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chapter 1

Cornucopia Officinae Medicae: Medical Practice 
Records and Their Origin

Volker Hess and Sabine Schlegelmilch

 Introduction

When the noises of the day have died down and the stillness of the 
evening invites to quiet reflection, [the physician] should devote a few 
hours to calm contemplation of his patients.…Here, in the still of the 
night, matters may appear in a different light; ideas and inspirations will 
arise in him that were impossible with the distractions of the day. It is 
only now, when the inner life awakens, that these impressions can find 
entry to the inner life and meet with genuine interest and attention.1

In this idyll Christoph Wilhelm Hufeland (1762–1836) has captured the legacy of 
fifty years of experience as a medical practitioner and scholar:2 the regular 
nightly recording of the observations of the day. One should ‘write down the most 
important points of the patient’s history, the changes that have occurred, one’s 
own comments and ideas about the origin and treatment of a disease, the rem-
edies applied, and one should duly reflect on them’. The regular keeping of a 
‘patient journal’ (Kranken-Journal), neglected by the young physicians, was for 
Hufeland ‘not only the main means of, but also the indispensable prerequisite for 
attaining greatness and perfection not only in practice, but also in the art as such’.3

1 Christoph Wilhelm Hufeland, Enchiridion medicum oder Anleitung zur medicinischen Praxis. 
Vermächtnis einer fünfzehnjährigen Erfahrung (Herisau 1837), 500.

2 Rüdiger Campe: ‘Die Schreibszene, Schreiben’, in Sandro Zanetti (ed.), Schreiben als 
Kulturtechnik (Berlin 2012), 269–82.

3 Ibid., quotation abbreviated.

* We thank the following other authors of the individual projects in the dfg Research Network 
‘Medical practices (1600–1900)’, on whose partly still unpublished results this contribution is 
largely founded: Kay Peter Jankrift/Annemarie Kinzelbach/Susanne Grosser/Marion Ruisinger 
(Chr. Götz), Ruth Schilling ( J.F. Glaser), Stephanie Neuner/Karen Nolte (Ch. Fuchs), Katharina 
Weikl/Alois Unterkircher/Iris Ritzmann (G. Wachter), Lina Gafner/Philipp Klaas (C.A. Bloesch), 
Marion Baschin (F.P. von Bönninghausen), Marina Hilber/Eberhard Wolff/Alois Unterkircher 
(F. von Ottenthal).
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The ‘patient journal’, as Hufeland called it, or ‘practice record’ as we refer to 
these medical practice notes, so as to distinguish them from the institutional 
format, occupied a central place in the self-reflection of physicians in the past. 
Practice records not only documented daily consultations and justified the 
accounts, they were also of particular significance for the physician’s thinking 
and actions. Over and above that, they shaped – as the idyll presented above 
shows – the self-image of the learned physician. This is what makes this genre 
of sources so attractive. Scarcely any other source material is as much an inher-
ent part of the daily practice routine, linking this routine with medical sci-
ence and academic teachers such as Herman Boerhaave (1668–1738), Friedrich 
Hoffmann (1660–1742) or Maximilian Stoll (1742–1787) who were – not only for 
Hufeland – role-models for good recording and documenting practice.4

In view of the number of studies presented in recent years – in particular on 
the eighteenth and nineteenth centuries (see reading list) – we will avoid the 
often-expressed criticism that medical practice records belong to the type of 
source that has been neglected by research.5 Since the late 1990s the growing 
endeavour to find historical access to the everyday medical practice has made it 
increasingly clear that the body of records evaluated so far is hardly homoge-
neous.6 Even if the studies that only convey indirect insights into the physician’s 
activities are excluded,7 the comprehensive survey of Martin Dinges alone 
reveals a variety of note-taking formats that elude immediate categorization. 
It begins with the ambiguous designations for the sources:8 The research  

4 Ibid. On the bedside-practice of the role-models mentioned cf. Christian Probst, Der Weg 
des ärztlichen Erkennens am Krankenbett. Herman Boerhaave und die ältere Wiener med-
izinische Schule, vol. 1: 1707–1787 (Wiesbaden 1972); Johanna Geyer-Kordesch, ‘Medizinische 
Fallbeschreibungen und ihre Bedeutung in der Wissensreform des 17. und 18. Jahrhundertsʼ, 
Medizin in Geschichte und Gesellschaft 9 (1990), 7–19.

5 For instance Paul Weindling, ‘Medical Practice in Imperial Germany. The Casebook of Alfred 
Grotjahnʼ, Bulletin of the History of Medicine 61 (1987), 391–410: 392; Katharina Ernst, 
‘Fragments and Gaps. The Form of Illness Narratives in 18th Century Wurttemberg Pietist 
Diaries’, Medizin in Gesellschaft und Geschichte 24 (2005), 33–45: 34.

6 Martin Dinges, ‘Arztpraxen 1500–1900. Zum Stand der Forschung’, in Elisabeth Dietrich-
Daum, Martin Dinges, Robert Jütte and Christine Roilo (eds), Arztpraxen im Vergleich. 18.–20. 
Jahrhundert (Innsbruck 2008), 23–61.

7 There is an example in the study of Duden 1987 based on the analysis of patient observations 
which an almost seventy-year-old physician, in looking back over a rich working life, had com-
piled (mostly from previously published case histories) and published for teaching purposes.

8 We rarely find exact descriptions of the source as given, for instance, by Edmund Hobhouse 
(ed.), The Diary of a West Country Physician, a.d. 1684–1726 (London 1934), 50 or Brian  
K. Nance, Turquet de Mayerne as Baroque Physician. The Art of Medical Portraiture (Amsterdam 
2001), 30–56. It is interesting that particularly in socio-historical publications we find nothing 
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literature differentiates between ‘daybooks’,9 ‘medical diaries’,10 ‘patient 
records’,11 ‘memorandum books’12 or simply ‘ledgers’13 even though the 
sources designated in this way barely justify such differentiation.14 Even the 
reports of medical activity one finds in the private diary of a physician strewn 
among visits to relatives, household expenses and family stories, are often 
used as documentation of medical practice.15 The most commonly used term  

 on the make-up of the source. Cf. for instance Lucinda McCray Beier, Sufferers and 
Healers. The Experience of Illness in Seventeenth-Century England (London 1987).

9 Jacalyn Duffin, Langstaff. A Nineteenth-Century Medical Life (Toronto 1993, repr. 1999).
10 Peter Assion and Joachim Telle, ‘Der Nürnberger Stadtarzt Johannes Magenbuch.  

Zu Leben und Werk eines Mediziners der Reformationszeit’, Sudhoffs Archiv 56 (1972), 
353–421; David Shephard, ‘The Casebook, the Daybook, and the Diary as Sources in 
Medical Historiographyʼ, Canadian Bulletin of Medical History 17 (2000), 245–55; Steven 
M. Stowe, Doctoring the South. Southern Physicians and Everyday Medicine in the Mid-
Nineteenth Century (Chapel Hill 2004).

11 Henrik R. Wulff and Kirsten Jungersen, ‘A Danish Provincial Physician and His Patients. 
The Patient Records from the Pratice of Christopher Detlev Hahn in Aarhus around 1800ʼ, 
Medizinhistorisches Journal 40 (2005), 321–45.

12 Rajendra Persaud, ‘The Reporting of Psychiatric Symptoms in History. The Memorandum 
Book of Samuel Coates, 1785–1825ʼ, History of Psychiatry 4 (1993), 499–510.

13 Irvine Loudon, ‘The Nature of Provincial Medical Practice in Eighteenth-Century Englandʼ, 
Medical History 29 (1985), 1–32; E.M. Sigsworth and P. Swan, ‘An Eighteenth-Century Surgeon 
and Apothecary. William Elmhirst (1721–1773)ʼ, Medical History 26 (1982), 191–98.

14 This also applies to the German-language research literature that mentions Besuchsbuch 
(Wolfgang Balster, ‘Medizinische Wissenschaft und ärztliche Praxis im Leben des 
Bochumer Arztes Karl Arnold Kortum (1745–1824). Medizinhistorische Analyse seines 
Patiententagebuchesʼ (Med. diss., University of Bochum, 1990); Franz Dumont, ‘Nicht nur 
Hölderlin. Das ärztliche Besuchsbuch Soemmerings als Quelle für sein soziales Umfeld in 
Frankfurt am Main’, Medizinhistorisches Journal 28 (1993), 123–54), Ordinationsbuch 
(Eugen Wehren, ‘Das medizinische Werk des Wundarztes Michel Schüppach (1707–1781) 
an Hand seiner Rezept- und Ordinationsbücherʼ, Berner Zeitschrift für Geschichte und 
Heimatkunde 47 (1985), 87–166), Praxisjournal or Krankenjournal (Regina Engel, ‘Das 
Patientengut eines praktischen Arztes um die Mitte des 19. Jahrhunderts, gezeigt am 
Beispiel des Patientenjournals von Dr. Heinrich Grotjahn in Schladen am Harzʼ (Med. 
diss., University of East-Berlin, 1978); Robert Jütte (ed.), Die Krankenjournale von Samuel 
Hahnemann; D 2: (1801–1802) / nach der Ed. von Heinz Henne. bearb. von Arnold Michalowski, 
2 (Heidelberg 1993) without justifying such differentiation. The account book 
(Rechnungsbuch) (see e.g. Willem F. Daems, Johann Anton Grass von Portein, 1684–1770. 
Arzt, Chirurg, Zahnarzt, Harndiagnostiker, Pharmazeut, Viehdoktor und Dorfpolitiker. Ein 
Beitrag zur Kultur- und Medizingeschichte des Domleschgs und Heinzenbergs im 18. 
Jahrhundert (Chur 1985)) is very different in form from the practice records (Andrea 
Thümmler, ‘Rekonstruktion des Alltags eines thüringischen Arztes im 18. Jahrhundert 
anhand seines Praxistagebuchs 1750–1763ʼ (Med. diss., University of Berlin, 2004)).

