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Abstract: The Health Information Management Systems Society’s
(HIMSS) definition of EHRs is: “a longitudinal electronic record of
patient health information generated by one or moreencounters in any
care delivery setting. Included in this information are patient
demographics, progress notes, problems, medicatigngital signs, past
medical history, immunizations, laboratory data, aml radiology
reports. The EHR automates and streamlines the clinian's workflow.
The EHR has the ability to generate a complete recd of a clinical
patient encounter, as well as supporting other careclated activities
directly or indirectly via interface—including evid ence-based decision
support, quality management, and outcomes reporting

It is important to note that an EHR is generated ad maintained
within an institution, such as a hospital, integraéd delivery network,
clinic, or physician office. An EHR is not a longitdinal record of all
care provided to the patient in all venues over tira.

This paper presents a functional software developnm, specialized
for obstetrics and gynecology practice in Bulgarian medical
environment. The record design is subordinated tohie Bulgarian and
international medical laws for tracing the pregnang period. It consists
of three separated modules — medical history of thepatient,
administrative data, tracing the pregnancy in 3 trmesters with various
tests and medical analyzes, different for each triester. It allows
multimedia history archive, heart rate records, 3DAD video records,
fetal morphology history, biochemical screening remrd, weekly
echograph records and full laboratory history at smple screen.

It performs telemedical functions through the posdiility to connect
from every point with Internet and to be accessibleboth — for patient
and doctor.

The EHR is unique for Bulgarian gynecology medicapractice. It
combines the validate paper version of pregnant pa&nt record with
separate medical exams that are performed from diffrent specialists
and genetic laboratories.



Introduction

The definition of medical information is a set oftd, facts and
information (rettrospective and prospective) forrgeéved phenomena,
processes, objects, ideas and theories relatedetticime — as practice,
specilized work and science.

It should be presented in a form suitable for ugeldictor or PC. Health
information is presented orally or recorded in fuen, in various medium
and it is related to past, present or future playsar mental health or
condition of the individual. It is created or rea by a health officer,
public health authorities, health insurers and sgkcialized healthcare
organizations to collect, classify and use sucbrmftion.

Medical (health) record is a standardized presemtatf specialized
medical and health information and the physicaifaf this information.
It includes all historical and modern technologif@ims of presentation of
information: correspondence, memoranda, books, splamaps, images,
charts, graphs, photographs, films, microforms, nslourecordings,
videotapes, machine records and all documentedriadateregardless the
physical media and performance.

Methods

In the practice of providing health care to womdrexceptional degree
of importance is to have accurate and timely infmtion for managing the
dynamic and complex health needs of their patientereasingly,
developers of software solutions aim to createrteldyy that can help and
meet the challenge of caring for women, based alyais of complex
issues, follow-up preventive measures and prenataimanagement.

In the field of gynecology practice there are numlmé software
solutions, specialized and only for specific neeusas a part of a common
electronic file of patient, respectively of the rmwn. Obsteric practice is
definitely unique. Patients are monitored for vasiaeasons and often for
several reasons at once.

The EHR, presented here, is a set of consideratiegaired by BG
regulation studies, which are: adapted from theepaguivalent, required
data and additional performance information, geteerdy long experience
and practice in the monitoring of the pregnancy.

The record consists of 5 main screens, namely - iAdtrative and
passport data of patients, Medical history, FBstgond and Third trimester.

Administrative data are presented with standarcampaters for patient
information - name, ID number, phone, age, addrdsstor and facility,



and specialized information - previous births, tadristatus, insurance
status and employer.

After introducing
administrative and passport dat{ w" R —
the doctor continues to the rmew s

medical history screen, where al ...
entered: first day of last menstrug
period, and based on the da
which is generated automatically P
the system calculates the term
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is also specific information,
consisting of menstrual history
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illness, intake of medications
allergies and harmful habits
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Fig.1. Third trimester

Once stored, this information is available at ametto track a patient's
pregnancy. After finishing the basic documentatitme doctor starts to
enter information for the first trimester, wherergmnal data patient and
hospital, are generated automatically.

The medical record includes all required data ssctsexual life, whether
the patient is traveling and using a belt, ultrambumages of the
examinations and the possible presence of the rgtisurvey data
"biochemical screening."

The entrance to the menu software can make refeseaod various
reports on specific parameters preset and reqbiy¢bde authors team.

Demand is realized through choice of a functiomfithe following drop-
down menus - "Personal data", "Visits" and "Refee=fi, where each of
them offers the possibility to search with the gatilD number.

During the first visit of the first trimester it isbligate to make any
regulations and necessary laboratory tests, andewdiaexam the doctor
finds as an appropriate. A full gynecologycal statnd review can be
described in a free text entry field - a gynecatagstatus.

In each trimester (Fig.1.), there can be enteretbws number of visits,
each with its own unique ID, generated automatichjl the system when
staritng "New visit" from the menu Visits. Here aadded urine tests, and




urine ketones, urobilinogen, a recording of fetsht tone data and images
from fetal morphology.

The software is compared to 5 international sohgiand 1 paper version
of the EHRs for OG practice. The comparison is tgped on the base of
35 parameters, in 4 points scale. The total maxinpoimts from the
parameters is 4 x 35 = 140, where with the largast is Acrendo's OB /
GYN EMR file with 112 points, with minimum, no doubPaper Bulgarian
file with total of 60 points, followed by Basic Bplolution - 65 points.

All solutions offer a well-organized introductionné storage of
administrative-passport data and print mode fopldigng paper equivalent
of the file. All records, except paper, offer autded removal of data from
the system. Laboratory results are well organizedept the Bulgarian
version of EHR with 1 point less, because the astlhelieve that foreign
records offer more opportunities. Only in BulgariBhR is offered the
opportunity to transfer to Excel and Word, and @xéremely important
parameter - archiving and storage of information.

It is necessary to mention, that the presentedisaluvas introduced in
Governement university hospital “Lozenec”, used thyee different
specialists and evaluated as an excellent modelirfoovative work,
according to the world tendencies — electronictheate and services.

Conclusion

The software solution is composed and approbated nimdical
practioners in Bulgarian healthcare system moddiichv provides better
informed treatment methods, where the patient’stofyis plays a
fundamental an central role in monitoring fetal ldpment and last but not
least — the patients health.

Medical and health informatization is an evolvirggess and prosperous
health service - an important characteristic feafar the provision of good
healthcare. Received and stored in electronic farfarmation ensures
patient with greater degree of security and awagnenstant access to the
actual information at antyme.
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