


Types of Health Care Information

Different texts and articles define health care information or health information differ-
ently. Often it is the use or setting of the health information that drives the definition.
For example, the government or an insurance company may have certain definitions
of health care information and the hospital, nursing home, or physicians’ offices others.
In this book we are primarily interested in the information generated or used by health care or-
ganizations, such as hospitals, nursing homes, physicians’ offices, and other ambulatory
care settings. Of course this same information may be used by governmental agencies
or insurance companies as well.

HIPAA and JCAHO Definitions

The Health Insurance Portability and Accountability Act (HIPAA), the recent, sweep-
ing federal legislation that includes provisions to protect patients’ health information
from unauthorized disclosure, defines health information as “verbal or written informa-
tion created or received by a health care provider, health plan, public health author-
ity, employer, life insurer, school or university or health care clearinghouse that relates
to the physical or mental health of an individual, or payment for provision of health-
care.” HIPAA specifically refers to this type of information as “protected health
information,” or PHI. To meet the definition of PHI, information must first of all
be “identifiable,” that is, the information has an individual patient perspective and the
patient’s identity is known. HIPAA-defined PHI may exist outside a traditional health
care institution and is therefore not an appropriate definition for an organizational
view of information such as ours. HIPAA is certainly an important piece of legisla-
tion, and it has a direct impact on how health care organizations create and maintain
health information (HIPAA is discussed further in Chapter Three). However, not all
the information that must be managed in a health care organization is protected health
information. Much of the information used by health care providers and executives is
neither patient specific nor identifiable.

The Joint Commission on Accreditation of Healthcare Organizations (JCAHO),
the major accrediting agency for health care organizations in the United States, offers
a framework for examining health care information within health care organiza-
tions. JCAHO accreditation standards have been developed over the years to, among
other things, measure the quality of the different types of health care information that
are found in and used with health care organizations. JCAHO (2004a)urges health
care leaders to take “responsibility for managing information, just as they do for . . .
human, material, and financial resources.” JCAHO clearly acknowledges the vital role
that information plays in ensuring the provision of quality health care.
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JCAHO (2004a) divides health care information into four categories:

• Patient-specific data and information
• Aggregate data and information
• Knowledge-based information
• Comparative data and information

Although the JCAHO framework is for information at the organizational level, it is a
little too general for our purposes. Therefore we have outlined a framework for this
book that expands on JCAHO’s basic division of health care information.

Framework for Discussing Types of Health Care Data

Our framework for looking at data and information created, maintained, manipulated,
stored, and used within health care organizations is shown in Figure 1.1. The first level
of categorization in our framework is internal versus external.

Within the broad category of data and information created internally by the health
care organization, we will focus on clinical and administrative information directly re-
lated to the activities surrounding the patient encounter, both individual encounters and col-
lective encounters. We break information related to the patient encounter into the
subcategories of patient specific, aggregate, and comparative. Our focus is on the clinical and
administrative individual and aggregate health care information that is associated with a
patient encounter. Table 1.1 lists the various types of data and information that fall into
the patient encounter subcategories of patient-specific and aggregate. Information
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FIGURE 1.1. TYPES OF HEALTH CARE INFORMATION FRAMEWORK.

Internal Data/Information

 •  Patient Encounter

  •  Patient Specific

  •  Aggregate

  •  Comparative

 •  General Operations

External Data/Information

 •  Comparative

 •  Expert/Knowledge-based
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typically found in a patient medical record is shown in italics. Although the comparative
data and information subcategory is shown as part of both the internal and external cat-
egories, it will be discussed as part of the external data and information.

The second major component of internal health care information in our frame-
work is general operations. Data and information needed for the health care organiza-
tion’s general operations are not a focus of this text. Health care executives do, however,
need to be concerned not only with the information directly related to the patient en-
counter but also with information about the organization’s general operations. Health
care organizations are, after all, businesses that must have revenues exceeding costs to
remain viable. The standard administrative activities of any viable organization also take
place in health care settings. Health care executives interact with information and
information systems in such areas as general accounting, financial planning, personnel
administration, and facility planning on a regular if not daily basis. Our decision to focus
on the information that is unique to health care and not a part of general business
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TABLE 1.1. EXAMPLES OF TYPES OF PATIENT ENCOUNTER
DATA AND INFORMATION.