15 Cf. Hobhouse, 1934.
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‘casebook’ figures as an example for the ambiguity of this genre as it is applied 
to entirely different types of sources16 – from early modern collections of obser-
vationes to bound and printed journal sheets.17 While research inclines to 
include early modern – hand-written or printed – observationes in the category 
of practice records,18 it assigns the more recent practice documentation to the 
same category,19 as if the doctor’s practice constituted a transhistorical entity 
that can be defined in general, abstract terms. But – to summarize this outline 
of the recent research literature – there is no consensus as to what the term 
‘practice records’ actually entails.

The question therefore is: can these historically very dissimilar forms be 
defined as a type of source in their own right? If the answer is yes, a second 
question follows: do the ‘practice records’, as a type of source, constitute a 
separate literary genre comparable to the early modern observationes or the 
‘case history’?20 Despite the progress made by historical research with this 
kind of material, these questions have so far seldom been addressed.

16 Nance, 2001; Anne Hilde van Baal, In Search of a Cure. The Patients of the Ghent 
Homoeopathic Physician Gustave A. van den Berghe (1837–1902) (Rotterdam 2008); Amalie 
M. Kass, ‘The Obstetrical Casebook of Walter Channing, 1811–22ʼ, Bulletin of the History of 
Medicine 67 (1993), 494–523.

17 Cf. Michael Stolberg, ‘Formen und Funktionen medizinischer Fallberichte in der Frühen 
Neuzeit (1500–1800)ʼ, in Johannes Süßmann, Susanne Scholza and Gisela Engel (eds), 
Fallstudien. Theorie – Geschichte – Methode (Berlin 2007), 81–95; Volker Hess, ‘Formalisierte 
Beobachtung. Die Genese der modernen Krankenakte am Beispiel der Berliner und 
Pariser Medizin (1725–1830)’, Medizinhistorisches Journal 45 (2010), 293–340.

18 An impressive example for this is Joan Lane, John Hall and His Patients. The Medical 
Practice of Shakespeare’s Son in Law. With Medical Commentary by Melvin Earles (Stratford-
upon-Avon 1996).

19 Weindling, 1987.
20 On the genre of the Observatio cf. Gianna Pomata, ‘Observation Rising. Birth of an 

Epistemic Genre, 1500–1650ʼ, in Lorraine Daston and Elizabeth Lunbeck (eds), Histories of 
Scientific Observation (Chicago 2011), 45–80; on case history cf. Harriet Nowell-Smith, 
‘Nineteenth-Century Narrative Case Histories. An Inquiry into Stylistics and Historyʼ, 
Canadian Bulletin of Medical History 12 (1995), 47–67. The case history is generally seen as 
a separate genre among the ‘simple forms’ (André Jolles). Rudolf Behrens and Carsten 
Zelle conclude, however, in the introduction to their anthology, with a view to the 
research literature available that ‘the medical case history in its textual structure and – 
relatedly – in its historical-epidemic foundations as well with regard to its cultural and 
medial variance (textbook, magazine, collection of cases etc.) has only been researched 
rudimentarily’. (Rudolf Behrens and Carsten Zelle (eds), Der ärztliche Fallbericht. 
Epistemische Grundlagen und textuelle Strukturen dargestellter Beobachtung (Wiesbaden 
2012), viii).
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This deficiency is essentially due to the fact that the preserved records are 
mostly seen as mere sources of historical information. The medium as such is 
rarely examined: How were the records composed? Which patterns did they 
follow? What purpose did they serve? What were the intentions of the writer? 
Such questions are only asked when the handwritten material fails to be ‘read-
able’ as a historical source. Despite their material proximity to the medical 
practice, practice records do not provide unhindered access to the past. Even if 
they – as can be assumed (see below) – lay on the physician’s desk, the funda-
mental reservation, put forward by Foucault in his well-known statement, still 
applies to these hand-written records: despite the propinquity of the preserved 
records they are unable to capture the lives of physicians and their patients 
in the past.21 It is therefore the more important for any historical analysis to 
thoroughly examine the material limitations of this ‘window’ to the past and 
to establish its qualities, material inconsistencies and literary ‘construction 
principles’.

Our contribution focuses on the practice records analysed by the various 
projects that collaborated in the Research Network ‘Medical Practices  
(1600–1900)’. The sources underlying this cooperative research project are 
highly representative at least in one respect: they are very heterogeneous in 
terms of scale, historical usage, presumed purpose, temporal origin and mate-
rial form. As regards scale: the Diarium that Johannes Magirus (1615–1697) kept 
over a period of nine years only has 540 pages, while the fifty-five preserved 
volumes of the 800-page Tagebuch of Caesar Adolph Bloesch (1804–1863) fill 
half a bookcase. Their purpose also varied: the Register of Johann Friedrich 
Glaser (1707–1789) served primarily as proof of treatment and billing, while the 
carefully copied out Krankheitsgeschichten in Conrad Fuchs’ (1803–1855) 
record were mostly used for research and instruction. Friedrich von 
Bönninghausen (1828–1910) wrote down his practice records during the con-
sultations so as to document the complaints of his patients in as much detail 
as possible. There are however, examples of a more negligent documentation 
of the practitioners’ activities: the Swiss lay-healer Gottfried Wachter (1776–
1861) was often late in conforming to the duty of documentation imposed on 
him by the Thurgau health officer. The use of Latin is also not a sufficient crite-
rion for differentiating the various purposes of these records. While seven-
teenth- and eighteenth-century practice records tend to be written in Latin, 
our sample shows that the German language crept in very early in the eigh-
teenth century. Magirus and Götz wrote most of their notes in Latin, but Glaser 

21 Michel Foucault, ‘La vie des hommes infâmes (1977)’, in Daniel Defert and François Ewald, 
in collaboration with Jacques Lagrange (eds), Dits et Ecrits, vol. 3 (Paris 1994), 237–53.
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wrote his in German. Yet even in the early nineteenth century some physicians 
remained faithful to the lingua franca of humanism. Bloesch tended to switch 
from German to French, especially in consultations that were conducted by 
letter. Ottenthal’s choice of using the old language of scholars in his practice 
records seems at variance with the modern form of documentation he applied 
(see below). We cannot derive an obvious rule: physicians in other countries 
also wrote their practice notes in their own language, even in the early seven-
teenth century, as we can see from the numerous Anglo-Saxon examples.22

The differences in form are equally pronounced: Magirus followed the human-
ist tradition of common-placing in writing down his observations. Despite the 
traditional name he gave to his records – Historia morborum – the Tyrolese 
physician Franz von Ottenthal (1818–1899) entered his notes in standardized 
text fields similar to those of modern-day patient files.23

How, then, can this type of source be adequately defined? Considering the 
heterogeneity of the source materials, a purely content-based definition of our 
material as ‘records of medical practice’ does not sufficiently characterize the 
purpose and use of these records. A definition based on function alone is simi-
larly problematic because we find such a variety of functions and purposes: by 
defining them too narrowly one settles for particular functions (which first 
need to be investigated) and risks prematurely excluding other, related records. 
If the definition is too broad (such as: ‘serves as record of medical activity’) it 
will not provide sufficient differentiation from other genres such as ‘diaries’ or 
‘account books’. All practice records have a definite memory function. Human 
beings are not, unlike God, able to remember everything, as the Kolberg physi-
cian Balthasar Timaeus von Güldenklee (1600–1667) conceded in the preface 
to his collection of case histories. Many physicians will therefore have intro-
duced record-keeping as a means of saving ‘useful information’ from falling 
into oblivion, even if they did not say it quite so explicitly.24 In retrospect, the 

22 Cf. the medical case-book (1565–1573) of ‘magistro Polewheele’ (NL MS. 28023), the Entry-
book (1619–1666) of the physician Thomas Arthur from Limerick (NL MS 31855), the 
Casebook (1619–1622) of a ‘provincial physician’ (NL MS Sloane 1112) or the Casebook 
(1676–1696) of Sir Edmund King (NL MS Sloane 1589). François Boissier Sauvages de la 
Croix recorded his patient observations (ca. 1740–1760) mostly in French and occasionally 
in Latin (Archives départementales de l’Hérault, 10 F 51–53).

