In the United
Kingdom, an act from 1911 regarding social insurance, mandatory for working men between
16 and 70 years old, required their medical records to be kept to a certain standard. A system
of envelopes and colour-coded cards was introduced and used until 1970 [4,96,116,117].
Based on the available sources, it is impossible to establish whether Europe was the first
place where the health records’ problem was fully solved. Due to the cultural dominance
Europe had over the US before the First World War, a simple transfer of American medical
procedures to the Old Continent seems unlikely. The ultimate answer to this question requires
more research [17].
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In 1916 in the US, there was a recommendation of writing down the basic information
about the illness in a standardised form (an archetype for modern ICD 10). In 1918 the
American College of Surgery decided that registering all patients in all hospitals in order to
better monitor their treatment and compare the results was a necessity. It proved to be at least
partly effective, however, the health records were often illegible, which constrained the
advantages of the program [96,118,119]. Around that time, the importance of medical records
was becoming apparent. Joel D. Howell, who described the modern hospital as an institution,
considers health records to be a part of modern medical technology. It was assumed that the
growing amount of documentation would engage more employees, and that more diagnostic
and therapeutic procedures would be introduced. According to Joel D. Howell, the growing
specialisation encouraged the development of the more professional health records [107].
Stefan Timmermans and Marc Berg claim that for some American surgeons it was
important to show that doctors affiliated with the academic environment had higher
qualifications than those without them. To prove their point, the surgeons were implementing
the gathered medical records. In 1919 the American College of Surgeons began a
standardisation campaign using the “treatment diaries”. Every patient’s health records had to
include: an interview with the physician, all the laboratory tests results, diagnostics, a
chronological treatment plan, and daily decursus. Importantly, all the data were being archived.
Many hospitals supported the initiative. Offices and administrative networks were created to
keep the centralised registers in order. Hospitals started hiring professionals to handle the
statistical data derived from the records. According to S. Timmermans and M. Berg the entire
process began in the US thanks to the scientific community, and then spread to Europe [120].
From the beginning of the 20th century a new problem has arisen, the presence of spam
files creating chaos in clinical reports and observations. The concern about the uncontrolled
changes being applied to medical record have been expressed for nearly 100 years now. It
became clear that quality checks were needed [4, 102, 121, 122, 123, 124, 125].
The advancements in the health records system were brought on by the Second World
War. Some of the algorithms used to organise the medical data are still used by modern
computerised systems. However, the records were still paper-based [4, 74].

The digital revolution – the introduction of electronic health records
The drastic changes in conducting the of medical records, a gradual process of
introducing electronic health records, began in the 60s. Initially, the data were filled in using
punch cards, which proved to be a tedious process. However, it allowed the collected data from
diagnostics to be evaluated and for them to be used in research, educational, therapeutic,
economic, and administrative purposes in a more efficient way than paper-based
documentation [116, 126, 127, 128, 129, 130].
Researching the healthcare entities in the US showed that before 2009 only 10% of
American hospitals had a large-scale computer system. The basic health records were still
paper-based. In 2009 HITECH (Health Information Technology for Economic and Clinical Health)
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recommended that all the medical centres should obligatorily introduce the health records
system [131].
In 2011 nearly 50% of doctors in the US used the electronic health records system,
thanks to the improving software and the decrease in expenditure. However, some analysts
have still expressed their doubts about the computerised system [132, 133, 134, 135, 136, 137].
Currently around 80% of hospitals and doctor’s offices use the electronic health records
system, which allowed big databases of patients to be created. These databases serve as
sources of information for treatments plans, the modelling of the potential costs, the clearance
of medical procedures, and research. A feedback mechanism matches the already functioning
databases with searching and analysing programs based on artificial intelligence and vice versa
– artificial intelligence aids the creation of new databases [131].
A poll involving a large number of participants showed that half of them thought the
electronic health records system to be beneficial, 20% of them said the opposite [4, 136].
The arguments used against the electronic health records system involve it being
inadequate for current requirements, its unfriendly interface, and a lower standard compared
to those made in business. The huge costs also seem problematic [135, 137].
Currently in Europe the electronic health records system is common but is supported
by paper-based elements to a different degree in different countries. One of the flagship
examples of introducing a complete electronic medical records system is Estonia, being the
most digitalised country in the world. The Estonian society is practically free of paper-based
documents, which helps save 2% of GDP annually. There are basically three formal matters that
cannot be done online: marriage, divorce, and inheritance cases. In the healthcare system, all
the history of the illnesses; the registers, the history of prescribed drugs, the blood type and
the results of other tests, are stored on servers. Both the doctor and the patient have complete
access to one’s health records. Over 150 organisations in Estonia use X-Road, a database for
digitalised documents. All the hospitals are connected to the X-Road network. The Estonian
National Health Information System was created to replace the scattered paper-based
databases. To access the e-health system one needs to have an ID card that is physically
inserted into a computer. The system is based on a blockchain technology, which allows the
files to be decentralised and used by multiple people at the same time (peer-to-peer network).
The blockchain technology is used for storing and distributing information that is then
encrypted by algorithms called cryptographic hash functions – it is widely used in online
transactions, bookkeeping and handling the medical records [138, 139, 140, 141, 142, 143,
144].
In the light of the ongoing COVID-19 pandemic introducing electronic health records
could be especially beneficial in terms of better coordination between hospitals. The symptoms
of COVID-19 may seem unrecognisable from common flu, so finding common patterns among
larger numbers of patients could improve the process of diagnosing the disease in cases where
specialised tests are not easily accessible. The full extent of the pandemic is not known due to
various reasons – shortages in tests, tests showing false negative results due to improper
administration, asymptomatic cases. Elizabeth Halloran, a biostatistician at Fred Hutchinson
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Cancer Research Center and University of Washington estimates the real number of infected
people in the US to be between 5 and 20 times of the official number. Italy’s Civil Protection
Agency suggests a ratio of 1 confirmed case for every 10 actual infections. With the numbers
of potentially infected people varying so significantly, it is difficult to estimate any realistic
models for the upcoming months. Electronic health records including the entire histories of
present illnesses could give statisticians a better idea of numbers of cases that are actually
present in the society. The other advantage would be knowing the patient’s history of
underlying health issues which he or she might not be fully aware of and which are often critical
to estimating whether COVID-19 might pose as a realistic threat to their life. Limiting the
amount of paper-based documentation, often written in a close proximity to the patient and
passed among the medical staff, could also help minimise the number of potential surfaces
contaminated with SARS-CoV-2 [145, 146].

