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FOREWORD

This report, prepared by a Subcommitiee of the U.S. National
Committee on Vital and Health Statistics, views the development of
hospital data in the United States and discusses how they may be used
for epidemiologic studies of chronic disease, for disease surveillance
purposes, and for medical-care research. The full potential of mor-
bidity and other data in hospital records needs to be exploited for
epidemiologic and medical-care research.

Robert L. Berg, M.D., Chairman
U.S. National Committee on
Vital and Health Statistics
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IN THIS REPORT a Subcommittee of the U.S, National Commitiee on
Vital and Health Statistics considers the potential value, the available
methods, and the problems of using hospital data for epidemiologic
studies.

Increasing standavdization of diagnostic pvocedures improves the reli-
ability of hospital diagnoses, Increasing utilization of hospitals veduces
the difference between the medical expevience of the hospitalized and
the geneval populations. Both trends enhance the potential of hospital
data for epidemiologic study. Hospital vecovds provide access to large
numbers of cases of specific diseases which would be difficult to identify
in geneval population surveys.

Techniques ave described, problems ave identified, and examples are
given for several types of hospital studies: retrospective (usually case-
control) studies of specific diseases ov conditions; prospective (cohort)
studies with either analytical ov clinical-trial objectives; disease suy-
veillance intended to identify changes in levels of incidence; and med-
ical-care wveseavch which is concerned with wvelationships between
utilization and the chavactervistics of physicians, hospitals, and case
management as well as the specific diagnosis,

Opportunities for hypothesis testing ave pointed out, along with requive-
ments, in terms of proceduves fov recovding data and the selection of
control groups.




USE OF HOSPITAL DATA FOR EPIDEMIOLOGIC
AND MEDICAL-CARE RESEARCH

INTRODUCTION

At the suggestion of the Epidemiology Section
of the American Public Health Association made
during its 1964 meeting in New York City, the
Subcommittee on Epidemiologic Use of Hospital
Data was constituted by the U.S. National Com-
mittee on Vital and Health Statistics. The task of
this Subcommittee was to make a study of the uses
of diagnostic and other data on hospital patients,
including statistics needed for epidemiologic and
medical-care research, studies of current ther-
apeutic practices, and for health surveillance.

With the increased standardization of diag-
nostic tests and criteria, hospital data have be-
come more reliable in recent years. Thefact that
the general hospital is being regarded more and
more as the hub of a complex of facilities provid-
ing medical care—inpatient and outpatient, pre-
ventive and curative—increases the possibility
that hospital data will provide a useful indicator
of the medical experience of the general popula-
tion. This opens up the possibility of utilizing di-
agnostic information in hospital records for pur-
poses other than the treatment of patients, Indeed
the subcommittee believes that the full potential
of information in hospital records has yet to be
exploited.

The major advantage presented by such data
lies in the ready accessibility oflarge numbers of
cases of specific illnesses. To exploit this advan-
tage to the full, itis essential thatrigorous scien-
tific procedures be followed.

In this report hospital refers to the short-
term general hospital, It is recognized that addi-

tional studies of data from chronic disease and
psychiatric hospitals and from nursing homes
will sometimes be necessary because short-term
general hospitals are utilized primarily by pa-
tients with acute illnesses and with surgical prob-
lems.

The three areas in which the information in
hospital records can contribute are epidemiologic
research, disease surveillance, and medical-care
research. Each of these areas will be briefly re-
viewed with respect to the role of the hospital
record.

EPIDEMIOLOGIC RESEARCH

While data on hospital patients have, in the
past, provided a resource for testing hypotheses
on disease causation, it is anticipated that this
resource will be increasingly useful inthe future.
This is due to the increasing availability of hos-
pital care through the extension of private and
governmental support as well as to the increased
recognition of the hospital as a technological
center. Masi' has pointed out the potential uses
of hospital data for epidemiologic research as
well as their limitations, While some problems
attend the use of hospital data for epidemiologic
purposes, the availability of these data as well
as their comprehensive nature suggest that their
use be fully exploited.