23 On Historia cf. Gianna Pomata, ‘Praxis Historialis. The Uses of Historia in Early Modern 
Medicineʼ, in Gianna Pomata and Nancy G. Siraisi (eds), Historia. Empiricism and Erudition 
in Early Modern Europe (Cambridge 2005), 105–46.

24 ‘Ego cum praxin medicam successu, quod praefiscini dixerim, non infelici aliquandiu exer-
cuissem & multa quae aegris profuerant a me repeterentur, oblivioni iam tradita, dolore 
coepi de neglecta eorundem annotatione: Memoriam enim omnium tenere divinitatis potius 
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uses in each individual case are difficult to reconstruct from the context and 
remain the subject of historical interpretation. Safeguarding the recorded 
information from being forgotten is, however, a function that all records have 
in common and that distinguishes them from written-down rules or instruc-
tions (signs). In order to adequately assess the value and significance of this 
genre of sources we must therefore look at other aspects. A definition of ‘practice 
record’ must primarily consider the material and textual constitution of these 
sources – two different but interdependent dimensions of record-keeping:

1. From the point of view of literary science, practice records could be seen 
as factual narratives because they do not grant the same artistic license 
as fictional writing. The form of recording is not arbitrary, as we pointed 
out before: it depends on the (historically contingent) needs and con-
straints of medical practice. These constraints limit poetic expression as 
well as artistic freedom in the – thematic and formal – composition of 
the patient reports. For instance, records that are listed by date reveal 
temporal gaps in the observation, while the pre-printed tabular listing of 
‘prescriptions’ and ‘new signs’ facilitates semiotic observation.25

2. As regards the material medium we can conclude that the form of the 
practice record is not determined by its function (see item 3 below); it is in 
itself a central element of the practice organization. Whatever the original 
intention behind the documentation, it structures essential steps in the 
daily medical practice that go far beyond a purely memory-related func-
tion: the form determines what is documented as ‘medical service’ and it 
therefore also determines the fee that is to be charged. The form justifies 
actions as medically required and ultimately sets, as an information man-
agement tool, the parameters for the verbalization of medical knowledge. 
It establishes who belongs to the ‘main clientele’ and provides more or 
less detailed information on each member of this clientele, contributing 
considerably, in doing so, to the shaping of the physician-patient-contact.

3. It needs to be borne in mind that the mutual dependence of form and 
content is not independent of other factors: the practice of documenting 
is embedded in notions of how physicians ought to record their obser-
vations and conduct their business. We can therefore assume that the 

esse quam humanitatis iam olim agnovit antiquitas, nec eadem semper in inveniendis & 
componendis medicamentis animo obvenit cogitatioʼ (Balthazar Timaeus von Güldenklee, 
Serenissimi Electoris Brandenburgici Archiatri Casus Medicinales Praxi Triginta Sex 
Annorum Observati (Leipzig 1667), 2Ar).

25 Cf. for instance the profiles of Ottenthal’s or Bönninghausen’s records.
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different recording techniques in our sample were not ‘newly’ invented 
in each case, but acquired at school, university or during training – as 
a learned method,26 in the personal teacher-student relationship (see 
below), as a subject in clinical training27 or as the outcome of other regis-
tration or recording practices.28

The interdependence of form and content becomes evident when one exam-
ines the practice of note-taking as such. We will therefore try to find an answer 
to our question of definition by looking at the sources evaluated by our 
Research Network (see the overview in the appendix of this volume). As well 
as information from the recent research literature, we will include a number of 
practice records that are easily accessible in public facilities.

 Recording Practices

Despite their diversity, practice records can be distinguished from other genres 
of medical case descriptions if the actual recording process is included in the 

26 Ann Blair, ‘The Practices of Erudition According to Morhof’, in Françoise Waquet (ed.), 
Mapping the World of Learning. The Polyhistor of Daniel Georg Morhof (Wiesbaden 2000), 
59–74; Helmut Zedelmaier, ‘De ratione excerpendi. Daniel Georg Morhof und das 
Exzerpierenʼ, in Waquet, 2000, 75–92.

27 Guenter B. Risse, ‘Clinical Instruction in Hospitals. The Boerhaavian Tradition in Leyden, 
Edinburgh, Vienna and Paduaʼ, in Harm Beukers and John Michael Henderson Molls 
(eds), Clinical Teaching, Past and Present (Amsterdam 1989), 1–19; Sabina Verena Griesel, 
‘Medizinische und chirurgische Observationen, 1785–1787ʼ (Med. diss., University of 
Basel, 1984); Silvia Stolz, ‘Ärztliche Theorie und Praxis im Spiegel von 61 Falldarstellungen 
eines Züricher Medizinschülers, 1785–1787ʼ (Med. diss., University of Basel, 1984); Volker 
Hess, ‘Das Material einer guten Geschichte. Register, Reglements und Formulare’, in Sheila 
Dickson, Stefan Goldmann and Christof Wingertszahn (eds), Fakta, und kein moralisches 
Geschwätz. Zu den Fallgeschichten im ‘Magazin zur Erfahrungsseelenkunde’ (1783–1793) 
(Göttingen 2011), 115–39.

28 Why budding physicians in the second half of the nineteenth century received training in 
laboratory and experimentation practices is a question that has so far not been suffi-
ciently answered, since the skills necessary for assessing data of laboratory experimenta-
tion were not relevant to medical practice. It can be assumed that, in addition to the 
symbolic value of such training, it was expected that the benefits of scientific documenta-
tion would come to bear in other fields too (cf. Volker Hess, ‘Medizin zwischen Sammeln 
und Experimentieren’, in Rüdiger vom Bruch and Heinz-Elmar Tenorth (eds), Geschichte 
der Universität zu Berlin, 1810–2010. Biographie einer Institution, Praxis ihrer Disziplinen, 
vol. 4 (Berlin 2010), 489–566: 530.
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historical analysis. One defining property of the practice record is that it has a 
known author: while entries in hospital records, ward journals and cahiers de 
visite were usually made by diverse writers, practice records were, as a rule, 
kept by one person. Third-party entries as we know them from Götz’ prac-
tice were carried out as delegated tasks, authorized and agreed by the author. 
Interestingly, the only source in our sample that has several authors comes 
from a policlinic, that is to say an institutional context.29 It is more difficult to 
delineate the practice records against other forms of chronological documen-
tation, such as diaries in general: the transition from diary to medical diary is 
seamless as is apparent from the octavo book of the British surgeon Richard 
Kay of Baldingstone (1715/16–1751) which served both purposes.30 But there are 
other forms of patient-related documentation composed by one author that 
cannot always be clearly differentiated from practice records: the documenta-
tion (1619–1622) of James Rant started as a casebook and ended up as a collec-
tion of prescriptions.31

We therefore think that, in order to define the practice record, we need to 
focus on the way it is produced. For both the function and content of the prac-
tice record can only be reconstructed in a historical sense, if we look at the 
written record as a material residue of the medical activity.32 Practice records 
were picked up, consulted, amended and even revised on a daily basis. They 
were not always kept in the doctor’s house but – to some extent – carried 
around and probably examined if not studied by others. They provide the 
documentation of a physician’s practice of which they are at the same time a 
constituent part. This documentation increased through continued use and 
lacks therefore the linearity of a pre-determined registration. The material 
aspect of the source is consequently a central factor in the overall context. The 
evaluation of our source sample from this perspective yields three fundamen-
tal observations.

29 The journal of the Zurich clinician Burckhardt can count as a practice record because it 
was not product of any institutional note-taking practice.

30 William Brockbank and Marjory Lilian Kay, ‘Extracts from the Diary of Richard Kay of 
Baldingstone, Bury, Surgeon (1737–50)’, Medical History 3 (1959), 58–68.

31 British Library MS Sloane 1112. The notebook of François Boissier de Sauvages, which 
is known as Livre de Raison, is another example. It included patient observations 
among other things, cf. Volker Hess and Andrew Mendelsohn, ‘Fallgeschichte, Historia, 
Klassifikation. François Boissier de Sauvages bei der Schreibarbeit’, ntm. Zeitschrift für 
Geschichte der Wissenschaften, Technik und Medizin 21 (2013), 61–92.