Primary Purpose

Type Clinical Administrative

Patient-specific (items Identification sheet Identification sheet
generally included in the Problem list Consents
patient medical record Medication record Authorizations
are in italics) History Preauthorization

Physical Scheduling
Progress notes Admission or registration
Consultations Insurance eligibility
Physicians’ orders Billing
Imaging and X-ray results Diagnoses codes
Lab results Procedure codes
Immunization record
Operative report
Pathology report
Discharge summary
Diagnoses codes
Procedure codes

Aggregate Disease indexes Cost reports
Specialized registers Claims denial analysis
Outcomes data Staffing analysis
Statistical reports Referral analysis
Trend analysis Statistical reports
Ad hoc reports Trend analysis

Ad hoc reports
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operations is not intended to diminish the importance of general operations but rather
is an acknowledgment that a wealth of resources for general business information and
information systems already exists.

In addition to using internally generated patient encounter and general opera-
tions data and information, health care organizations use information generated ex-
ternally (Figure 1.1). Comparative data, as we will explain, combine internal and external
data to aid organizations in evaluating their performance. The other major category
of external information used in health care organizations is expert or knowledge-based in-
formation, which is generally collected or created by experts who are not part of the
organization. Health care providers and executives use this type of information in de-
cision making, both clinical and administrative. A classic example of knowledge-based
clinical information is the information contained in a professional health care journal.
Other examples are regional or national databases or informational Web sites re-
lated to health or management issues.

Internal Data and Information: 
Patient Specific—Clinical

The majority of clinical, patient-specific information created and used in health
care organizations can be found in or has as its original source patients’ medical
records. This section will introduce some basic components of a patient medical record.
It will also examine an inpatient and an ambulatory care patient encounter to show
how the patient medical record is typically created. All types of health care organi-
zations—inpatient, outpatient, long-term care, and so forth—have patient medical
records. These records may be in electronic or paper format, but the purpose and basic
content are similar regardless of type of record or type of organization.

Purpose of Patient Records

There are several key purposes for maintaining medical records. As we move into
the discussion of clinical information systems in subsequent chapters, it will be im-
portant to remember the reasons health care organizations keep medical records.
These reasons remain constant whether the record is part of a state-of-the-art elec-
tronic system or part of a basic, paper-based manual system.

1. Patient care. Patient records provide the documented basis for planning patient care
and treatment. This purpose is considered the number one reason for maintaining pa-
tient records. Health care executives need to keep this primary purpose in mind when
examining health care information systems. Too often other purposes, particularly
billing and reimbursement, may seem to take precedence over patient care.

Introduction to Health Care Information 7

05_974684 ch01.qxd  3/29/05  2:15 PM  Page 7



2. Communication. Patient records are an important means by which physicians, nurses,
and others can communicate with one another about patient needs. The members
of the health care team generally interact with patients at different times during
the day, week, or even month. The patient record may be the only means of com-
munication between various providers.

3. Legal documentation. Patient records, because they describe and document care and
treatment, can also become legal records. In the event of a lawsuit or other legal
action involving patient care, the record becomes the primary evidence for what
actually took place during the episode of care. An old but absolutely true adage about
the legal importance of patient records says, “If it was not documented, it was not
done.”

4. Billing and reimbursement. Patient records provide the documentation patients and payers
use to verify billed services. Insurance companies and other third-party payers insist
on clear documentation to support any claims submitted. The federal programs
Medicare and Medicaid have oversight and review processes in place that use patient
records to confirm the accuracy of claims filed. Filing a claim for a service that is not
clearly documented in the patient record could be construed as fraud.

5. Research and quality management. Patient records are used in many facilities for re-
search purposes and for monitoring the quality of care provided. Patient records
can serve as source documents from which information about certain diseases or
procedures can be taken, for example. Although research is most prevalent in large
academic medical centers, studies are conducted in other types of health care
organizations as well.

The importance of maintaining complete and accurate patient records cannot be
underestimated. Not only do they serve as a basis for planning patient care, they also
serve as the legal record documenting the care that was provided to patients by the or-
ganization. Patient medical records provide much of the source data for health care
information that is generated within and across health care organizations. The data
captured as a part of the patient medical record become a permanent record of that
patient’s diagnoses, treatment, and response to treatment.