The two approaches to the epidemiologic test-
ing of hypotheses are (1) the retrospective or
case-control method and (2) the prospective or
cohort method. In general, findings of retrospec-
tive studies will need to be extended bythe appli-



cation of more rigorous designs based on either
community population samples or on prospective
studies of carefully defined hospital patients and
controls. Prospective studies may beregardedas
more definitive testing of hypotheses.

Retrospective (case-control) Studies

Retrospective (case~-control) studies canpro-
ceed along either of two lines—namely, one in
which cases and controls are both drawn from the
hospital population or one in which cases are
drawn from a hospital population and controls
from nonhospital populations or the community
at large.

Cases and controls from hospital popula-
tions.—Several studies in which both cases and
controls were derived from hospital populations
are available for comment. These studies usually
involve diseases which cause the majority of pa-
tients with the diseases to be hospitalized and
which can be diagnosed using fairly standard and
reproducible criteria, e.g., lung cancer,2 sar-
coidosis,? and Hashimoto's disease.*

The usual method of conducting a retrospec-
tive study involves identifying a sample of patients
with the diagnosis and subsequently obtaining rel-
evant information regardingthe characteristics of
these patients. A control sample is obtained from
patients with other diagnoses, and the frequency
of the characteristics under study is comparedin
the two groups. A classic example of sucha study
was reported by Levin and others? and was con-
cerned with the relationship between cancer of
certain sites and tobacco smoking. The investiga-
tors routinely obtained a history of tobaccousage
from all patients admitted to the Roswell Park
Memorial Institute, a cancer research hospital,
beginning in 1938 and showed an association be-
tween cigarette smoking and cancer of the lung
and between pipe smoking and cancer of the lip.
This study clearly demonstrated the following ad-
vantages of using data on hospitalized patients for
retrospective epidemiologic study:

a. Availability of a large number of cases of
a particular disease and of suitable con-
trols for comparison analysis,

b. Possibility of collecting information on
independent variables of interest such as
smoking from cases and controls.

c. High degree of diagnostic accuracy in
defining case and control populations.

On the other hand, this study also illustrated
some of the problems which have been cited in
connection with the use of hospital populations.

a, Hospital detected cases may not be in-
clusive and are subject to selection ac-
cording to factors such as socioeconomic
status, severity of disease, and psycho-
logical andculturally determined attitudes
of the hospital patient,

b. Because of the selection referred to, the
population base furnishing the cases can-
not be precisely defined.

c. Most hospital records are not designed
with research uses in mind, The records
are frequently incomplete and the ap-
proaches to data collection are not stand-
ardized, Further, there is considerable
variability between hospitals in diagnostic
accuracy and reproducibility. However,
such difficulties may be minimized in a
research institution like the Roswell Park
Memorial Institute, wheretherecordsys-
tem and the clinical activities may be
subjected to the control of the research
staff, In other situations, research uses
may be expected to promote standardiza-
tion and improvement in quality.

The most serious criticism of the type of
study outlined above is that thehospital admission
rates for each of the designated disease groups
(cases and controls) may be different and may be
related to the independent variable under study,
Berkson® has discussed this problem and has de-
lineated the conditions under which valid compari-
sons may be made. If unequal admission rates
are unrelated to the independent variable under
study, then comparisons of the diagnostic groups
can be made without bias. The problem is to de-
termine whether or not the independent variable
affects the admission rate, This determination is
not always possible, but it must always be at-
tempted.