32 Cf. the argumentation of Marc Berg and Geoffrey Bowker, ‘The Multiple Bodies of the 
Medical Record. Toward a Sociology of an Artifact’, The Sociological Quarterly 38 (1997), 
513–37 for the example of the patient file.
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 The Recording Technique

Unfortunately, not many reports are available on how physicians produced 
their records. Normative instructions, usually imposed by an authority, are 
more frequent. Early modern physicians, for instance, tended to justify the 
methods they used by referring to the unquestionable authority of Hippocrates:

‘He transferred everything that occurred in the patients under his quiet 
observation onto wax tablets, the entire patient history, with details on 
what happened with the patient after how many days and on which day, 
in which hour and in which moment. The results in each case, whether 
favourable or not, he wrote down, listing each individual patient by 
name, as is sufficiently shown by the ‘epidemics’.33

In the seventeenth century the Baconian canon of scientific virtue was added 
to this, recommending that physicians ought to observe like Hippocrates and 
describe as diligently as painters.34 The keeping of a record was therefore pre-
sumably taught directly by academic teachers.35 Bloesch already kept a journal-
like record as a student in Göttingen.36 Glaser, in assembling his journal, the 
Medizinisches Register, probably copied his father who had also recorded his 
services, such as drastic treatments and ‘embarrassing interrogations’, in a ‘reg-
ister’ himself.37 Bönninghausen junior also adopted his father’s form and tech-
nique of record-keeping.38 For the sixteenth and seventeenth centuries no 
special instructions are known so far regarding the composition of medical 

33 François Valleriola, Observationum medicinalium libri sex (Lyon 1573), Praefatio: ‘qui cum 
ea omnia, quae aegris accidere conspicabatur, tacitus observaret, ea postea in tabulas refere-
bat, enarrata aegritudinis historia omni, et quid quoto quoque die, hora, atque momentis 
aegro accidisset: et quid item ab iis casibus vel boni vel mali secutum fuisset, de scripto protu-
lit: nominatis etiam singulatim aegris, quod Epidemiorum libri abunde testantur’.

34 ‘[E]xquisitam Pictorum industriam imitando, qui vel naevos et levissimas maculas in imag-
ine exprimunt’: Thomas Sydenham, Observationes Medicae Circa Morborum Acutorum 
Historiam Et Curationem (London 1676); praefatio, s.p., emphasis by original author.

35 Cf. note 27.
36 See the contribution by Lina Gafner, ‘Administrative and Epistemic Aspects of Medical 

Practice: Caesar Adolf Bloesch (1804–1863)ʼ (in this volume).
37 Thüringisches Staatsarchiv Meiningen, 499002-Zinck Mattenberg-Sammlung/Akten 1327, 

9. Personengeschichtliche und genealogische Quellen, Register oder Aufzeichnungs-
Büchlein auf Dreißigacker. (Tagebuch des Scharfrichters Joh. Jeremias Glaser, geb. 1653, 
gest. 1725): entry of 10 June 1686 and 11 January 1714 (with thanks to Ruth Schilling).

38 Cf. note 77.
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records. They were probably unnecessary on two accounts: commonplacing 
was part of the methodical competence that academic doctors acquired in 
school and at university39 and the physician’s observation did not constitute a 
separate genre within the humanist text genre of the observatio. Physicians 
transferred the humanist technique of knowledge management to the note-
taking that arose from their own practice (see below). That these learned 
observation and recording techniques were not considered common practice 
outside academic circles is apparent from the curricula of eighteenth century 
training institutions for surgeons. Since army surgeons in particular could not 
be expected to have any academic training these institutions tended to teach 
the basic competences of a higher education.40

While there are hardly any indications as to whether or how the documen-
tation of the medical activity was taught and practised, the writing down of 
patient observations was part of the canon of practical training. We know of 
Giovanni Battista da Monte (1498–1551) that his students had to write their 
own patient histories.41 The proper presentation of the course of illness was 
seen as evidence for a physician’s skill and experience: the ‘exact history of the 
illness’ was regarded ‘extremely necessary even indispensable’ not only for 
young physicians. For experienced doctors, too, the regular recording of patient 
observations in writing was ‘always very useful’, but ‘very difficult’ and could 
only ‘be mastered with plenty of practice’. A patient history would therefore 
always most convincingly reveal whether someone was ‘a bungler or a master 
of his art’.42 As a consequence, students had to practise writing patient histo-
ries and, from the early eighteenth century, this was included in the by then 
institutionalized training. Whether in Edinburgh, Paris, Göttingen, Würzburg, 
Jena, Pavia or Berlin:43 trainee physicians proved their practical skills by writ-
ing a learned patient history which, in its comprehensiveness and literary 
form, can hardly be compared with the notes written down in the practice 
records. This clinical ideal was even adopted in the training of surgeons. The 
students of the Medizinische-Chirurgische Institut in Zurich, which was 

39 Ann Moss, Printed Commonplace-Books and the Structuring of Renaissance Thought 
(Oxford 1996).

40 Otto Schickert, Die Militärärztlichen Bildungsanstalten von ihrer Gründung bis zur 
Gegenwart. Festschrift zur Feier des hundertjährigen Bestehens des medicinisch-chirur-
gischen Friedrich-Wilhelms-Instituts (Berlin 1895), 34–5.

41 Cf. Pomata, ‘Praxis’, 2005, 128.
42 Johann Friedrich Rahn: Fieberlehre. Ein nachgelassenes Bruchstück des Handbuchs der 

praktischen Heilkunde (Zürich 1814), Aph. 11. and Aph. 5 and 6.
43 Toby Gelfand, Professionalizing Modern Medicine. Paris Surgeons and Medical Science and 

Institutions in the 18th Century (Westport [Conn] 1980); Hess, ‘Beobachtung’, 2010.
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founded in 1782, learned how to compose case histories in the style of learned 
observations.44 The medico-surgical schools in Paris and Berlin had similar 
objectives.

There were probably few opportunities in daily practice for the time-
consuming writing of a historia morbi or patient history in the humanist 
tradition. With the gradual relocation of clinical training to hospitals the 
daily observations were increasingly noted down in tabular forms, which 
could be copied or obtained as preprints.45 Such tables served as templates 
for the composition of ‘exact patient histories’ – at the Göttingen Policlinic 
for instance46– but the technique also established itself in general practice. 
From the end of the eighteenth century preprints could be purchased from 
booksellers, and by the mid-nineteenth century medical practitioners were 
able to choose from a wide range of tabular patient forms ‘in order to opti-
mize the recording of their observations and their ways of healing’.47 This 
‘formularization’ of records is also apparent in our sample: Bönninghausen 
as well as Ottenthal used a recording technique based on such templates. 
But while Bönninghausen used pre-printed forms which offered a defined 
space for comments (clinical picture) but fixed table elements to enter 
information on individual consultations, Ottenthal worked with his own 
handwritten forms, which he divided into sections according to his own 
requirements and therefore did not need to name them.

Additional instructions on writing are rare. Those that exist all focus on one 
question: how can bedside observations be recorded in a time-saving and effi-
cient manner? We find frequent advice – from Jean Razoux (1791–1821) or 

44 Griesel, 1984, 50–2. The observationes that have been preserved suggest that the writer 
struggled to meet the request of the training institute to pronounce the Latin words ‘with-
out insulting people’s ears’. (ibid., 41).

45 Instruction at the first Leiden clinic already entailed that the two physicians who worked 
in the St Caecilia Hospital had to keep reports on the clinical cases ‘written down in books 
and had to mention the name of the patient, his disease and the date when certain treat-
ments were carried out or prescribed’ (Tim Huisman, The Finger of God. Anatomical 
Practice in 17th-Century Leiden (Leiden 2009), 131).

46 Die ärztliche Besuchs-Anstalt der erkrankten Armen und die ambulante Klinik in Würzburg 
(Würzburg 1820), 54.

47 ‘Rezension: Medicinisch-praktischer Geschäfts- und Address-Kalender auf das Jahr 1809. 
Für praktische Aerzte, Chirurgen und Apotheker. Herausgegeben von Dr. Carl Heinrich 
Ludwig Schulz. Nebst 12 Monatstafeln. Leipzig, bey Heinrich Gräff ’, Heidelbergische 
Jahrbücher der Literatur 3 (1810), 221–2: 222; ‘Schema zu zweckmässigen, in Folio anzuleg-
enden Krankentabellen für die Praxis (das aber noch jeder Arzt beliebig modificiren 
kann)’, Medicinischer Almanach für das Jahr 1836 1 (1836), 72.
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Heinrich Küchler (1811–1873) for instance – to use special signs, letters or num-
bers so that all that needed documenting would fit into one line.48

 The Time Delay between Observation and Recording

Hufeland’s idyll suggests that observation and recording were not simultane-
ous events. The instructions for the proper composition of patient histories 
discussed above also suggest that there was a delay in time between sickbed 
and documentation which was a cause for concern: as early as the eighteenth 
century, physicians were admonished to ‘keep their medical diaries precise 
and convenient’. It was recommended to trainee doctors in particular to ‘record 
the most necessary information day by day’ in their records.49 Some advisers 
recommended binding the daily notes – on a monthly or quarterly basis – and 
asking an assistant to ‘establish an index for each volume and…an alphabetic 
ledger’ that could also serve as account book.50

The practice of recording is, however, not one that belongs only to modern 
times. In illustrations of early modern physicians one sometimes sees a prac-
tice record lying open on the table during consultations so the previous treat-
ment could be quickly recapitulated (see Figure 1.1). The following description 
is by a patient of the physician Turquet de Mayerne (1573–1655):

Usually I went in a morning for his advice, about 7 of ye clock, where 
I  usʼd to find him in his study, which was a large room furnishʼd with 
books & Pictures; and as one of ye chiefest he had ye picture of ye head of 
Hyppocrates that great physitian; & upon his table he had ye proportion 
of a man in wax, to set forth ye ordure & composure of every part; before 
his table he had a frame with shelves, whereon he set some books, and 

48 Jean Razoux, Tables nosologiques et météorologiques très-étendues dressées à l’Hôtel-Dieu 
des Nîmes depuis le premier juin 1757 jusques au premier janvier 1762 (Basel 1767); Hermann 
Küchler, Bemerkungen über die Erkenntniss der Krankheiten nebst einer Anleitung zur 
Führung einer geordneten Krankencontrole (Darmstadt 1844).