Conclusion
Several authors state that the view we have on medical records today proves the
ongoing process of change, and the future systems we will develop may drastically vary from
the present one [147, 148, 149, 150, 151, 152].
Drawing conclusions from the past, the traits we value in health records nowadays
primarily involve an organised structure and clarity. Health records lacked formalisation for
millennia and the modern systematic approach is an achievement of the last 100-150 years.
Another crucial aspect is the records’ quality. Very often a medical script that took a significant
amount of time was later considered useless due to its lack of readability. Many authors say
that the quality of medical records can be impossible to grade even by a specialist if the
described cases and patients are not known. It is important to keep in mind that the original
records were not meant to last for centuries, but some can still recognise their value. The
records’ worth might have also been influenced by supporters of a specific treatment strategy.
Another factor to take into consideration is “the magical power of data” – a big cluster of data
that might not be useful at all but can (sometimes purposefully) create an aura of
professionalism. The ability to select and analyse data from historical records is crucial [153,
154].
It is important to note that many historical sources treat a history of the present illness
as the most valuable educational tool when its data and narrative are well balanced and
complement one another. The changes imposed on the records’ structure in order to make
them more universal forced doctors to adapt their style of writing [96].
The inevitable development of technology and the increasing amount of data might
become overwhelming. However, the personal notes written by a doctor and the epicrisis are
still necessary to create the history of the present illness. In some legal healthcare systems, the
epicrisis is replaced by a letter to a general physician (GP) [155].
The medical records’ system varies from the history of medicine itself. While the
documentation is comprised of original documents and observations made by physicians, the
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history of medicine is often written by a single person in a form of a closed narrative. The
patient’s history in a certain hospital is compiled as a single folder or file. If the process is
digitalised, only the last saved version of the file is legally binding [17, 95].
In the analysis of the medical records’ system presented above, there is no mention of
its history in places other than North America and Europe, such as China and India, as it goes
beyond this paper’s scope [156, 157, 158, 159].

To conclude:
1. Health records, previously used mostly for educational purposes for about 100 years
now have acquired a fully formal status.
2. We are currently facing the most revolutionary changes regarding the transformation
of paper-based records into electronic ones.
3. The importance of this process is outlined by the president of Estonia Toomas Hendrik
(2006-2016): “A more extensive and systematic implementation of e-health solutions
will allow us to make the service more flexible, improve the health of people by
exercising more efficient preventive measures, increase the awareness of patients and
also save billions of euros.” [160, 161].
4. Introducing electronic health records could be of great benefit during the COVID-19
pandemic and any potential one after it.

