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Abstract

Integrated health documentation captures, impowsexports relevant extract of patient’s
longitudinal health informatiorecord Especially documenting patients’ chronic diseaga da
in dental documentation system is cruckim: Analyze chronic patients’ health information
integrity in dental documentation during orodomtedcedures and correlates affecting this



relationshipMethods: Dental records of chronic disease patients in Qémgersity Hospital
(QUH) between 2012 and 2015 were compared witlegairedical records to achieve study
aim. Medical information studied included an aradyealth condition inquiriesResults:

The patients’ age averaged 55+15y, (range 21-845-68y2% (n=189) were male. Most
dental examinations were attended by residenttragidentists (72.1%). A total of 1644
discordant data representation between dental @&alicai pair of records has been identified.
More than half (53.7%; n=995) of disease itemsasedical records were missing, and 0.8%
(n=35) of disease items not among the patientsotyisvere “falsely” endorsed in dental
recordq x*(df=1)= 2385.5 p<0.0001]Patients’ age was associated with proneness to
neglecting health data while submitting to orodbotae[Fisher’s exact = 15.2, p<0.0001].
Male dentists tended to report more discordant idaidents (97% vs. 90%){2(1): 7.3,
p=0.007]. Less professional staff, and less experienced, ttereport discordantly more
frequently than senior peers (96.6% vs. 84.2% eaesgely)[Fisher’'s exact 8.3, p=0.028].
Conclusions:This study reveals the presence of miscommunicatidealth information of
chronic disease patients between dental and medicalds. Both patients’ criteria and the
practitioners’ data management attitude may benmoated. A standardized documentation
system saves chronic disease patients the healtba@momic consequences of discordant
data representation in records.
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Introduction

Health information should be recorded and tranggowith each care procedure as a
continuum of data, flowing through all healthcae#tisgs. Endorsing patient’s data
respective to health status, current and pastsbseiatory, and results of clinical and
laboratory work are principal component of a boflgata shared by each health
organization’s management information system. ilthie clinical care arena, documenting
patients’ data both in medical record and dentaldtentation has traditionally been going
as a separate process. In dentistry, absolute kdgelof a patient’s health information is
an essential aspect of the dentist’s responsikiligny common dental-medical care event.
[2] When a patient presents with an acute dentddlpm, a basic assessment for managing
the patient’s immediate needs should always inctegiwing and updating of the
patient’s medical history. [3] With this respedtete is a body of evidence emphasizing the
association between orodontal disease and gerisealsg conditions, such as
cardiovascular disease (CVD), diabetes, chronialrdisease, and patients with history of
stroke. [4][5] Further, medication history need®é&ofully addressed in order to avoid
interference with ongoing dental procedures. Faitarbalance the probable interaction
between these medications and dental procedures eftds catastrophic or fatal
complications. [6] In the context of proficient dantal dental care performance and
patient safety, good record keeping underpins theigion of quality patient care [7][8].
The overall patient care is shared among dental teembers and between other
professionals, therefore, it is important to engbe all relevant information is available

to facilitate the provision of safe, shared carpatients. This might also prove useful in
the event of complaints or for medico-legal reas{Bi§/]

That communication is the backbone on which su¢ekessedical information and patient
data can be safely transported, channels for gh#ria information among health
practitioners on an ongoing basis should be estaddli and evaluated, diligently.
Nevertheless, concerns have arisen about informadtaiscrepancy regarding the handling



of this information, as well as other technicabagements. According to the American
Dental Association (ADA), dental records (also redd to as patient’s chart), involve the
official office document which reports all of theatment done and all patient-related
communications that occur in dental office. [9] Tdesign and validity of the forms used
to document patient information in dental documentehave been a research focus. A
number of techniques have been used to gatheargl@formation that constitutes the
medical history including, self-administered préaped forms filled out by the patient,
direct interview of the patient by the clinicianacombination of both. Despite the
commonality of this understanding within the metlavad dental care professions
community, up to one-tenth of dental records stlild have disagreement with the
corresponding medical record of the same patieatsignificant number of medical data
fields. [10][11] To assure timely availability o&pents’ health data in a climate of
continuum of patient care, efficient and secureagghes, such as electronic medical
record (EMR), and often referred to as electrowialth record (EHR) and digital
communication technology represent a superb salufig On the other hand, patient-
administered health questionnaires of variablegihssand complexities are still in
common use in many dental care facilities. Althosghme studied provide positive results
regarding the validity of self-reported questiomeaia medical history taken by a
physician, such as the “European Medical Risk Rél&tistory” questionnaire (EMRRH),
[12] there still is a concern about depending aiiepausing their own memory and
understanding responding to questionnaire itengpitlesome guidance or assistance from
attending dental staff. [13] Some patients do apbrt their medical history because they
believe it is not important for dental procedureshey are not even aware of their
systemic conditions. [14] In fact, direct questianand reviewing about the patient’s
medical history is essential to gather up-to-daitta,despecially that there is always room
for a change in the health condition of chroniaguas in between dental visits.