49 ‘Anzeige neu entworfener Krankentabellen, zum Gebrauche für Ärzte und Wundärzte zu 
genauer und bequemer Führung ihrer medizinischen Tagebücher’, Medicinische 
Nationalzeitung für Deutschland und die mit selbigem zunächst verbundenen Staaten: 
Intelligenz-Blatt 10 (1799), 39–40, see also Küchler, 1844.

50 Hermann E. Richter, ‘169. Bemerkungen über die Erkenntniss der Krankheiten, nebst 
einer Anleitung zur Führung einer geordneten Krankencontrole. Küchler, Arzt zu 
Darmstadt’, Carl Christian Schmidt’s Jahrbücher der in- und ausländischen gesammten 
Medicin 44 (1844), 128–9.
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behind this he sat to receive those that came for his advise. His custom is 
to record in a book the diseases and remedies of all his patients if they be 
of difficulties, so that sending for his book he finds what he had done to 
her formerly, & thereupon prescribes ye same.51 

The image of the physician enthroned among the insignia of medical science 
is hardly realistic and was probably used to lend a dramatic note to the report.52 
The practice records that have been preserved reveal that the physicians only 
rarely wrote down their observation during or immediately after the treatment 
session.53 In our sample, too, the regular writing and the even saturation of the 
ink show that the notes of one or more days were written down in one sitting, 
most probably in the evening. Johannes Magirus, for instance, complained 

51 Nance, 2001, 24.
52 Cf. Bloesch’s portrait (in this volume) and the painting by Johann Georg Platzer ‘Der 

Besuch beim Arzt’ that shows the physician at his desk, disrupted while writing. When 
calling on patients the physician is however usually shown without a notebook.

53 As the Casebook (1565–1573) of Magister Polewheele (British Library (hereafter BL), MS 
28023), the copied Diarum medicum (1680–1688) of Johannes Munnick (BL MS Sloane 
1256), the Daybook (1676–1696, 1595–1605) of Sir Edmund King (BL MS Sloane 1589).

Figure 1.1  Frontispiece of Johannes Magirusʼ Old and New Writing Calender (1653) 
Stadtverwaltung Altenburg, Stadtarchiv Historische Haus-und 
Schreibkalender.
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bitterly that the noisy students kept him from his ‘good thoughts and laboribus’ 
at night, allowing him less peace and quiet than ‘weary horses and oxen’ had.54 
Even Johann Christoph Götz, who would add to his practice records several 
times during the day, most likely did this only on returning from calling on 
patients. Others, such as the non-licensed surgeon Wachter, wrote down their 
case descriptions in the form we know them today only weeks or even, as in the 
case of the London surgeon Joesph Binns (died 1664) of St Bartholomews 
Hospital, years later – presumably as collections of selected cases.55 Large, heavy 
folios were usually too valuable to be taken on patient visits. Physicians pre-
ferred to use small notebooks for jotting down some notes which they could 
later transfer to their larger-format fascicles or books. ‘Every morning the prac-
titioner takes with him a writing pad in octavo or duodecimo format to note 
down the most important points, either during the examination or just after, 
using the pad at the same time as forms for prescriptions, certificates etc’.56 
Such memory aids simply consisted of a small notepad with a list of patients to 
be visited (as in Soemmerring’s case), or in a multiply-folded sheet of paper as 
recommended by Hermann Eberhard Richter (1808–1876).57 No matter how 
the physicians kept their ‘notebooks’, whether on house calls or in their homes: 
conscientiously maintained practice records are not usually minuted accounts 
of the physician-patient encounter, but well-reflected documentations of 
aspects of that interaction that seemed particularly important to the writer.

 The Practice Record as Part of a Multistage Recording System

The interval between the bedside visit and the entry into the practice record 
was often bridged through the use of a ‘notebook’ or similar formats suitable 
for swift note-taking (loose leaves, wastebooks etc.),58 which would then serve 
as the basis for the nocturnal reflection. Often several formats were used. In 
the late eighteenth century the Medizinische Nationalzeitung suggested the use 
of two parallel records: one for day-to-day chronological documentation, and a 

54 Sabine Schlegelmilch, ‘Johannes Magirus. Stadtarzt in Zerbst (1651–1656)ʼ, Mitteilungen 
des Vereins für Anhaltische Geschichte 20 (2011), 9–30: 24.

55 Surgical Casebook (1633–1663) of Joseph Binns (BL MS Sloane 153). The total number of 
671 case histories over a recording period of more than thirty years (1633–1663) suggests 
selective copying from former records, as do the regular handwriting and the saturation 
of the ink in case descriptions that are far apart in time.

56 Richter, 1844.
57 Dumont, 1993; Richter, 1844.
58 Küchler, 1844.
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patient-oriented one to summarize the course of treatment.59 The practice 
records, in turn, served as the basis for billing. Alphabetical indices of the 
patients are a sign of this kind of usage. As early as in the seventeenth century 
we find exemplary registers subdivided in alphabetical sections (similar to 
document files), some with alternating red and black labelling to allow for a 
better overview over the individual patients.60 Whether the records were kept 
in chronological order or as collections of case histories, many physicians had 
separate account books in which they entered the fees charged, settled payments, 
deferred payments or payment in kind. Our sample also provides evidence of 
note-keeping practices that involved, at least temporarily, the parallel use of an 
account book: we have a separate account book for Götz from 1720, a docu-
mentation of treatment costs from the time around 1840 and Bönninghausen’s 
separate ‘Conto-Buch’ (cash-book).61

Authors with scientific aspirations drew on their practice record for research 
purposes. This is apparent from selections of case histories, subsequently added 
corrections of spelling or grammatical errors or the addition of literary refer-
ences, as illustrated by the Surgical Casebook of the London surgeon Joseph 
Binns.62 The introduction of occasional indices into the practice records also 
strongly suggests such aspirations. In some cases one can even track the jour-
ney of such notes right up to their publication. Götz used his practice notes 
on Duke Ernst von Metternich (1656–1727), who was afflicted with bladder 
stones, for an article in his newly-founded journal ‘The sincere physician’ (Der 
Aufrichtige Medicus) which was published from 1726 to 1727.63 Magirus had 
other ways of making his records public: he annotated them extensively with 
excerpts from scientific literature and used individual cases to illustrate the theo-
retical content of his teaching. Even though it is hardly possible to reconstruct 
the in-between stages in each case, one can deduct from markings, deletions 

59 Anzeige, 1799.
60 Cf. MS Sloane 1589 (Sir Edmund Kings Daybook (1676–1696)) and Sloane 1256, 1258 

(Christopher Love Morley’s copy of Johannes Munnicks Diarium medicum (1680–1688)).
61 Institute for the History of Medicine of the Robert Bosch Foundation, P156.
62 As note 55. The Diarium medicum practicum of Christopher Detlev Hahn from Aarhus is 

another example for indexing for scientific purposes (Wulff et al., 2005).
63 Susan Splinter, ‘“Der Aufrichtige Medicusˮ. Eine Zeitschrift des Nürnberger Arztes Johann 

Christoph Götz (1688–1733) als Vorläufer des “Commercium Litterariumˮʼ, Jahrbuch für 
Kommunikationsgeschichte 13 (2011), 5–15: 10; Kay-Peter Jankrift, Annemarie Kinzelbach 
and Marion Ruisinger, ‘Ernst von Metternich (1656–1727). Ein patientenzentrierter Einblick 
in den medizinischen Markt um 1720ʼ, in Lina Gafner, Iris Ritzmann and Katharina Weikl 
(eds), Penning Patientʼs Histories – Doctorsʼ Records and the Medical Market in the 18th and 
19th Century [special issue: Gesnerus 69, no. 1 (2012)], 12–35.
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and additions, as we find them with Götz for instance, that the notes were 
revised subsequently in several stages. The case histories of the Würzburg 
policlinic are a particularly impressive example of this multistage process: 
the neatly hand-written and literary observationes were composed from the 
printed forms which were mandatory in Bavaria for poor-doctors64 and which 
were presumably filled in by the trainee doctors on the basis of notes they had 
jotted down previously in their notebooks. This step-by-step processing of 
observations – from the sick-bed to the note-book, from the notebook to the 
journal, from the journal to the policlinical ‘patient histories’ – constituted the 
methodological basis of a clinical science that manifested, for instance, in 
the casuistic publications of ‘Annual Reports’. This particular case even goes a 
step further in that Fuchs used the case histories composed by his students for 
a textbook he published: Lehrbuch der speciellen Nosologie und Therapie (2 
vols, 1845–1848).65 Here, we can pursue in detail how, in a multistage process 
that involved revising, transferring, copying, excerpting, condensing and gen-
eralizing, hastily jotted notes were transformed into textbook knowledge.