Bibliography
1. Aujoulat N. Lascaux: Movement, Space and Time. New York: Published by Harry N.
Abrams; 2005.
2. Black J. Is the Danube Valley Civilisation script the oldest writing in the world? Ancient
Origins. Reconstructing the Story of Humanity’s Past. https://www.ancientorigins.net/ancient-places-europe/danube-valley-civilisation-script-oldest-writingworld-001343 [accessed 2019-06-01].
3. Chapman J. The Vinča culture of south-east Europe: Studies in chronology, economy
and society (vol.2). Oxford: British Archaeological Reports - International Series; 1981.
4. Gillum RF. From papyrus to the electronic tablet: a brief history of the clinical medical
record with lessons for the digital age. Am J Med. 2013; 126(10):853-857.
5. Karim SK, Amin OSM. Stroke in Ancient Mesopotamia. Med Arch. 2018; 72(6): 449452.
6. Krzemińska A, Rzeuska T. Empiria i magia stworzyły egipską medycynę. Karta zdrowia
faraonów, czyli osiągnięcia egipskiej medycyny. Pomocnik Historyczny 2018; 3: 104109. [w:] Suplement [do] Polityka 2018-04-25; 5(5).

Preprints (www.preprints.org) | NOT PEER-REVIEWED | Posted: 22 May 2020

doi:10.20944/preprints202005.0352.v1

7. Kryszeń A. Gdy władza królewska zstąpiła z nieba. Pomocnik historyczny 2018: 3: 1017. [w:] Suplement [do] Polityka 2018-04-25; 5 (5).
8. Mierzejewski A., Tajemnice glinianych tabliczek. Warszawa: Wydawnictwo Iskry; 1981.
9. Ramadan H, Abdulla F, Al-Shimmery E. Mesopotamia. Pract Neurol. 2009; 9: 176–178.
10. Valladas H, Clottes J, Geneste JM, Garcia MA, Arnold M, Cachier H, Tisnérat-Laborde
N. Palaeolithic paintings. Evolution of prehistoric cave art. Nature. 2001; 413(6855):
479.
11. Walker C.B.F. Pismo klinowe. Warszawa: Wydawnictwo RTW; 1998.
12. Al-Awqati Q. How to write a case report: lessons from 1600 B.C. Kidney Int. 2006;
69(12): 2113-2114.
13. Biggs R. Medicine in ancient Mesopotamia. Hist Sci. 1969; 8: 94–105.
14. Biggs RD. Medicine, surgery and public healing in ancient Mesopotamia. J Assyrian
Acad Stud. 2005; 19: 1–19.
15. Eknoyan G. Beginnings-the kidney and nephrology in ancient Mesopotamian culture.
Semin Dial. 2016; 29: 236–246.
16. Garelli P. Asyriologia. Odkrywanie Wschodu Starożytnego. Warszawa: Wydawca
Agade; 1998.
17. Hess V. Formalisierte Beobachtung. Die Genese der modernen Krankenakte am
Beispiel der Berliner und Pariser Medizin (1725-1830). Medizinhist J. 2010;45(34):293-340.
18. Retief FP, Cilliers L. Mesopotamian medicine. S Afr Med J. 2007; 97(1): 27–30.
19. Reynolds EH, Wilson JVK. Neurology and psychiatry in Babylon. Brain. 2014;
37(9):2611–2619.
20. Reynolds EH, Wilson JVK. Stroke in Babylonia. Arch Neurol. 2004; 61(4): 597–601.
21. Adamowski K. Farmacja i medycyna w starożytnym Egipcie. Aptekarz Polski 2014;
96(74) http://www.aptekarzpolski.pl/2014/08/08-2014-farmacja-i-medycyna-wstarozytnym-egipcie/ [accessed 2019-06-01].
22. Gajda Z.: Do historii medycyny wprowadzenie. Kraków: Wydawnictwo WAM; 2011.
23. Hallmann-Mikolajczak A. Ebers Papyrus. Papirus Ebersa. Księga wiedzy medycznej
Egipcjan z XVI w. p.n.e. Arch Hist Filoz Med. 2004; 67: 5–14.
24. Montinari MR, Minelli S, De Caterina R.The first 3500 years of aspirin history from its
roots? - A concise summary. Vascul Pharmacol. 2019; 113: 1-8.
25. Salem ME, Eknoyan G. The kidney in ancient Egyptian medicine: where does it stand?
Am J Nephrol 1999; 19: 140–147.