Cases from hospital populations and controls
from mnonhospitalized populations,—There are
several ways of guarding against the possibility
of error from unrepresentativeness of controls,



Among them is the selection of hospital case
controls from a wide variety of diagnoses so that
possible hidden factors of bias related to certain
diagnostic categories will be diluted. Another ap-
proach is to draw the control sample from the
general population usually by one of two methods,
The first is to obtain a matched sample by con-
trolling on a number of standard variables such
as age, race, and economic status, The second,
and preferable approach, is to obtain a random
sample of the population and then to match it to
the sample. The advantage of the latter is that one
can get frequency estimates of the independent
variables of interest in the population at large
and compare them with both the matched control
sample and with the case group. Both of these
methods were used in a study of pregnancy wast-
age and coronary artery disease in females by
Winkelstein and others.® These investigators ob-
tained a case population of women who had sur-
vived a myocardial infarction and compared their
pregnancy patterns with a matched sample of
women drawn by canvassing houses adjacent to
the residences of the cases and matching on age,
race, and marital status, A second control was
obtained from a random sample of the population
surveyed for other purposes, which alsoprovided
complete information on pregnancy experience.
These findings indicated that there was about
twice as much pregnancy wastage among the cases
of myocardial infarction as among either matched
controls or controls drawn from the population
sample. A difficult problem to overcome in this
type of study is the difference in recall for the
characteristic under consideration between hos-
pitalized patients and population controls. Fur-
thermore, it is difficult to hide from the inter-
viewer the identity of the casesascontrasted with
the controls,

The advantage of this type of retrospective
design is apparent when dealing with diseases of
low prevalence in the population. Under suchcir-
cumstances it is usually difficult, if not impos-
sible, to identify cases from a population sample;
therefore, reliance must be on hospital data for
the initial recruitment of the case population.

Prospective (cohort) Studies

Analytic studies,—A prospective hospital-
based analytic study differs from the retrospec-

tive study in that data are collected according to
a defined protocol on a defined cohort. Inthe pro-
spective study the investigator begins with a hy-
pothesis and designs a protocol to collect sys-
tematically thehistory, physical examinationdata,
and laboratory data necessary td test the hypoth-
esis. Thus, the fullest control can be exercised
in collecting the required information, However,
there may be selection in the hospitalized segment
of the total cases inthe community depending upon
the hospital utilization pattern for any disease,
Examples of some prospective controlled epide-
miologic studies conducted in hospitals will il-
lustrate some of these points,

A study of viral hepatitis ina group of Boston
hospitals highlights the transition from a retro-
spective to a prospective analysis ofhospital data
as well as the increased power of the prospective
study design. After a retrospective review ofhos-
pitalized hepatitis patients, Grady and Chal-
mers "8 designed a prospective study in 1963, in-
volving 10 Boston hospitals, to determine whether
hepatitis patients had different types of exposures
than matched controls. Biweekly visits were made
to each of the participating hospitals. Included in
the study were patients over 15 years of age with
a working diagnosis of hepatitis. These patients
were given a standard questionnaire which in-
cluded questions about personal contact with other
hepatitis patients, possible anicteric cases,trav-
el, eating habits and places, parenteral exposures,
and transfusions. The same questionnaire was
given to paired controls. The controls were
matched by age, race, sex, marital status, hospital
pay status, and date of admission. They werepre-
viously healthy persons admitted for incidental
surgery, e.g., fractures and appendicitis.

The findings from the study showed thathep-
atitis patients who had not recently been trans-
fused had a significantly larger consumption of
raw clams and oysters than the controls. These
cases had also received more injections from
physicians. Some other factors such as dental
procedures and exposure to certaininsects showed
no differences. Thus, some of the exposures
previously suspected of leading to hepatitis were
confirmed in this study, and others such as ex-
posure to cockroaches and dental procedures,
which were also suspected on clinical inference,
were clearly excluded.