 Attempting a Typology

Despite the great variety, we suggest to distinguish three types of practice 
records. This distinction is based on the way the records were produced and 
takes, as will be discussed in detail, the actual note-taking practice as the basis 
for a definition. This allows us to establish formal criteria that refer to the 
organization and technique of the record-keeping. As with any typology, this 
proposal does not aim at an accurate distinction, but focuses on ideal-typical 
forms of record-keeping.

 Scholarly Records of the ‘Casebook’ Type

The first type of practice records emerges as the result of scholarly penman-
ship and is demonstrated by Gianna Pomata using the example of the early 

64 Besuchs-Anstalt, 1820, appendix with tables.
65 Fuchs’ patient histories (see the contribution by Stephanie Neuner and Karen Nolte: 

‘Bedside Training and Healthcare for the Poor in the Würzburg and Göttingen Policlinics 
in the First Half of the Nineteenth Centuryʼ with the manuscripts and publications men-
tioned there). Partly also published in Conrad Heinrich Fuchs, Bericht über die Vorgänge 
an der Poliklinik zu Göttingen im Jahre 1838 bis 39 (Hannover 1840).
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modern observatio.66 In our sample, this type is represented by the Diarium 
medicum (Magirus) where the recording technique is based on common-plac-
ing.67 The locus is the patient’s name (or occupation) which is noted at the top 
of the left-hand column. All observations are entered to the right, in chrono-
logical order. A space would be kept for these entries, usually it was the whole 
page which was folded to create two columns. Once the right column was full, 
the notes started again at the top of the left column and continued by date. 
This way of recording has its limitations, as Michael Stolberg showed recently: 
some pages remain blank if only little information is gathered on one locus.68 
In Magirus’ Diarium not all pages are full. When the one page set aside for a 
patient turned out to not be enough in the course of a long-drawn-out or recur-
rent treatment, the notes were continued on a new page which was not neces-
sarily the next following one since that might have been allocated to another 
patient in the meantime. This form of recording consequently required a register 
or index to provide information on the various loci of a case history.69 Fuchs’ 
patient notes can also be seen as following the tradition of the scholarly com-
monplace books. Their contents, once revised by the author, served as indices 
in that they conflated the individual entries into an observatio (see below).70

 Journal-Type Records

This case-oriented recording practice has to be distinguished from the strictly 
chronological journal. In the journal the date constitutes the first order of 

66 Pomata, ‘Praxis’, 2005; eadem, ‘Sharing Cases. The Observationes in Early Modern 
Medicineʼ, Early Science and Medicine 15 (2010), 193–36.

67 Magirus kept, as well as a practice diary, commonplace books in thematic order, for which 
he used the same technique (Sabine Schlegelmilch, ‘Vom Nutzen des Nebensächlichen. 
Paratexte in den Kalendern des Johannes Magirusʼ, in Klaus-Dieter Herbst (ed.), Astronomie 
– Literatur – Volksaufklärung. Der Schreibkalender der Frühen Neuzeit mit seinen Text- und 
Bildbeigaben (Bremen 2012), 393–411).

68 Michael Stolberg, ‘Medizinische Loci communes. Formen und Funktionen einer ärztli-
chen Aufzeichnungspraxis im 16. und 17. Jahrhundertʼ, ntm. Zeitschrift für Geschichte der 
Wissenschaften, Technik und Medizin 21 (2013), 37–60.

69 Further examples for the learned recording practice include the casebooks of: Georg 
Palma (1543–1591), cf. Klaus G. König, Der Nürnberger Stadtarzt Dr. Georg Palma (1543–1591) 
(Stuttgart 1961); Mayerne (1573–1655), cf. Nance, 2001; Albrecht Haller (1730s), cf. Urs 
Boschung, ‘Albrecht Hallerʼs Patient Records (Berne 1731–1736)’, Gesnerus 53 (1996), 5–14; 
Christopher Hahn (1744–1822), cf. Wulff et al., 2005.

70 On such a process of subsequent assembly cf. Hess, 2011.
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entries: all observations of that day are recorded consecutively. Long-term 
treatments are always listed under the date of each patient contact, connected 
by cross-references (vid. datum). Reconstruction of the course of an illness, 
and therefore assembly of a case history, is difficult and requires much brows-
ing through the records. Johann Friedrich Glaser’s Medizinisches Register is a 
prototype of this form of recording. It shows all the patients treated each day 
over a period of fourteen years. That he chose to call it a ‘register’ might be an 
indication of its central function: it assesses and registers – similar to a hospital 
admission book – the services rendered. We propose that chronological records 
of this kind, as a rule, also served as account books (as template or explication): 
it lists the fees for each service rendered (cf. Bloesch), the medicines prescribed 
and (occasionally) their settlement (cf. Götz) or the dispensation of medicines 
(cf. Glaser). The forerunners of the examples presented here were probably the 
prescription journals of the sixteenth and seventeenth centuries, which were 
used by physicians to record – on a day-to-day basis and in a form that had 
been adapted from the pharmacy books – their prescriptions (and what they 
charged for them) without referring to the symptoms.71 With this type we 
rarely find observations of several consecutive days subsumed under one date, 
as with Götz or the British surgeon and private physician Sir Edmund King 
(1629–1709).72 The date does not, in these cases, signify the day of treatment 
but that of the recording.

The two types described so far are relatively easy to distinguish: while the 
learned recording practice of the casebooks reveals the history of a patient 
(almost) immediately, this is not the case with the journals. The entire patient 
history can often only be made visible through electronic data capture73 – and 
this might be difficult if patients are not clearly identified. Journals, on the 
other hand, reveal immediately what the physician did on a particular day. We 
see at a glance whether he saw three, four or even more patients – or on which 
days he had no patients, an aspect that remains obscure or can only be 
reconstructed through electronic data processing with the scholarly records.  

71 Franziska Ofenhitzer, Würzburg, is just completing a dissertation on the prescription 
diary of Petrus Kirstenius in Breslau, 1612–1616.

72 Ruth Schilling, Sabine Schlegelmilch and Susan Splinter, ‘Stadtarzt oder Arzt in der 
Stadt? Drei Ärzte der Frühen Neuzeit und ihr Verständnis des städtischen Amtesʼ, 
Medizinhistorisches Journal 46 (2011), 99–133: 113 (Familie Monath); British Library Sloane 
MS 1589.

73 Jacalyn Duffin, ‘A Rural Pratice in Nineteenth-Century Ontario. The Continuing Medical 
Education of James Mile Langstaff ’, Canadian Bulletin of Medical History 5 (1988), 
3–28: 5.
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(An interesting solution is the numerus currens introduced by Götz.74) While 
the scholarly records culminate in the case history, the journal mostly aims at 
registration; while the forum of the former is the academic world of the res 
publica litteraria, the latter aims, as will be discussed below, at the res publica 
of offices and registries.75

 The Printed-form Type of Record

The third type is more difficult to delineate. If one looks at the logic of record-
ing it is a combination of the previous two: as with the casebook type, the 
records are case-oriented; but the services rendered (treatment and prescrip-
tion) are recorded and billed strictly according to date. This recording practice 
constitutes a separate type because of its formularization. Cloze text and col-
umns direct the writing and give the entries a different narrative structure. 
Such ‘schemes’ bring uniformity to the entries and facilitate the operational 
linking of individual cases.

This linking facilitates, as in the case of Clemens von Bönninghausen, com-
parison or the ‘necessary individualization of all characteristic signs of each 
case of illness’.76 It also supports, as with Ottenthal, the accounting process 
because the services rendered on individual days (journal function) can be 
totalled per patient and invoiced (case-based documentation). In either case, 
the book-keeping aspect is prioritized be it for economic reasons as in the case 
of Ottenthal or out of moral consideration, as with the lay healer Clemens von 

74 Each case was allocated a number in Roman numerals, with letters being added in 
ascending order with subsequent contacts. A reference was added in each case to the 
page number of the former contact with the same patient.

75 Comparable examples include: Johann Anton Grass von Portein (1684–1770),  
cf. Daems, 1985; on Samuel Thomas Soemmerring, cf. Dumont, 1993; Heinrich Grotjahn, 
cf.  Engel, 1978; Dietrich Tutzke and Regina Engel, ‘Tätigkeit und Einkommen eines 
Allgemeinpraktikers vor der Mitte des 19. Jahrhunderts. Ergebnisse einer historisch-statis-
tischen Analyseʼ, Zeitschrift für die gesamte Hygiene 24 (1978), 460–65; Jutta Wolff and 
Hans-Peter Wolff, ‘Das Profil einer ärztlichen Allgemeinpraxis im Jahre 1862ʼ, Das Deutsche 
Gesundheitswesen. Wochenschrift für die gesamte Medizin 34 (1979), 568–71; Michel 
Schüppach (1707–1781), cf. Hartmann Rordorf, ‘Ordinationsbücher und das Manual von 
Michael Schüppach, Chirurgus von Langnau (1707–1781)ʼ, Pharmaceutica Acta Helvetiae  
5 (1934), 72–84; Wehren, 1985.