Preprints (www.preprints.org) | NOT PEER-REVIEWED | Posted: 22 May 2020

doi:10.20944/preprints202005.0352.v1

26. Thorwald J., Dawna medycyna, jej tajemnica i potęga. Egipt, Babilonia, Indie, Chiny,
Meksyk, Peru. Wrocław: Wydawnictwo Ossolineum; 1990.
27. Conti AA. Historical evolution of the concept of health in Western medicine. Acta
Biomed. 2018; 89(3): 352-354.
28. Conti AA. Reconstructing medical history: historiographical features, approaches and
challenges. Clin Ter. 2011;162: 133–136.
29. Conti AA, Gensini GF. Doctor-patient communication: a historical overview. Minerva
Med. 2008; 99: 411–415.
30. Diamandopoulos A. Twelve centuries of nephrological writings in the Graeo-Roman
world of the Eastern Mediterranean (From Hippocrates to Aetius Amidanus). Nephrol
Dial Transplant 1999; 14 (Suppl 2): 2–9.
31. El-Abbadi M. Life and Fate of the Ancient Library of Alexandria. 2nd ed. UNESCO
/UNDP; 1992.
32. Erksine A. Culture and Power in Ptolemaic Egypt: The Museum and Library of
Alexandria. Greece & Rome 1995; 42(1), 38–48.
33. Marketos SG, Eftychiadis AG, Diamandopoulos A. Acute renal failure according to
ancient Greek and Byzantine medical writers. J Roy Soc Med. 1993; 86: 290–3.
34. Mironidou-Tzouveleki M, Tzitzis PM. Medical practice in the ancient Asclepeion in Kos
island. Hell J Nucl Med. 2014; 17(3): 167-170.
35. Reiser SJ. The clinical record in medicine. Part 1: learning from cases. Ann Intern Med.
1991; 114(10): 902-907.
36. Walshe TM. Neurological concepts in archaic Greece: what did Homer know? J Hist
Neurosci. 1997; 6(1): 72-81.
37. West JB. Galen and the beginnings of Western physiology. Am J Physiol Lung Cell Mol
Physiol. 2014; 307(2): L121-L128.
38. Azizi MH, Nayernouri T, Azizi F. A brief history of the discovery of the circulation of
blood in the human body.Arch Iran Med. 2008; 11(3): 345-50.
39. Fleming D. Galen on the motions of the blood in the heart and lungs. Isis. 1955; 46:
14–21.
40. Kanz F, Grossschmidt K. Head injuries of Roman gladiators. Forensic Sci Int. 2006; 160:
207–216.
41. Khan IA, Daya SK, Gowda RM. Evolution of the theory of circulation. Int J Cardiol. 2005;
98(3): 519-521.
42. Neugebauer LA, Nowakowski JF. Anatomia opisowa ciała ludzkiego podług Józefa
Hyrtla. Tom 1. Warszawa: Drukarnia Jana Cotty; 1868.

Preprints (www.preprints.org) | NOT PEER-REVIEWED | Posted: 22 May 2020

doi:10.20944/preprints202005.0352.v1

43. Alvarez Millan C. Graeco-Roman case histories and their influence on Medieval Islamic
clinical accounts. Soc Hist Med. 1999; 12(1):19-43.
44. Amr SS, Tbakhi A.Abu Bakr Muhammad Ibn Zakariya Al Razi (Rhazes): philosopher,
physician and alchemist. Ann Saudi Med. 2007; 27(4): 305-307.
45. Eknoyan G. Arabic medicine and nephrology. Am J Nephrol 1994; 14: 270–278.
46. Haddad FS. Surgical firsts in Arabic medical literature. Stud Hist Med Sci. 1986-1987;
10-11: 95-103.
47. Magner LN. , A History of Medicine. 2nd ed. Published by Taylor & Francis Group, 2005.
https://www.slideshare.net/ankitabali1/a-history-of-medicine-2nd-ed-l-magnertaylor-and-francis-2005-ww [accessed 2019-06-01].
48. Richter-Bernburg L: Abu Bakr Muhammad al- Razi’s (Rhazes) medical works. Med
Secoli, 1994; 6(2): 377-392.
49. Amr SS, Tbakhi A. Ibn Sina (Avicenna): the prince of physicians. Ann Saudi Med. 2007;
27(2): 134-135.
50. Hatami H, Hatami M, Hatami N. The socio-political situation of Avicenna's time and his
spiritual messages: on the occasion of 1031 st birth anniversary of Avicenna (23
August 980). J Relig Health. 2013; 52(2): 589-596.
51. Markatos K, Androutsos G, Karamanou M, Kaseta M, Korres D, Mavrogenis A. Spine
deformities and trauma in Avicenna's Canon of Medicine. Int Orthop. 2019; 43(5):
1271-1274.
52. Moosavi J. The place of Avicenna in the history of medicine. Avicenna J Med
Biotechnol. 2009; 1(1): 3-8.
53. Connor H. Moses Maimonides (1135-1204). J Med Biogr 2009; 17: 13.
54. Greydanus DE, Merrick J. Redacted reflections on the kidney from the Sumerians to
Moses Maimonides: lessons for 21st-century clinicians and researchers. Int J Adolesc
Med Health. 2017; 30(3). https://www.degruyter.com/view/j/ijamh.2018.30.issue3/ijamh-2016-0150/ijamh-2016-0150.xml [accessed 2019-06-01].
55. Massry SG. Maimonides: physician and nephrologist. Am J Nephrol 1994; 14: 307–312.
56. Bifulco M, Amato M, Gangemi G, Marasco M, Caggiano M, Amato A, Pisanti S. Dental
care and dentistry practice in the Medieval Medical School of Salerno. Br Dent J. 2016;
221(2): 87-89.
57. D'Onorio B. Cultural links between Salerno and Montecassino. Am J Nephrol. 1994;
14(4-6): 477.
58. Moosavyzadeh A, Ghaffari F, Mosavat SH, Zargaran A, Mokri A, Faghihzadeh S, Naseri
M. The medieval Persian manuscript of Afyunieh: the first individual treatise on the
opium and addiction in history. J Integr Med. 2018; 16(2): 77-83.