As a byproduct of the study, it was found
that there were quite distinctive clinical features
for cases of hepatitis transmitted through the
parenteral and oral routes. Rigorously controlled
analytic prospective epidemiologic studies offer
opportunities such as this to describe more pre-
cisely the pattern of disease because it is neces-
sary to define and categorize cases prior to the

study.
In another analytic prospective hospital-

based study, the National Center for Radiological
Health of the Public Health Service® is conducting
a cooperative multihospital followup of some
40,000 adult patients with a history of thyrotoxi-
cosis, About three-fourths of these patients had
radioactive iodine treatment for thyrotoxicosis,
and the remainder had surgery. Both groups are
being followed biannually according to a specified
protocol, The main objective was to determine if
there were more complications (e.g., blood dys-
crasias or thyroid cancer among the radioactive
iodine treated patients) than would be expected
from the experience among surgically treated
controls which might be attributable to radiation
exposure. Since no treatments were imposed on
either the case or control groups, this was an
observational analytic study. A systematic follow-
up is being made to determine any differences in
outcome,

As with retrospective studies, concern in
prospective studies must be with the selection of
patients and the possibilities of spurious associa-
tions. Generalization of the conclusions is, of
course, strictly limited by the sample of patients
coming to the hospital in terms of the severity of
disease and other selective factors.

The difference between an epidemiologic
study and a clinical study sometimes becomes
hazy. If the major purpose of an investigation is
to test a hypothesis using case and control popu-
lations or to derive comparative prevalence and
incidence rates in a defined population, it may be
said that the study is epidemiologic. On the other
hand, a descriptive study of diseases notinvolving
any hypotheses or a control population is a clini~
cal study. With increasing collaboration between
clinicians and epidemiologists, the difference be-
comes unimportant. What is important is to em-
ploy epidemiologic methods that are effectively
consistent with statistical theory and clinical

technology for the conduct of studies thathavethe
greatest potential for improving our knowledge
for reducing illness, disability, and mortality, and
for improving the prognosis of the patients.
Clinical trials,—A particular class of pro-
spective study is that which deals with the testing
of the relative efficacy of certain forms of ther-
apy, including drugs and vaccines. As with retro-
spective studies, concern must be with the prob-
lems of selecting patients and the possibilities of
spurious association. As in many experimental
studies, however, the risk of shortcomings using
hospital patients is diminished wherever treat-
ments can be randomly assigned. The generali-
zation of conclusions is, of course, limited to the
nature of the hospital population in terms of dis-
eases, their severity, and other selective factors.
However, for the purposes of certain treatments,
there may be little reason to suspect that there
will be a significant difference in effect between
nonhospital cases and hospital patients. For
example, if aspirin can be shown to be effective
in treating rheumatoid arthritis in hospital pa-
tients, is there any reason a priori for thinking
that the nonhospital sample would respond dif-
ferently? This is analogous to the dilemma of
using volunteers in a vaccine field trial, Volun-
teers of certain age, race, and sex with a partic-
ular socioeconomic or educational background
may possibly react differently to a vaccine than
would members of the entire community, Never-
theless, if the vaccine shows a high degree of
efficacy in the test group, it should also prove to
be effective when applied to the whole community,
An example of a study in this area is the one
conducted by Chalmers and others 10 on veterans
of the Korean war, where hepatitis patients were
randomly assigned to one of four hospital wards
identical in all aspects of management except for
a single factor of treatment, Systematic evalua-
tion of the patients over the shortterm of several
months revealed no differences in the outcome,
regardless of the treatment regimen. A 10-year
followup of the majority of these patients showed
no adverse effects, which could be attributed
either to type of exerciseor todietary regimen.11
More recently, Garceau and others!? inaco-
ordinated study of 10 Boston teaching hospitals
comprising the Boston Inter-hospital Liver Group
tested the efficacy of surgery versus conserva-



tive management of portal hypertension. Patients
with liver cirrhosis who fulfilled certain physical
and laboratory criteria were invited to partici-
pate in the study knowing that they would have a
random chance of being selected for surgery or
for medical management. This study was impor-
tant because the criteria for eligibility for surgery
were defined prior tothe study, and eligible volun-
teers were randomly assigned to this category.
Although patients who were randomly picked for
surgery did better thanthose who werenoteligible
for surgery because of medical contraindications,
they did no better than the comparison group—the
patients randomly assigned to conservative man-
agement, If a rigorous study method can be applied
to a procedure as major as portacaval shuntsur-
gery in a disease as variable and potentially life
threatening as advanced liver cirrhosis, thenthis
approach can also be applied to most therapeutic
questions in medicine. The most important factor
is a dedication to discover the true answer to a
therapeutic dilemma., As long as the dilemma
exists and the patient is frankly informed of his
or her risks and the alternatives, then there is
little or no infringement of personal or profes-
sional ethics in conducting such studies. Rather
the investigator should try to discover the answer
to such questions as soon as possible in order to
provide all patients with the preferred therapy
and to spare many a needless procedure,