Content of Patient Records

The American Health Information Management Association sponsors the Web site
www.myPHR.com, which lists the following components as being common to most
patient records, regardless of the type of facility or whether the medical record sys-
tem is electronic or paper based (myPHR, 2004). The specific content of medical
records is determined to a large extent by external requirements, standards, and reg-
ulations (discussed in Chapter Three). This is not an exhaustive list, but it provides a
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general overview of content and of the person or persons responsible for the content.
It reveals that the patient record is a repository for varied clinical data and informa-
tion that is produced by many different individuals involved in the care of the patient.

• Identification sheet. Information found on the identification sheet (sometimes called
a face sheet or admission/discharge record ) originates at the time of registration or ad-
mission. The identification sheet is generally the first report or screen a user will
encounter when accessing a patient record. It lists at least the patient name, address,
telephone number, insurance, and policy number, as well as the patient’s diagnoses
and disposition at discharge. These diagnoses are recorded by the physicians and
coded by administrative personnel. (Diagnosis coding is discussed later in this
chapter.) The identification sheet is used as both a clinical and an administrative
document. It provides a quick view of the diagnoses that required care during the
encounter. The codes and other demographic information are used for reim-
bursement and planning purposes.

• Problem list. Patient records frequently contain a comprehensive problem list, which
lists significant illnesses and operations the patient has experienced. This list is gen-
erally maintained over time. It is not specific to a single episode of care and can be
maintained by the attending or primary care physician or collectively by all the
health care providers involved in the patient’s care.

• Medication record. Sometimes called a medication administration record (MAR), this record
lists medicines prescribed for and subsequently administered to the patient. This
record often also lists any medication allergies the patient may have. Nursing per-
sonnel are generally responsible for documenting and maintaining medication
information. In an inpatient setting, nurses are responsible for administering med-
ications according to physicians’ written or verbal orders.

• History and physical. The history describes any major illnesses and surgeries the pa-
tient has had, any significant family history of disease, patient health habits, and
current medications. The information for the history is provided by the patient
(or someone acting on his or her behalf) and is documented by the attending physi-
cian at the beginning of or immediately prior to an encounter or treatment episode.
The physical component of the record states what the physician found when he or
she performed a hands-on examination of the patient. The history and physical
together document the initial assessment of the patient and provide the basis for
diagnosis and subsequent treatment of the patient. They also provide a framework
within which physicians and other care providers can document significant find-
ings. Although obtaining the initial history and physical is a one-time activity during
an episode of care, continued reassessment and documentation of that reassess-
ment during the patient’s course of treatment is critical. Results of reassessments
are generally recorded in progress notes.
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• Progress notes. Progress notes are made by the physicians, nurses, therapists, social work-
ers, and other clinical staff caring for the patient. Each provider is responsible for the
content of his or her notes. Progress notes should reflect the patient’s response to treat-
ment along with the provider’s observations and plans for continued treatment. There
are many forms of progress notes. In some organizations all care providers use the
same note format, in others each provider type uses a specialized format.

• Consultation. A consultation note or report records opinions about the patient’s con-
dition made by physicians or other health care providers other than the attending
physician or primary care provider. Consultation reports may come from people
inside or outside a particular health care organization, but copies are maintained
as part of the patient record.

• Physician’s orders. Physician’s orders are a physician’s directions, instructions, or
prescriptions given to other members of the health care team regarding the pa-
tient’s medications, tests, diets, treatments, and so forth. In the current U.S. health
care system, procedures and treatments must be ordered by the appropriate licensed
practitioner; in most cases this will be a physician.

• Imaging and X-ray reports. The radiologist is responsible for interpreting images such as
X-rays, mammograms, ultrasounds, scans, and the like and documenting his or her
interpretations or findings in the patient’s medical record. These findings should be
documented in a timely manner so they are available to the appropriate physician(s)
to facilitate the appropriate treatment. The actual films or images are generally main-
tained in the radiology or imaging departments as hard copies or in a specialized com-
puter system. These images are typically not considered a part of the patient medical
record, but they too are stored according to state laws and clinical practice guidelines,
and they are an important documentation of patient care.

• Laboratory reports. Laboratory reports contain the results of tests conducted on body
fluids, cells, and tissue. For example, a medical lab might perform a throat cul-
ture, urinalysis, cholesterol level, or complete blood count. There are hundreds of
specific lab tests that can be run by health care organizations or specialized labs.
Lab personnel are responsible for documenting the lab results. Results of the lab
work become a part of the permanent patient record. However, lab results must
also be available during treatment. Health care providers rely on accurate lab 
results in making clinical decisions, so there is a need for timely reporting of lab re-
sults and a system for ensuring that the physician(s) (or other appropriate care
provider) receives the results. Physicians are responsible for documenting any find-
ings and treatment plans that are based on the lab results.