Preprints (www.preprints.org) | NOT PEER-REVIEWED | Posted: 22 May 2020

doi:10.20944/preprints202005.0352.v1

59. Pasca M. The Salerno School of Medicine. Am J Nephrol. 1994; 14(4-6): 478-482.
60. Podgórska - Klawe Z. Od hospicjum do współczesnego szpitala. Rozwój historyczny
problematyki szpitalnej w Polsce do końca XIX wieku. Wrocław: Wydawnictwo
Ossolineum; 1981.
61. Poulakou-Rebelakou E, Marketos SG. Kidney disease in Byzantine medical texts. Am J
Nephrol 1999; 19: 172–176.
62. Woźniak B. Biedak w średniowiecznym przytułku. https://histmag.org/Biedak-wsredniowiecznym-przytulku-3056 [accessed 2019-06-01].
63. Hess V. Der Wandel der Krankengeschichte durch die Entwicklung der
Krankenhausverwaltung. Ein altbekanntes Instrument im Wandel der Zeit. Klinikarzt
2008; 37: 44-47.
64. Keele KD. Leonardo’s anatomia naturale. Yale J Biol Med 1979; 52: 363-409.
65. Keele KD. Leonardo da Vinci's 'Anatomia Naturale'. The inaugural John F. Fulton
lecture. Yale University School of Medicine November 3, 1978. Yale J Biol Med. 1979;
52(4): 369-409.
66. Keele KD. Leonardo da Vinci’ s influence on Renaissances anatomy. Medical History
1964; 8: 360-70
67. Kenneth Keele Memorial meeting: Leonardo da Vinci. Based on a meeting of the
Section of the History of Medicine. 7 December 1988. Abstracts. J R Soc Med. 1989;
82(9): 563-568.
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1292312/pdf/jrsocmed001460063.pdf [accessed 2019-06-01].
68. Afek A, Friedman T, Kugel C, Barshack I, Lurie DJ. Dr. Tulp’s Anatomy Lesson by
Rembrandt: the third day hypothesis. Isr Med Assoc J. 2009; 11(7): 389-392.
69. Afshar A, Steensma DP, Kyle RA. Andreas Vesalius and De Fabrica. Mayo Clin Proc.
2019; 94(5): e67-e68.
70. Ghosh SK. Evolution of illustrations in anatomy: a study from the classical period in
Europe to modern times. Anat Sci Educ. 2015; 8(2): 175-188.
71. Middelkoop N, Noble P, Wadum J, Broos B. Rembrandt under the scalpel, The anatomy
lesson of dr Nicolaes Tulp dissected. The Hague Mauritshuis; 1998.
72. Mitchell D. Rembrandt’s „The Anatomy Lesson of Dr. Tulp”: A Sinner among the
Righteous. Artibus et Historiae 1994; 30 (15): 145-156.
73. Steele L. Andreas Vesalius and his De humani corporis Fabrica libri septem. Vesalius.
2014; 20(1): 5-10.
74. Gonzales-Crussi F. A short history of medicine. New York: The Modern Library; 2007.
75. Hoornaert L. Philip Verheyens Verheerlijking (1863). Kessinger Publishing Co; 2010.

