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The Paper-Based Medical Record Compared to the Electronic Medical
Record: Documentation and Agreement of Information

A Mi Shin', Hee Joon Park’, Sun Ju Jung', Mi Jin Noh®, Yoon Nyun Kim’
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Dept. of Medical Informatics, School of Medicine, Keimyung Univ.z,
School of Business Administration, Kyungpook National Univ.’

Abstract

Objective: This aim of this study was to evaluate the quality and agreement of electronic medical records with paper-based
medical records. Methods: Data was collected from the paper-based medical records generated during 2004 and electronic
medical records during 2007, in patients hospitalized for arterial fibrillation. The categories evaluated included the chief
complaint, history of present illness, past illness, medication history, admission history, family history, allergies, smoking
history, and drinking history in admission record. Results: The electronic medical records scored higher for: the existence of
a medical record, level of information in the medical record and agreement of information. However, there were some
categories of disagreement between the information from doctors and nurses, and there were several categories with no record
by doctors or nurses. Conclusion: The results of this study confirmed that the quality of the electronic medical record is
better than that of paper-based medical with regard to: the existence of the record, level and agreement of information.
However, there are discrepancies in the information contained within both types of records. {Journal of Korean Sociefy
of Medical Informatics 15—-2, 201—-208, 2009)
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Table 1. Existence of record according to categories on PMR* and EMR " in admission record

PMR (N=100) EMR (N=100)
Categories Description
Doctor Nurse Total (%) Doctor Nurse Total (%)
Chief complaint & present illness Yes 100 % 196 (98.0) 100 100 200 (100.0)
No 0 4 4 (20) 0 0 0( 00
Past ilness Yes 99 93 192 (96.0) 100 95 195 ( 97.5)
No 1 7 8 ( 4.0) 0 5 5( 25
o Yes 60 23 3 (41.5) 80 92 172 ( 86.0)
Medication history No 40 7 117 (58.5) 20 8 28 ( 14.0)
— Yes 68 97 165 (82.5) 72 98 170 ( 85.0)
A h
dmission history No 32 3 5 (17.5) 28 2 30 ( 15.0)
Familv histor Yes 82 97 179 (89.5) 88 99 187 ( 93.5)
y history No 18 3 1 (10.5) 12 1 13 ( 65)
Aler Yes 55 89 144 (72.0) 61 9 157 ( 78.5)
oy No 45 11 6 (28.0) 39 4 43 ( 215)
. Yes 90 9% 184 (92.0) 89 100 189 ( 94.5)
Smoking history No 10 6 6 ( 8.0) 11 0 11 ( 55)
o Yes 90 95 185 (92.5) 89 99 188 ( 94.0)
Drinking- history No 10 5 5 (7.5) 11 1 12 ( 60)
* Paper-based medical record
T Electronic medical record
Table 2. Level of record on PMR* and EMR T in admission record
PMR EMR
Categories t p
Mean+SD Mean+SD
Chief complaint & present illness 2.51+0.55 2.98+0.55 5.990 0.000
Past illness 2.62+0.70 2.73+0.55 1.285 0.200
Medication history 1.00£0.97 1.92+0.66 7.808 0.000
Admission history 217091 2.25+0.93 0.572 0.568
Family history 2.78+0.62 2.79+0.48 0.127 0.899
Allergy 2.71£1.18 3.06+1.04 2.246 0.026
Smoking history 3.00+1.15 3.06+1.13 0.403 0.688
Drinking history 2.97+1.28 347117 1.153 0.250
* Paper-based medical record
T Electronic medical record
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&7t 718 Sk TH(Table 4).
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Table 3. Level of record on PMR* and EMR T in doctor's admission note

PMR EMR
Categories t p
Mean+SD Mean+SD
Chief complaint & present illness 3.2340.60 3.4840.52 3.142 0.002
Past illness 3.29+0.99 3.48+0.84 1.452 0.148
Medication history 1.52+1.41 1.92+1.15 2.196 0.029
Admission history 1.84+1.48 1.97+1.52 0.611 0.542
Family history 1.76+1.02 1.78+0.76 0.157 0.876
Allergy 2.06+1.95 241+1.96 1.263 0.208
Smoking history 3.03+1.38 2.95+1.42 —0.403 0.687
Drinking history 2.91+1.58 2.98+1.56 0.315 0.753
* Paper-based medical record
T Electronic medical record
Table 4. Level of record on PMR* and EMR " in admission nursing record
PMR EMR
Categories t p
Mean+SD Mean+SD
Chief complaint & present illness 1.80+1.02 2.49+0.85 5.161 0.000
Past illness 1.95+0.89 1.99+0.70 0.352 0.725
Medication history 0.49+0.94 1.93+0.83 11.417 0.000
Admission history 2.51+1.04 2.53+0.98 0.139 0.889
Family history 3.8110.77 3.81+0.67 0.000 1.000
Allergy 3.36+1.37 3.72+0.93 2.167 0.032
Smoking history 2.97+1.46 3.18+1.24 1.096 0.275
Drinking history 3.03+1.43 3.36+1.20 1.760 0.080

* Paper-based medical record
T Electronic medical record
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Table 5. Agreement doctor's record and nurse's record on PMR* and EMR T in admission record

EMR M¥ 2ITJ|§ JIMPE X XX Hlu

Chief complaint & present illness

Past illness
* Paper-based medical record

T Electronic medical record

Medication history
Admission history
Family history
Allergy

* No record

Smoking history
Drinking history
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