• Consent and authorization forms. Copies of consents to admission, treatment, surgery,
and release of information are an important component of the medical record re-
lated to its use as a legal document. The practitioner who actually provides the treat-
ment must obtain the informed consent for the treatment. Patients must sign
informed consent documents before treatment takes place. Forms authorizing release
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provide a comprehensive list of all possible patient record components. As stated before,
the patient record components listed here will exist whether the health care organiza-
tion uses electronic records, paper records, or a combination of both.

Overview of a Patient Encounter

Where do the medical record data and information come from? How do they origi-
nate? In this section we will walk through an inpatient encounter and also take a brief
look at a physician’s office patient encounter. Along the way we will point out how med-
ical record information is created and used. Figure 1.3 diagrams a reasonably typical
nonsurgical inpatient admission. The middle column represents the basic patient flow
in an inpatient episode of care. It shows some of the core activities and processes the
patient will undergo during a hospital stay. The left-hand column lists some of the points
along the patient flow process where basic medical record information is added to the
medical record database or file. The right-hand column lists the hospital personnel who
are generally responsible for a patient flow activity or specific medical record docu-
mentation, or both. Using Figure 1.3 as a guide we will follow a patient, Mr. Marcus
Low, through his admission to the hospital for radiation treatments.

Mr. Marcus Low’s Admission. Mr. Low’s admission to the hospital is scheduled by
his oncologist, Dr. Good, who serves as the admitting and attending physician dur-
ing Mr. Low’s two-day hospital stay. Scheduling the admission involves the adminis-
trative staff in Dr. Good’s office calling the Admissions Department of the hospital
and arranging a time for Mr. Low to be admitted. The preadmission process involves
the hospital corresponding or talking with Mr. Low and with Dr. Good’s office to gather
the demographic and insurance information that will be needed to file a claim with
Mr. Low’s insurance company. Generally, hospital personnel contact the patient’s in-
surance company to precertify his or her hospital admission. In this case, in other
words, the hospital checks that the insurance company agrees that Mr. Low’s planned
admission is medically necessary and will be approved for payment. The patient med-
ical record is started during the preadmission phase. The Admissions Department must
check whether Mr. Low has had a previous stay at the hospital and whether he has an
existing medical record number or unique identifier. The identification sheet is started
at this stage. Mr. Low’s hospital has an electronic medical record system, so the de-
mographic information needed is input into the computer system.

On the scheduled day of admission, Mr. Low arrives at the hospital’s Admissions
Department. There he verifies his demographic and insurance information. He is issued
an identification (ID) bracelet and escorted to his assigned room by the hospital staff. Bed
assignment is an important activity for the Admissions Department. It involves a great
deal of coordination among the Admissions Department, nursing staff, and housekeeping
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FIGURE 1.3. INPATIENT ENCOUNTER FLOW.
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staff. Efficient patient flow within a hospital relies on this first step of bed assignment.
Clean rooms with adequate staff need to be available not only for elective admissions
like Mr. Low’s but also for emergency admissions. Because the hospital has an electronic
medical record, there is no paper chart to go to the nursing floor with Mr. Low, but the
admissions staff verify that all pertinent information is recorded in the system. The ad-
missions staff also have Mr. Low sign a general consent to treatment and the authorization that
allows the hospital to share his health information with the insurance company.

Once on the nursing floor, Mr. Low receives a nursing assessment and a visit from
the attending physician. The nursing assessment results in a nursing care plan for Mr.
Low while he is in the hospital. Because Mr. Low saw Dr. Good in his office during
the previous week, the history and physical is already stored in the electronic medical
record system. Dr. Good records his orders in the physician order entry component of
the electronic medical record. The nursing staff responds to these orders by giving Mr.
Low a mild sedative. The Radiology Department responds to these orders by prepar-
ing for Mr. Low’s visit to them later in the day. During his two-day stay Mr. Low re-
ceives several medications and three radiation treatments. He receives blood work to
monitor his progress. All these treatments are made in response to orders by Dr. Good
and are recorded in the medical record, along with the progress notes from each provider.
The medical record serves as a primary form of communication among all the
providers of care. They check the electronic medical record system regularly to look
for new orders and to review the updated results of treatments and tests.