Preprints (www.preprints.org) | NOT PEER-REVIEWED | Posted: 22 May 2020

doi:10.20944/preprints202005.0352.v1

76. Vanpaemel G. Filip Verheyen (1648-1710) en de geneeskunde te Leuven op het einde
van de zeventiende eeuw. Periodiek 1989; 44: 77-85.
77. Musil V, Stingl J, Bacova T, Baca V. Achilles tendon: the 305th anniversary of the
French priority on the introduction of the famous anatomical eponym. 2011; 33(5):
421-427.
78. Sakai T. Historical evolution of anatomical terminology from ancient to modern. Anat
Sci Int. 2007; 82(2): 65-81.
79. Suy R. Philip Verheyen (1648-1710) and his Corporis Humani Anatomiae. Acta Chir
Belg. 2007; 107: 343-354.
80. Fraser S, Ayres C. The doctor’s casebook—a process of discovery. Scott Med J. 2009;
54(3): 36-41.
81. Wulff HR, Jungersen KA. Danish provincial physician and his patients; the patient
records from the practice of Christopher Detlev Hahn in Aarhus around 1800.
Medizinhist J. 2005; 40(3-4): 321-345.
82. Risse GB. Clinical Instruction in Hospitals: the Boerhaavian Tradition in Leyden,
Edinburgh, Vienna and Pavia. Clio Med. 1987-1988; 21 (1/4): 1-19.
83. Bleker J, Hess V. Die Charité. Geschichte eines Krankenhauses. Berlin: Akademie
Verlag; 2010.
84. Gelfand T. A clinical ideal: Paris 1798. Bull Hist Med. 1977; 51 (3): 397-411.
85. Gelfand T. Gestation of the clinic. Med Hist. 1981; 25(2): 169-180.
86. Gelfand T. The hospice of the Paris College of Surgery (1774-1793): "a unique and
invaluable institution". Bull Hist Med. 1973;47(4): 375–393.
87. Blanning TCW. Frederick the Great and Enlightened Absolutism. [in:] Scott HM.
Enlightened Absolutism. Reform and Reformers in Later Eighteenth-Century Europe.
New York: Published by Palgrave Macmillan: 1990: 265-288.
88. Kaiser W. Ars medica Anhaltina: zum 225. Todestag von Johann Theodor Eller (16891760).Z Gesamte Inn Med. 1986; 41(7): 202-208.
89. Frölich H. Oppenheim A.: Eller, Johann Theodor. In: Allgemeine Deutsche Biographie
(ADB). Band 6, Leipzig: Duncker & Humblot; 1877.
90. Stürzbecher M.: Eller, Johann Theodor. In: Neue Deutsche Biographie (NDB). Band 4
(Digitalisat). Berlin: Duncker & Humblot; 1959.
91. De Santo NG, Bisaccia C, De Santo LS, Cirillo M, Richet G. Pierre-Joseph Desault (17381795)--a forerunner of modern medical teaching. J Nephrol. 2003 ; 16(5): 742-753.
92. Olivier C. Pierre-Joseph Desault (1738-1795). Chirurgie. 1970; 96(1): 26-36.

Preprints (www.preprints.org) | NOT PEER-REVIEWED | Posted: 22 May 2020

doi:10.20944/preprints202005.0352.v1

93. Richet G. La néphrologie naît avec Pierre J. Desault en 1785-179. Nephrologie. 2003;
24(8):437-42.
94. Engle RL Jr. The evolution, uses, and present problems of the patient’smedical record
as exemplified by the records of the New York Hospital from 1793 to the present.
Trans Am Clin Climatol Assoc. 1991; 102:182-189; discussion 189e192.
95. Risse GB. Hospital life in enlightenment Scotland. Care and teaching at the Royal
Infirmary of Edinburgh. Cambridge: Cambridge University Press, 1986.
96. Siegler EL. The evolving medical record. Ann Intern Med. 2010; 153(10):671-677.
97. Jeffe ER. Hamilton’s physician: David Hosack, renaissance man of early New York. J Am
History. 2004; 65: 54-58.
98. Lincoln HB. Records then and now. Mod Hosp. 1937; 48: 56-60.
99. Warner JH. The Therapeutic Perspective. Cambridge, MA: Harvard Univ Pr; 1986.
100.
Kahn AP. From Ben Franklin’s vision to medical record reflections. Med Rec
News. 1970; 41(3): 42-55.
101.
Kahn AP. From tent medicine to early state hospitals. Med Rec News. 1970;
41(4): 16-29.
102.
Reiser SJ. The clinical record in medicine. Part 2: reforming content and
purpose. Ann Intern Med. 1991; 114(11): 980-985.
103.
Howick J. The Philosophy of Evidence-based Medicine. Oxford: Wiley-Blackwell
BMJI Books; 2011.
104.
Morabia A. Pierre-Charles-Alexandre Louis and the evaluation of bloodletting. J
R Soc Med. 2006; 99(3): 158–160.
105.
Craig, B. L.: Hospital records and record-keeping, c. 1850-c. 1950. Part I: The
development of records in hospitals. Archivaria 1989-1990; 29: 57-80.
106.
Craig, B. L.: Hospital records and record-keeping, c. 1850-c. 1950. Part II: The
development of record-keeping in hospitals. Archivaria 1990; 30: 21-38.
107.
Howell JD. Technology in the Hospital: Transforming Patient Care in the Early
Twentieth Century Baltimore: Johns Hopkins University Press; 1995.
108.
Ledebur S. Schreiben und Beschreiben. Zur epistemischen Funktion
vonpsychiatrischen Krankenakten, ihrer Archivierung und derenÜ bersetzung in
Fallgeschichten. Ber Wiss. 2011; 34(2): 102-124.
109.
Sewell JE. Medicine in Maryland: The Practice and the Profession, 1799-1999.
Baltimore, MD: The Johns Hopkins University Press; 1999.
110.
Shephard D. The casebook, the daybook, and the diary as sources in medical
historiography. Can Bull Med Hist. 2000; 17(1-2): 245-255.