76 Bönninghausen 1863, 114 (with thanks to Marion Baschin for this information).
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Bönninghausen, who explicitly introduced ‘exact book-keeping’ for his own 
instruction and in order to ‘set the physician’s[!] mind at rest’.77

Types 1 and 2 favour a particular kind of presentation (for which there is 
sufficient evidence). While type 3 resembles type 2 in that its recordings are 
chronological, it is generically different from types 1 and 2 if we focus on its 
formulated design. The partitioning lines on the paper – whether drawn by 
hand or pre-printed – have not only a typographic, but also a functional pur-
pose in that the cloze texts organize the writing due to their slot-and-filler 
structure. Such ‘mandatory entries’ considerably limit the author’s freedom of 
narrative description (which is the purpose of any form):78 the tabular set-up 
of date and event structures the temporal order of the patient history, as is 
apparent from Ottenthal’s patient chart. The tabular order of date and patient 
history resists narrative anticipation (prolepsis) or revision (analepsis) while it 
generates repetitive narration patterns. Structuring the diegetic narrative in 
this way imposes a certain order on the history. Moreover, the arrangement of 
table elements as used by Bönninghausen for his record sheets (‘date’, ‘pre-
scription’, ‘success and new signs’) predetermines the perspective of the patient 
history and gives it, through the form, a meaningful structure by connecting 
the three elements ‘in a telling manner’. It is true that such formal restrictions 
may be broken or overridden, but the form in itself marks alternate ways of 
recording as violations (non-compliance with the form). We do not suggest 
that types 1 and 2 are not based on generic formalisation too, but this is much 
less explicit in the casebook or journal entries. The entering of information or 
‘filling in’ of forms generates a different form of narrative and should therefore 
constitute a literary form in its own right.79

The hybridisation of administrative and scientific techniques as well as the 
operationalization of record-keeping through schematization, cloze texts and 
index terms point to the origin of this third type: in typological terms it devel-
oped out of the hospital journal, a formularized note-taking technique that 

77 Unfortunately we do not know whether the lay healer Clemens von Bönninghausen was 
considering his own (non-medical) conscience or that of the competing or supervising 
medical officers.

78 Arndt Brendecke, ‘Tabellen und Formulare als Regulative der Wissenserfassung und 
Wissenspräsentation’, in Wulf Oesterreicher, Gerhard Regn and Winfried Schulze (eds), 
Autorität der Form – Autorisierung – Institutionelle Autorität (Münster 2003), 37–53: 37.  
Cf. Matias Martinez and Michael Scheffel, Einführung in die Erzähltheorie (München 82009).

79 For the example of psychiatry cf. Brigitta Bernet, ‘“Eintragen und Ausfüllenˮ. Der Fall des 
psychiatrischen Formulars’, in Sibylle Brändli, Barbara Lüthi and Gregor Spuhler (eds), 
Zum Fall machen, zum Fall werden. Wissensproduktion und Patientenerfahrung in Medizin 
und Psychiatrie des 19. und 20. Jahrhunderts (Frankfurt am Main 2009), 62–91.
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emerged in clinical training between 1780 and 1795. Physicians who had learned 
how to use forms as part of their clinical training were able to buy pre-printed 
forms from booksellers.80 Medical practitioners expected them to result in 
greater descriptive precision, a better overview and – not least – time-saving 
and efficient documentation from such charts which were advertised as a 
‘patient diary or medical pocketbook’ (Kranken-Diarium oder Medizinisches 
Taschenbuch), a ‘patient manual or medical register’ (Kranken-Manual oder 
Medicinisches Hauptbuch) or a ‘medico-practical business and address calen-
dar’ (medicinisch-praktischer Geschäfts- und Adresskalender).81

 Summary

Typologies are by necessity based on idealization, while the ‘historical reality’ 
tends to produce combinations of the ideal types described. One type we left 
out in our survey is that of retrospective journalization. We would like to use 
this term for a documentation practice that involves the preliminary noting 
down of case-oriented observations on loose sheets, followed by retrospective 
chronological assembly and binding. We find examples of this technique in the 
seventeenth as well as nineteenth century.82 Journalization combines the 
advantage of the (scholarly) case history with that of the chronological journal, 
in that it shows the comprehensive history of an illness and simultaneously 
documents the medical activities for administrative purposes (billing etc.). 
This kind of case-related documentation already employs the main features of 

80 F.R., 1844; cf. for instance the ‘Krankentabellen’ (patient tables): Anzeige, 1799; ‘Rezension: 
Medicinisch-praktisches Geschäfts- und Adress-Buch auf das Jahr 1811 für praktische 
Ärzte, Chirurgen und Apotheker. Herausgegeben von Dr. Carl Heinrich Ludwig Schulz. 
Nebst 12 Monatstafeln und einem Bildnisse des Hn. Geh. Hofr. Dr. Wendt. Erlangen, bey 
Palm’, Jenaische Allgemeine Literaturzeitung 9 vol. 2, No 69 (1812), coll. 29–31; ‘Rezension: 
Kranken-Manual oder medicinisches Hauptbuch zu angemessener Aufzeichnung der in 
der medicinischen Praxis vorkommenden bemerkungswerthen Krankheitsfälle nach 
ihrem Verlaufe, dem Heilverfahren dabey und dem besorglichen wie dem wirklichen 
Ausgange der Krankheit’, Heidelbergische Jahrbücher der Literatur 3 (1810), 223; ‘Rezension: 
Kranken-Diarium oder Medicinisches Taschenbuch zu fortgehender Einzeichnung der in 
der täglichen Praxis vorkommenden Krankheitsfälle und die diesfalls getroffenen medici-
nischen Anordnungen wie auch des besorglichen und des endlichen Ausgangs der 
Krankheit’, Heidelbergische Jahrbücher der Literatur 3 (1810), 223.

81 Küchler, 1844.
82 Surgical Casebook (1633–1663) of Joesph Binns (BL MS Sloane 153), Observations of 

Yulfranc Gerdy, (1831–1837), Bibliotheque Interuniversitaire de Médecine (MS 2185).
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modern medical recording systems: in the early nineteenth century folders 
were introduced into hospitals and, in the mid-twentieth century patient record 
cards arrived in the doctors’ offices. It is only the virtual ‘binding’ of the case-
related documentations in archives or as part of filing-systems that distin-
guishes them from retrospective journalization. Our third type also constitutes 
such a combination. Its formulaic character combines patient-related and 
chronological record-keeping: the formalized header individualizes the record 
while the listed progress report establishes a chronological order. The registra-
tion techniques, some of which are very elaborate, also soften the boundaries 
between the ideal types since they transfer, via the indexation, the journal’s 
chronological order into a case-related one, if only virtually. Our typology, if it is 
not to be an end in itself, is therefore only justified if the suggested differentia-
tion adds to the historical research or if it offers a starting point for further 
analysis.

 Attempting a Definition

The primary purpose of practice records as a genre of sources is to meet the 
need for effective access to practice-relevant information. It is the practice – 
meaning the physicians’ activities on and with the patient – that generates the 
core of the data to be administered and that all the sources presented have in 
common (recording of the patients’ history, diagnosis, choice of therapy as a 
foundation for recapitulating the treatment process). These notes are comple-
mented by entries/records that depend on how the individual doctor’s practice 
is organized (references to pharmacists, extracts of letters, draft letters, consul-
tation, accounts, post-mortem report, expertise etc.).

Practice records are therefore notes written on paper and bound into a fas-
cicle or book that document and organize the medical practice. What (con-
tent) was documented for which purpose (function) can vary considerably and 
this needs to be taken into account by historical analysis: with the typologi-
cal distinction of practice records suggested – into case histories, chronologi-
cal journals and pre-printed forms – each zooms in on different phenomena, 
‘data’, characteristics or occurrences such as the course of the illness (patient 
history), the frequency of consultations or the services delivered in the pro-
cess, prescriptions and fees, or – as with homeopathic forms – the connection 
between remedies and symptoms. This means that the outer form cannot con-
stitute a criterion since the record-taking followed the prevailing writing tradi-
tions. In defining practice records as a type of source, the crucial criterion is 
the context of their production.
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Any definition based on such a limited number of practice records has to be 
preliminary. Our suggestion needs to be corroborated by further practice 
records. Our point is that one should do without a rigid definition that rests 
primarily on formal criteria. Instead, we plead for a definition that, as discussed 
extensively, focuses on the mediality and the writing technique of the source. 
This material-based definition has the additional advantage that it does not 
prematurely categorize content and function of the practice record, but that it 
operationalizes the definition historically in that the functional character of 
the records and the contents that arise from everyday medical practice are 
included in the definition and therefore in the scientific analysis.