When Mr. Low is ready to be discharged, he is once again assessed by the nurs-
ing staff. A member of the nursing staff reviews his discharge orders from the physi-
cian and goes over instructions that Mr. Low should follow at home. Shortly after
discharge, Dr. Good must dictate or record a discharge summary that outlines the course
of treatment Mr. Low received. Once the record is flagged to indicate the patient
has been discharged, the personnel in the Health Information Management Depart-
ment assign codes to the diagnoses and procedures. These codes will be used by the
Billing Department to file insurance claims.

When the Billing Department receives the final codes for the records, it will sub-
mit the appropriate claims to the insurance companies. It is the Billing Department, or
Patient Accounting Department, that manages the patient revenue cycle that begins
with scheduling and ends when payments are posted. This department works closely
with third-party payers and patients in collecting reimbursement for services provided.

Even in this extremely brief outline of a two-day hospital stay, you can see that
patient care and the reimbursement for that care involve many individuals who need
access to timely and accurate patient information. The coordination of care is essen-
tial to quality, and this coordination relies on the availability of information. Other
hospital stays are longer; some are emergency admissions; some involve surgery. These
stays will need information additional to that discussed in this section. However, the
basic components will be essentially the same as those just described.
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Mr. Low’s Physician’s Office Visit. An ambulatory care encounter is somewhat
different from a hospital stay. Let’s follow Mr. Low again. This time we will describe
his follow-up office visit with Dr. Good two weeks after his discharge from the hospi-
tal. Figure 1.4 is an outline of the process that Mr. Low followed during his office visit
and the individuals who were responsible for each step in the process.

Dr. Good also maintains a medical record for Mr. Low, but his records are still
mainly paper based. There is no direct link between Dr. Good’s and the hospital’s med-
ical record systems. Fortunately, Dr. Good can access the hospital’s electronic medical
record system from his office. He can view all the lab results, radiology reports, and dis-
charge summaries for his patients. He chooses to print out these reports and file them
in his patients’ paper medical records. Each medical record in Dr. Good’s office con-
tains the general patient demographic and insurance information, an ongoing problem
list, a summary of visits, and individual visit notes. These notes include entries by both
the nursing staff and Dr. Good. The nursing staff record all their notes by hand. Dr.
Good dictates his notes, which are subsequently transcribed by a professional medical
transcriber. All phone calls and prescription information are also recorded in the record.
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FIGURE 1.4. PHYSICIAN’S OFFICE VISIT PATIENT FLOW.
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One significant difference between an ambulatory care visit, such as a physician’s
office visit, and a hospital stay is the scope of the episode of care. In an inpatient
stay patients usually receive a course of treatment, with a definite admission point and
discharge point. In an ambulatory care setting, particularly primary care physician vis-
its, patients may have multiple problems and treatments that are ongoing. There
may not be a definitive beginning or end to any one course of treatment. There are
likely to be fewer care providers interacting with the patient at any given ambulatory
care visit. There may, however, be more consultations and a need to coordinate care
across organizations. All these characteristics make the clinical information needs of
the inpatient setting and the ambulatory care setting somewhat different, but in each
setting, this information is equally important to the provision of high-quality care.

Health care information systems and health care processes are closely entwined
with one another. Health care processes require the use of data and information and
they also produce or create information. Care providers must communicate with
one another and often need to share patient information across organizations. The in-
formation produced by any one health care process may in turn be used by others. A
true web of information sharing is needed.

Patient-Specific Data and Information—
Administrative

As we have seen in the previous section, patient-specific clinical information is captured
and stored as a part of the patient medical record. However, there is more to the story—
health care organizations need to get paid for the care they provide and to plan for
the efficient provision of services to ensure that their operations remain viable. In this
section we will examine individual patient data and information used specifically for
administrative purposes. Health care organizations need data to effectively perform the
tasks associated with the patient revenue cycle, tasks such as scheduling, precertification
and insurance eligibility determination, billing, and payment verification. To determine
what data are needed, we can look, first, at two standard billing documents, the UB-92
(CMS-1450) and the CMS-1500. In addition, we will discuss the concept of a uniform
data set and introduce the Uniform Hospital Discharge Data Set, the Uniform Ambulatory
Care Data Set, and the Minimum Data Set for long-term care.