Preprints (www.preprints.org) | NOT PEER-REVIEWED | Posted: 22 May 2020

doi:10.20944/preprints202005.0352.v1

111.
Flexner A. Medical Education in the United States and Canada: A Report to the
Carnegie Foundation for the Advancement of Teaching (Bull. 4). New York City; 1910:
http://archive.carnegiefoundation.org/pdfs/elibrary/Carnegie_Flexner_Report.pdf
[accessed 2019-06-01].
112.
Camp CL, Smoot RL, Kolettis TN, Groenewald CB, Greenlee SM, Farley DR.
Patient records at Mayo Clinic: lessons learned from the first 100 patients in Dr Henry
S. Plummer’s dossier model. Mayo Clin Proc. 2008; 83(12): 1396-1399.
113.
Camp CL, Morrey BF, Trousdale RT. The beginnings of Orthopedic Surgery at
the Mayo Clinic: A Review of the First Orthopedic Patients who Presented Over 100
Years Ago. Iowa Orthop J. 2016; 36: 41-5.
114.

Howell JD. Technology in the Hospital. Baltimore: Johns Hopkins Univ Pr; 1995.

115.
Reiser SJ. Creating form out of mass: the development of the medical record.
In: Mendelsohn E, ed. Transformation and Tradition in the Sciences: Essays in Honor of
I. Bernard Cohen. Cambridge, UK: Cambridge Univ Pr; 1984:
116.
Fry J, Blake P. Keeping records in general practice. Br Med J. 1956; 1(Suppl
2681): 339-341.
117.

Tait I. History of our records. Br Med J. 1981; 282:702-703.

118.
Camp CL, Smoot RL, Kolettis TN, Groenewald CB, Greenlee SM, Farley DR.
Patient records at Mayo Clinic: lessons learned from the first 100 patients in Dr Henry
S. Plummer’s dossier model. Mayo Clin Proc. 2008; 83(12):1396-1399.
119.
Reiser SJ. Technological Medicine: The Changing World of Doctors and
Patients. New York: Cambridge University Press; 2009.
120.
Timmermans S, Berg M. The Gold Standard. The challenge of Evidence-Based
Medicine and standardization in health care. Philadelphia; Temple University Press;
2003. https://www.amazon.com/Gold-Standard-Challenge-Evidence-BasedMedicine/dp/1592131883#reader_1592131883 [accessed 2019-06-01].
121.
Baldy JM. The standards of hospital education for interns. Mod Hosp.1918; 10:
397-403.
122.

Bean WB. Tower of Babel 1963. Arch Intern Med. 1963; 112: 815-618.

123.
Burnum JF. The misinformation era: the fall of the medical record. Ann Intern
Med. 1989; 110: 482-484.
124.
Feinstein AR. The problems of the “problem-oriented medical record.” Ann
Intern Med. 1973; 78: 751-762
125.
Maceachern MT. Some hospitalization problems-hospital standardization. Can
Med Assoc J. 1922; 12: 520-526.

Preprints (www.preprints.org) | NOT PEER-REVIEWED | Posted: 22 May 2020

126.
657.

doi:10.20944/preprints202005.0352.v1

Weed LL. Medical records that guide and teach. N Engl J Med. 1968; 278: 652-

127.
Blumenthal D, Dixon J. Health-care reforms in the USA and England: areas for
useful learning. Lancet. 2012; 380 (9850): 1352-1357.
128.
Jamoom E, Beatty P, Bercovitz A, Woodwell D, Palso K, Rechtsteiner E.
Physician adoption of electronic health record systems: United States, 2011. NCHS
Data Brief. 2012; 98: 1-8.
129.
Jones M. Learning the lessons of history? Electronic records in the United
Kingdom acute hospitals, 1988-2002. Health Informatics J. 2004; 10: 253-263.
130.

Tait I. History of our records. Br Med J. 1981; 282: 702-703.

131.
Mearian L. Amazon launches patient data-mining service to assist docs.
Computerworld 2018.11.30.
https://www.computerworld.com/article/3324044/amazon-launches-patient-datamining-service-to-assist-docs.html [accessed 2019-06-01].
132.
Berner ES, Detmer DE, Simborg D. Will the wave finally break? A brief view of
the adoption of electronic medical records in the United States. J Am Med Inform
Assoc. 2005; 12(1): 3-7.
133.
Hahn KA, Ohman-Strickland PA, Cohen DJ, Piasecki AK, Crosson JC, Clark EC,
Crabtree BF. Electronic medical records are not associated with improved
documentation in community primary care practices. Am J Med Qual. 2011; 26(4):
272-277.
134.
Hillestad R, Bigelow J, Bower A, Girosi F, Meili R, Scoville R,Taylor R. Can
electronic medical record systems transform health care? Potential health benefits,
savings, and costs. Health Aff (Millwood). 2005; 24(5): 1103-1117.
135.
Kellermann AL, Jones SS. What it will take to achieve the asyet-unfulfilled
promises of health information technology. Health Aff (Millwood). 2013; 32(1): 63-68.
136.
Lau F, Price M, Boyd J, Partridge C, Bell H, Raworth R. Impact of electronic
medical record on physician practice in office settings: a systematic review. BMC Med
Inform Decis Mak. 2012; 12: 10.
137.
Mandl KD, Kohane IS. Escaping the EHR trap—the future of health IT. N Engl J
Med. 2012; 366(24):2240-2242.
138.
Hölbl M, Kompara M ,Kamišalic A, Zlatolas LN. A Systematic Review of the Use
of Blockchain in Healthcare. Symmetry 2018, 10, 470.
139.
https://e-estonia.com/hop-on-a-unicorn-and-explore-e-estonia-throughexciting-vr-videos/ [accessed 2019-06-01].
140.
https://e-estonia.com/wp-content/uploads/facts-a4-v02-e-health-1.pdf
[accessed 2019-06-01].