Currently a long-term, collaborative inter-
hospital drug trial is being started to test the
efficacy of various medications on the treatment
and survival of patients with coronary heart dis-
ease,!¥ More than 8,400 patients in 50 clinics
across the country will be involved,

Certain coronary patients will receive one of
four drugs or a placebo to evaluate their ability
to prevent recurrence of myocardial infarction,
This prototype of a drug-trial study has unlimited
potential for determining the effects of drugs, and
it represents a fertile field of mutual endeavor
for epidemiologists, statisticians, and clinicians,

Mainland and Sutcliffe!% have provided
magnificent examples of experimental studies of
arthritis among hospital outpatients. In these
studies the Cooperating Clinics Committee of the
American Rheumatism Association is engaged in
testing the efficacy of various medications on the
course of rheumatoid arthritis, The effect of as-

pirin was studied in a systematically controlled
fashion, and, in turn, the effect of other medica-
tions will be compared with it.

The same theory that applies to inpatients
would apply to outpatient populations whether they
be individuals attending a clinic or occupational
groups enrolled in hospitalization programs,
Another possibility not developed in this report
because of the paucity of published reports is the
potential of using Blue Cross records and similar
hospital insurance programs as a sourceofcases
and controls. It is hoped that eventually these rec-
ords can be used prospectively to determine
comparative morbidity in a studyof disease asso-
ciations or possibly for confirming high-risk
morbidity groups identified through independent
sources,

EPIDEMIOLOGIC SURVEILLANCE

The existing system of epidemiologic sur-
veillance based primarily onthe reporting of noti-
fiable diseases by physicians is not satisfactory
because of the gross incompleteness of reporting
and the limited nature of coverage of disease
problems. The diagnostic data inhospital records
should provide a particularly useful source ofin-
formation for detection of suddenchanges inmor-
bidity.

The key to this problem is to develop case-
finding methods which would provide the needed
data and at the same time overcome the problem
of time lag inherent in discharge data, In some
instances admission diagnoses could alert the
health official to the need for thorough investiga-
tion. Another possibility would be to assignthe re-
sponsibility toan epidemiologic officer'6:17 within
the hospital who could experiment with the most
effective means of finding cases of public health
concern.

In the use of hospital records, care must be
taken to avoid erroneous conclusions due to errors
or incompleteness in the observations recorded,
In surveillance as in the hypothesis-testing use of
hospital records, the observer must not confound
differences of etiologic significance with results
arising from the fact that patients choose hospi-
tals or are referred to hospitals in nonrandom
fashion. Undue concern with this bias has, in re-
cent years, resulted in the underutilization ofhos-



pital records as a source of information of great
potential value.

Problems are also to be expected in the es-
timation of the incidence and prevalence of various
diseases. Estimates based onhospital admissions
will be less valid for chronic diseases than for
illnesses characterized by a single acute attack
that requires hospitalization and results in im-
munity of long duration. Furthermore, the use of
in-hospital data will cause the loss of large num-
bers of acute and minor diseases which arediag-
nosed and treated in physicians' offices or in
outpatient departments,

It is recognized that the reporting of diseases
and preliminary diagnoses by one hospital or by
a few hospitals in a large metropolitan area would
be of limited value because patients choose or are
referred to hospitals in nonrandom fashion. Bias
introduced in this way could lead to differences
which would suggest spurious etiologic relation-
ships. However, undue concern with such possi-
bilities in recent years has ledtohospital records
being underutilized as a valuable source of in-
formation., These risks would be greatly reduced
if all hospitals in a metropolitan area or other
defined geographic area would join in a common
computer service for broad administrative and
fiscal purposes; this would make possible the sys-
tematic collection of admission and discharge
diagnoses that would have maximal value for
epidemic surveillance.