Data Needed to Process Reimbursement Claims

Generally, the health care organization’s accounting or billing department is respon-
sible for processing claims, which includes verifying insurance coverage, billing third-
party payers (private insurance companies, Medicare, or Medicaid), and processing
the claims as they are received. Depending on the type of service provided to the 
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patient, one of two standard billing forms will be submitted to the third-party payer.
The CMS-1450, or UB-92, is submitted for inpatient, hospital-based outpatient, home
health care, and long-term care services. The CMS-1500 is submitted for health
care provider services, such as those provided by a physician’s office.

UB-92. In 1975, the American Hospital Association (AHA) formed the National Uni-
form Billing Committee (NUBC, www.nubc.org), bringing together the major national
provider and payer organizations with the purpose of developing a single billing form
and standard data set that could be used for processing health care claims by institu-
tions nationwide. The first uniform bill was the UB-82. It has since been modified and
improved upon, resulting in the current UB-92 data set (see Exhibit 1.1). The UB-92
is the de facto hospital and other institution claim standard. It is required by the fed-
eral government and state governments and has been adopted across the United States
by private third-party payers as well (NUBC, 1999).

CMS-1500. The National Uniform Claim Committee (NUCC, www.nucc.org) was
created by the American Medical Association to provide a standardized data set for
the noninstitutional health care community to use in the submission of claims (much
as the NUBC has done for institutional providers). Members of this committee
represent key provider and payer organizations, with the AMA appointing the
committee chair. The standardized claim form developed and overseen by NUCC
is the CMS-1500. This claim form has been adopted by the federal government,
and like the UB-92 for institutional care, has become the de facto standard for all
types of noninstitutional provider claims, such as those for physician services (see
Exhibit 1.2).

It is important to recognize that both the UB-92 and the CMS-1500 claims forms
incorporate standardized data sets. Regardless of the health care organization’s lo-
cation or the patient’s insurance coverage, standard data elements are collected. In
many states UB-92 data and CMS-1500 data must be reported to a central state agency
responsible for aggregating and analyzing the state’s health data. At the federal level
the Centers for Medicare and Medicaid Services (CMS) aggregates the data from these
claims forms for analyzing national health care reimbursement, clinical, and popula-
tion trends. Having uniform data sets means that data can be compared, not only
within organizations but within states and across the country.

Other Uniform Data Sets

Other uniform data sets have been developed for use in the United States. Three
examples are the Uniform Hospital Discharge Data Set (UHDDS), the Uniform
Ambulatory Care Data Set (ACDS), and the Minimum Data Set (MDS) used for long-
term care. Each of these data sets shares two common purposes:
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EXHIBIT 1.1. UNIFORM BILL: UB-92.
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1. To identify the data elements that should be collected for each patient, and
2. To provide uniform definitions for common terms and data elements [LaTour,

2002, p. 123].

The UHDDS is the oldest uniform data set used in the United States. An early
version was developed in 1969 by the National Center for Health Statistics. In 1974,
the federal government adopted the UHDDS definitions as the standard for the
Medicare and Medicaid programs. The UHDDS has been revised several times. The
current version includes the data elements listed in Figure 1.5.

The ACDS was approved by the National Committee on Vital and Health Sta-
tistics in 1989. The goal of the ACDS is to improve the data collected in ambulatory
and outpatient settings. The ACDS has not, however, been incorporated into federal
rules or regulations. It remains a recommended rather than a required data set.

The MDS for long-term care is a federally mandated standard assessment tool
that is used to collect demographic and clinical information about long-term care fa-
cility residents. It is an extensive data set with detailed data elements in twenty major
categories. The MDS provides a structured way to organize resident information so
that an effective care plan can be developed (LaTour, 2002).

Patient-Specific Data and Information—
Combining Clinical and Administrative

As we have discussed in earlier sections of this chapter, diagnostic and procedural in-
formation is captured during the patient encounter to track clinical progress and to
document care for reimbursement and other administrative purposes. This diagnos-
tic and procedural information is initially captured in narrative form through the physi-
cians’ and other health care providers’ documentation in the patient record. This
documentation is subsequently translated into numerical codes. Coding facilitates the
classification of diagnoses and procedures not only for reimbursement purposes but
also for clinical research and comparative studies.

Two major coding systems are employed by health care providers today:

• ICD-9-CM (International Classification of Diseases, ninth revision, clinical
modification—modified for use in the United States), published by the National
Center for Healthcare Statistics

• CPT (Current Procedural Terminology), published by the American Medical
Association

Use of these systems is required by the federal government for reimbursement, and
they are recognized by health care agencies both nationally and internationally.
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