 The Question of the Genre

The question as to the literary genre is, however, not solved. Our investigation 
does not supply a historical genealogy. What seems important to us is rather 
that the most complex form of record-keeping – the classical commonplacing 
which documents a patient’s illness in a pre-determined space – constitutes 
the oldest form of medical record examined by our Research Group. The jour-
nal which is simpler compared to the records in commonplace-style does not 
appear as a regular means of medical record-keeping until the eighteenth 
century. We see this on the examples of Götz and Glaser where the humanist 
tradition of recording a case in its entirety – in the style of Magirus’ observatio – 
came to an end. Whether this had historical reasons or is due to the small num-
ber of sources available is a question that has to remain unanswered (for now). 
Synthesis of day-by-day records from the eighteenth and nineteenth centuries 
is, on the other hand, based on the classical observatio, even if this genre was 
more detailed and chronologically more differentiated (analepses/prolepses). 
The literary form of the observatio means that the physician has more respon-
sibility as the author of his notes than is the case with formalized tables where 
the writing is governed and regulated by outlines and cloze text.83

That we cannot derive a genealogy on this basis is apparent from the example 
of the Aarhus clinician Christopher Hahn (1744–1822) who continued to keep 
his records as individual observationes as early modern physicians used to do 
and sorted, indexed and bound them afterwards in alphabetical order accord-
ing to illness. The policlinic casebooks in our sample also arose from learned 
practice even though (or because) these sophisticated histories of individual 
diseases were based on formulaic and tabularized note-taking, because the 

83 Cf. Brendecke, 2003.
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assistant physicians were urged by the town physician, who was in charge of the 
policlinic as an institution for the poor, to ‘keep a special diary on their patients 
in the style of the Munich model’.84 They, moreover, had to submit ‘an extract 
from that diary every month’.85 The well-formulated academic observatio conse-
quently arose from formalized observation which took its cue from the obliga-
tion for documentation imposed by the Bavarian poor-relief authorities.

With regard to the journals preferred by eighteenth century physicians, the 
small number of practice records investigated so far does not show whether 
examples of this type (other than prescription diaries) also existed in earlier 
centuries. The example of an eighteenth century British country doctor, edited 
by Edmund Hobhouse, suggests that the day-by-day note-taking arose from the 
diary in which private as well as medical events were noted day after day (as we 
know from many examples).86 Instances of record-keeping in the style of hos-
pital journals can be established with greater historical precision. Due to their 
direct association with the development of the institutional recording system, 
we do not find pre-printed (or pre-drawn) forms until the late eighteenth cen-
tury. Since then they have governed medical practice documentation, either as 
card filing systems or as electronic practice programmes. We can therefore 
hypothesize that the medical documentation practice can be traced back to 
various literary genres without constituting a literary genre in its own right.

 The Significance of the Writing Context

The various types also have different addressees. They are obvious as we can 
see from the policlinic casebooks: the case histories which were neatly copied 
out from student notes constitute a selection that was considered interesting 
and exemplary enough for scientific publication or as material for medical 
textbooks.87 The change in documentation especially – from pre-fabricated 
tables to written out literary case histories – illustrates the importance of the 
envisaged audience (in this case the poor-relief authorities on the one hand 

84 Besuchs-Anstalt, 1820, 30.
85 Ibid., 30. The forms given in the appendix show the tabular structure for listing patients 

according to ‘Cullen’s nosological systems’ as well as the medicines prescribed and the 
effect observed.

86 Hobhouse, 1934. The best-known examples are the private diaries of Samuel Pepys 
(1633–1703).

87 The students in Würzburg presumably submitted – like their peers in Paris and Berlin – 
the patient histories on loose, folded folio-sheets; cf. Richter’s vivid description of the 
writing of such observationes (Richter, 1844).
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and the academic world on the other.)88 We detect a similar trend even with 
Magirus’ notes: in his first practice in Berlin he focused on the exact recording 
of prescriptions and prices; in Zerbst he noted down prescriptions only roughly 
according to their ingredients, but devoted more space to the individual phases 
of illness which he annotated with page references or technical terms from 
medical literature. This change in his note-taking practice is doubtlessly con-
nected with his position as professor at the Zerbst Gymnasium and is apparent 
also in the third-person entries which were presumably added by students or 
trainee physicians.

In the journal-type practice records we often find evidence of the – direct or 
indirect – duty of documentation towards third parties. A typical example of this is 
the ‘practice booklet’ (Praxisbüchli) of the Swiss lay healer Wachter which he used 
in order to comply with the regulations of the local medical authorities. The pre-
printed journals used by the non-licensed homeopathic practitioner Clemens von 
Bönninghausen to account for his activities are another example. Bloesch’s daily 
note-taking was associated with a joint meteorological project.89 And even though 
Götz’ bedside observations were intended for scientific use, the pharmacy names 
added by a third person in the margins suggest at least one other reader (probably 
Götz’ wife) who used the notes as proof and index of prescriptions. The same 
applies to Ottenthal. It is also noticeable in our sample that some publically 
appointed physicians – physici or town physicians – kept their practice notes in the 
form of journals. Friedrich Glaser and the Nuremberg town physician Johann 
Friedrich Götz are examples of this. But there are also cases to the contrary: there 
are indications that Magirus, who used commonplacing to record his notes, also 
served as town physician while he practised in Berlin. Especially the changes in his 
record-keeping when he relocated to Zerbst, which were associated with the use of 
these records for academic teaching, seem to indicate that the records were by no 
means merely a continuation of an academic notation practice. It was rather a case 
of the connection with the medical authorities (in the widest sense) affecting the 
format and practice of documentation. This ‘context of composition’ in the wider 
sense seems to us to be crucial for any future definition of this genre of sources.

 Historical Localization

The practice records evaluated by our research group therefore support the 
idea that even the medical records that seem very private at first glance can be 

88 Audience is by no means restricted to the historically verified readership. Mah, 2000 illus-
trates that the public imagined by the writer is as important.

89 Cf. Gafner (in this volume).
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seen as a contribution to a res publica on two accounts: firstly, as the articula-
tion of a res publica in the original sense,90 when, as part of the emerging 
reporting culture, representatives of the medical authorities of a state or city 
wrote down their observations in form of a journal. Medical practice docu-
mentation would then appear as an element of the ‘good practice’ that state-
building and administrative regulation relied on.91 Secondly, the observationes, 
when processed for further application in the academic res publica litteraria, 
were a contribution to the world of scholarship.

From this perspective the third type can also be seen in relation with the 
change in the academic world: the introduction of tabular recording tech-
niques based on prescribed or pre-printed forms is not only a reflection of the 
fact that hospitals became more important in medical training; it also reflects 
the thorough transformation process which, with the growing independence 
of the medical sciences, led to a reduction of the concept of science to institu-
tionalized disciplines and practices. While the adopting of administrative 
documentation meant that an essential element of institutional record-taking 
was taken over too, the techniques of processing, storing and archiving data on 
paper did not find their way into the general medical practice. These tech-
niques include, as well as statistics and graphic visualisation (as in patient 
charts), the diagrammatic data assessment that built on the extensive archiving 
and evaluating of patient files in hospitals. Out-patient practice did not partici-
pate in this development. It therefore needs to be considered in what way the 
merely partial adoption of institutional documentation practices contributed 
to the scientific depreciation of general medical practice which, starting from 
the early nineteenth century, has been regarded an extension of the hospital 
(and therefore, in a sense, as a minor antechamber to the temple of medical 
science).

 Conclusion

We propose that the essential criteria for the categorization of practice records 
can be grounded in the circumstances of their use, their purpose as well as the 
observation tradition.92 Including this material composition context adds ana-
lytical depth and precision to the historiography. Because the inconsistencies 

90 The notion of the state as public is very modern. For Immanuel Kant the actions of civil 
servants were still private, while those of scholars were public.

91 Cf. André Holenstein, “Gute Policeyˮ und lokale Gesellschaft im Staat des Ancien Régime. 
Das Fallbeispiel der Markgrafschaft Baden(-Durlach) (Epfendorf 2003).

92 Daston et al., 2011.
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of medium and material of each source of this genre are not as much deter-
mined by individuality of the recording physician as by the freedom granted 
him by the prevailing writing tradition (and the underlying record-taking sys-
tem), as is apparent from the formalisation (and formularisation) of records 
discussed earlier.93 While practice records are documents of practical activity, 
they are not ‘minuted records’. They, in fact, fix the ‘processing of information’.94 
This conclusion may seem trivial, but practice records are no authentic testi-
mony of practical activity (or of the physician-patient interaction). They pro-
vide information that has been filtered in multiple ways and broken up in the 
process. This fracturing depends on the one hand on the individual physician’s 
perception and interpretation which, in turn, is based on his state of knowledge. 
On the other hand it is caused by the articulation and fixation of the inter-
preted observation (material dependence). It manifests in the record-keeping 
system that underlies our practice records. It is precisely this materially  
palpable mediality that makes these types of sources so interesting and histori-
cally challenging.

93 Siegfried Mattl, ‘Formalisierung der Weltʼ, Österreichische Zeitschrift für Sozialwissenschaften 
7 (1996), 173–76; Hess, ‘Beobachtung’, 2010.

94 Cf. Peter Burke, A Social History of Knowledge. From Gutenberg to Diderot (Cambridge 
2000), who described this process, in keeping with the concepts of humorism, as a transi-
tion from ‘raw’ to ‘concocted’ and processed information.
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