MEDICAL-CARE RESEARCH

The use of hospital data for purposes of
medical-care research is comparable to its use
for epidemiologic purposes, However, rather than
to identify the characteristics of patients with
specific diseases, the goal in this caseisto iden-
tify the characteristics of patients who seek vari-
ous care and to determine the effect of organiza-
tional and professional characteristics of the
hospital on receipt of care. Such information sug-
gests hypotheses as to why certain patients do or
do not receive care and why such care may be
costly, In this case the hospital also provides a
resource for testing hypotheses.

Obtaining medical care is greatly influenced
by the disease process, including symptoms and
severity, as well as by such demographic charac-

teristics of the patient as age and sex. Therefore,
interpretation of utilization patterns must also
take into account diagnoses and associated disa-
bilities. Such diagnostic information is usually
more accessible and reliable when obtained from
hospital records than from other sources. The
uses of these data are discussed below under
four headings, each of which represents a ma-
jor factor influencing patterns of hospital uti-
lization.

Influence of Diagnoses Per Se

For this purpose discharge data by diagnostic
categories are useful. Data for a specific hospital
may be of value to the hospital itselfin evaluating
its functions and in servicing the community.
However, these data are usually of limited value
for any one hospital in the community since the
population served by a givenhospital is ordinarily
difficult to delineate, If all hospitals in the com-
munity are included, discharge data for residents
of that community and the population estimates
for the total community may be used to establish
discharge rates.

Diagnostic data for the country as a whole
are available from the Hospital Discharge Survey
of the National Center for Health Statistics, which
is a probability sample of U.S. hospitals.18:19 For
smaller areas such as States and metropolitan
areas, corresponding data are not routinely tabu-
lated. There are, however, collectionmechanisms
in existence which do have the potential for pro-
viding such data for a sizable and definable popu-
lation subgroup. Among such mechanisms arethe
Blue Cross and/or commercial hospital insurance
programs and certain group practice programs
such as the Health Insurance Plan of Greater
New York®0?2 and the Kaiser-Permanente Pro-
gram in California.?8 Inaddition, the Professional
Activity Study at Ann Arbor Michigan, insofar as it
serves hospitals in several areas, might provide
similar information, Data potentially available
from social programs such asMedicare and Med-
icaid may also be used for this purpose. In Alle-
gheny County, Pennsylvania, the Blue Crosshasa
program which provides a continuous "'patient reg-
ister" and related statistical tabulations for each
hospital.



In many of these medical-careprograms, the
diagnostic data become available as partofasys-
tem designed to pay claims or for some other ad-
ministrative reason. In othersit will be necessary
to code a sample of the records. In such cases it
is desirable that the diagnostic tabulations have
some meaning in terms of the organization's own
purposes in order to justify the sizable expense
represented by such procedures. 24

influence of Organizational Structure for
Providing Medical Care and of Tyge of
Physician

It has been shown that hospitalization rates
for members of group practice programs are
lower than those for comparable groups serviced
by other programs or for groups seekingcare in-
dependently. 20-22 The differences, however, are
not uniform for all diagnostic categories. For
example, the difference in hospitalization rates
between individuals served by group and by non-
group programs is greater for patients with ton-
sillectomies and adenoidectomies than for those
with neoplasms. Such knowledge is of considerable
importance in planning a framework by which
medical services are made available to the popu-
lation. Moreover, since the population is given a
choice of several different kinds of medical-care
programs (as is the case inthe Medicaid program
in New York City), it is of more than passing in-
terest to examine the utilization patterns by diag-
nosis among the several plans. Differences in
patterns after appropriate adjustments for popu-
lation characteristics may yield clues as to dif-
ferences in medical practice which may, in turn,
suggest ways of examining the quality of medical
care in different settings.