Preprints (www.preprints.org) | NOT PEER-REVIEWED | Posted: 22 May 2020

141.

doi:10.20944/preprints202005.0352.v1

https://e-resident.gov.ee/ [accessed 2019-06-01].

142.
https://forsal.pl/artykuly/865849,cud-technologiczny-na-polnocy-europy-jakestonia-stala-sie-internetowa-potega-i-panstwem-bez-granic.html [accessed 2019-0601].
143.
https://www.lazarski.pl/pl/wydzialy-i-jednostki/instytuty/wydzial-ekonomii-izarzadzania/centrum-technologii-blockchain/wykorzystanie-blockchain-przez-rzadestonski/ [accessed 2019-06-01].
144.
https://www.money.pl/gospodarka/wiadomosci/artykul/cyfrowa-ofensywa-zestonii-wkracza-do-polski,212,0,2303188.html [accessed 2019-06-01].
145.
https://www.who.int/news-room/q-a-detail/q-a-similarities-and-differencescovid-19-and-influenza [accessed 2020-04-20]
146.
https://www.businessinsider.com/real-number-of-coronavirus-casesunderreported-us-china-italy-2020-4?IR=T [accessed 2020-04-22]

147.
Hartzband P, Groopman J. Off the record—avoiding the pitfalls of going
electronic. N Engl J Med. 2008; 358: 1656-1658.
148.
Hirschtick RE. A piece of my mind. Copy-and-paste. JAMA. 2006; 295: 23352336.
149.
Oxentenko AS, West CP, Popkave C, Weinberger SE, Kolars JC. Time spent on
clinical documentation: a survey of internal medicine residents and program directors.
Arch Intern Med. 2010; 170: 377-380.
150.
Siegler EL, Adelman R. Copy and paste: a remediable hazard of electronic
health records [Editorial]. Am J Med. 2009; 122: 495-496.
151.
Thielke S, Hammond K, Helbig S. Copying and pasting of examinations within
the electronic medical record. Int JMed Inform. 2007; 76 (Suppl 1): S122-128.
152.
Wrenn JO, Stein DM, Bakken S, Stetson PD. Quantifying clinical narrative
redundancy in an electronic health record. J Am Med Inform Assoc. 2010; 17: 49-53.
153.
Kirkland LR, Bryan CS. Osler’s service: a view of the charts. J Med Biogr. 2007;
15 (Suppl 1): 50-54.
154.
Pearson D. Medical history for tomorrow–preserving the record of today.
Health Info Libr J 2001; 18: 139–43.
155.
Berg M, Bowker G. The multiple bodies of the medical record: toward a
sociology of an artefact. The Sociological Quarterly. 1997; 38: 513-537.
156.
Pisanti S, Bifulco M. Medical Cannabis: A plurimillennial history of an
evergreen. J Cell Physiol. 2019; 234(6): 8342-8351.

Preprints (www.preprints.org) | NOT PEER-REVIEWED | Posted: 22 May 2020

doi:10.20944/preprints202005.0352.v1

157.
Yeh HY, Zhan X, Qi W. A comparison of ancient parasites as seen from
archeological contexts and early medical texts in China.Int J Paleopathol. 2019; 25: 3038.
158.
Zhang HM, Liang FX, Chen R. Ancient records and modern research on the
mechanisms of chinese herbal medicines in the treatment of diabetes mellitus. Evid
Based Complement Alternat Med. 2015;2015:747982
159.
Zhao P, Yu X, Kagemoto Y. Was Mafeisan an Anesthetic in Ancient China? J
Anesth Hist. 2018; 4(3): 177-181.
160.
Lorkowski J. Direct and indirect costs of increasing the amount of
documentation in force in the treatment of patients in trauma and orthopedic
departments. Warszawa: MBA SGH/WUM diploma thesis.; 2019.
161.
https://e-estonia.com/wp-content/uploads/facts-a4-v02-e-health-1.pdf
[accessed 2019-06-01].