Discharge rates by diagnoses are required
for the study of this problem, and they need to be
classified as follows:

1. Type of practice of physician discharging
the patient

a. Solo

b. Partnership
¢. Group practice
d. Hospital-based

2. Type of hospital from which patient was
discharged

a. AHA accredited or nonaccredited

b. Teaching or nonteaching or university
or nonuniversity

c. Auspices (voluntary,proprietary, gov-
ernmental)

d. Type of outpatient department organi-
zation (speciality clinics only, general
medical or speciality clinic, and other)

Various cross-classifications of these and
other variables may also be desired. Such classi-
fications require that the necessary information
be available on the discharge report and appro-
priately coded.

Influence of the Physician’s Characteristics

The following classification of the physician’s
professional characteristics is suggested:

1. Physician specialty (general practitioner,

internist, pediatrician)

Years since graduation

3. Type of staff appointment (none, courtesy,
active, consultant)

[\

Again some degree of cross-classification
may be desired.

In this connection, it would be helpful if each
physician in a community was assigned a code
number, as was done in Allegheny County, Penn-
sylvania. The code number would identify his type
of practice, specialty, board certification, age,
and other factors. It would permit grouping of
data from various locations-——either by physician
or by physician characteristics. It would also per-
mit comparisons of the behavior of the same phy-
sician in different settings.

Influence of Various Types of Case
Management

The concept of progressive patient care has
given rise to a variety of different methods of
case management. Since the diagnosis is clearly
one of the determinants of case management, one
may raise the question of whether subsequent ex-
perience of a patient with a particular diagnosis



varies with different methods of case manage-
ment. Subsequent experience may be measured in
many ways, such as readmission rates during a
given period after initial discharge, length oftime
required to return to work, and subsequent use of
physician's or nurse's services. These data will
not necessarily be available from a routine re-
porting system. It may be necessary to do a fol-
lowup on the patient and to obtain information by
direct interview. These data may then be corre-
lated with the presence or absence and use of:

1. Formal intensive care unit in thehospital

2. Home care program

3. Nursing home affiliation by type of affili-
ation

4. Formal discharge planning program.,

It will be essential in carrying outsuch stud-
ies to have detailed knowledge of the criteria for
admission to a particular kind of case-manage-
ment program. A control or comparison group is
also needed. In general, the requirements for
more definitive study here are similar to those
in the discussion of hypotheses testing under
Prospective Studies.

CONFIDENTIALITY

A problem which has been raised recently in
some of the epidemiologic studies utilizing hos-
pital data has been that of confidentiality and priv-
ileged communications. This issue involves the
relationship between the hospital staff physician

and the patient. In some States much ofthe infor -
mation, particularly the diagnosis, obtained and
recorded in the hospital records isofaprivileged
and confidential nature,?® Making such informa-
tion available for epidemiologic purposes is con-
sidered by some to be a violation of trust, Thus,
it is sometimes necessary to obtain the permis-
sion of every patient whose record is to be used.
It is obvious that this can be a cumbersome and
difficult process.

In some instances, special legislation has
been passed permitting the use of hospital data for
such purposes as medical audits, New York State
has recently enacted legislation which gives the
State health officer access to individual records.

Edgar S. Dunn?® has stated that it is neces-
sary to distinguish clearly between intelligence
data about individuals as individuals, such as med-
ical records a doctor keeps totrace changes in the
wellbeing of his patients, and statistical data that
relate to groups of individuals, Statistical data
are concerned with aggregates, averages, per-
centages, and so forth that describe relationships
characteristic of groups of, for example, hospital
cases. No personal information about the indi-
vidual needs to be available to anyone other than
those engaged in the research. Respect for con-
fidentiality of medical information has beenchar-
acteristic of epidemiologic studies, The need for
the protection of an individual's privacy is well
appreciated and understood by individual re-
searchers, and specific steps are usually taken
to provide the necessary protection.
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