In the Middle East and North Africa (MENA) regiachronic diseases such as coronary
heart disease (CHD) (up by 44%), HTH (up 59%), eliab (up by 87%), stroke (up by
35%), dylipidemias (up 51- 66%), musculoskletakdise (MSKL) and low back pain
(LBP) (up 77%), neurological and bipolar disordgp 68%), Iron deficiency (up 7%), all
have been growing to alarming figures between ¥802010. [15] In Egypt, too,
ischemic heart disease (IHD) and stroke were tberskand fourth common causes of
death during the same time period after which tieye shifted to be the first and second
cause respectively. [16][17] Many of these ailmamsstitute risk upon the health patients
subject to dental care intervention, particulanytie absence of adequate medical control.
[18] Thereby, dental care providers frequently hevenodify treatment or procedures for
these patients to be consistent with the mediaadtcaints of the patient, such as using
premeditations, modification of anticoagulant tipgtestress reduction and pain control. In
fact, dental care providers must have enough kridy@end training to be able to identify
medical emergencies and adopt the opportune mesatsuaoid or manage critical events.
Importantly, dentists need to consult the patieméating physician prior to treatment
planning and treatment initiation. Although it seeto receive a disproportionate amount
of emphasis, research continues to show that pmonmnication between physicians and
dentists contributes to many medical errors amdason for team mishaps and subsequent
lawsuits. [3][19][20] With the increasing focus oallaborative care, communicating
effectively becomes an even higher priority. Th&titnte of Medicine’s 2012 Core
Principles & Values of Effective Team-Based He&tire discussion paper lists
communication as one of five major principles gngdhew models of care delivery during



all steps and settings of the health service pmgigrocess. [21][22] The current research
was based on the hypothesis that the medical resystdm pursuant to chronic disease
patients at QUH may show disagreement and disiatiegrin medical information
transported in dental record and corresponding caédecord. We may also hypothesize
that some correlates, e.g., dentists’ demograplecientials, and experience could impact
dental patient information completion and integratiThereby, in this work, we aimed to
identify and measure the prevalence incompatibaitg incompleteness of reporting
medical information of chronic disease patientsd@mtal record upon submitting to
orodontal procedure.

Methods

The study was conducted at a joint setting of desgevice and the medical records system
(MRS) in QUH. A retrospective design was selecteddhieve study aim. The study was
conducted in collaboration with medical informatidepartment and dental records
division. Patients who have visited QUH dentalickrbetween 2012 and 2015 and those
diagnosed with chronic health conditions of intexesre retrieved. QUH is a 400 -bed
secondary healthcare institution receiving referfadm other institutions in Qena, Red
Sea, and South Valley governorates in Upper Egy. hospital offers a variety of
secondary and some tertiary health services, imgdudpatient, outpatient, intensive care,
operative, and emergency services.

Sampling technique and sample size: The study sample size was determined using sasigae
proportion calculation based on the following asgtioms: a) a source population size of 30,000
(above least number a reasonably large samplecsaéows generalizability of results, b)
tolerable error 5%, d) confidence level 95%, anBE}F (design effect for complex sample
surveys) =1[n = DEFF*Np(1-p)/ (d/Z%.2*(N-1)+p*(1-p)] [23]. A sample sizen] of 322
records was calculated, which was increased ta@5&@ake up for the probability of missing
data or entry errors. Admittance into the analystgired completing80% of screened fields of
the medical records, ending up with 323 records3@2nclusion rate). Now we have 323 pairs
of documents, each consists of one dental recoot®@fpatient and one medical record belongs
to the same patient, alongside with dental stééirmation who had attended the patient the day
of the visit. Thereby it is quite possible that asatist had seen a number of patients during 4
years of study period, depending on dental clioleslule at the time. Inclusion criteria
encompassed records of patient falling under artiefollowing underlying chronic disease
groups:a) cardiovascular and circulatory diseases, [inclgaioronary heart disease (CHD),
angiopathy, hypertension (HTN), othe);respiratory diseases, (e.g., chronic bronchitispimic
obstructive pulmonary disease, bronchial asthnegi@tother)c) blood diseases, (e.g., anemia,
bleeding disorders, othed) dyslipidemiasg) kidney and urological disorders, [e.g.,
nephropathies, renal failure, stones, other); emaaicand metabolic disorders, (e.g., diabetes,
thyroid disease, infertility, pregnancy, othef);Autoimmune, allergic, infectious diseases (Al),
and malignancy, (e.g., rheumatoid arthritis, ulteeacolitis, all malignancies, otheg)
gastrointestinal and liver diseases (peptic ulvepatitis B, C, liver cell failure, irritable bowel
disease, other)y) neurological and mental disorders, (e.g., strekgures, multiple sclerosis,
bipolar disease, other). Additionally, treatmergrtg’ history, procedures, (e.g., drugs,
antiplatelets, chemotherapy, protocols) were aistuded with disease condition. Also to be
included in the study, participants must be 21 yedd or above, have both a medical and dental
record with QUH; and was seen at least once imémtal clinics of QUH or affiliated dental

care facilities during the study duration. Exclusaiteria include patients who do not have



either dental record or medical record (or botithvpUH, and also records outside the study
duration years. Otherwise, no patient record wel@xcluded because of demographic,
professional, not having a specific chronic disedbe study sample frame included chronic
disease patients who had at least one dentakwiQUH during the study duration, from which
study sample could be selected. The number of safrgghe found in each year out of 2396
chronic patient records was: 2012: 575 (24.0%) 32627 (22.0%); 2014: 541 (26.3%); 2015:
571 (27.7%). In order to reflect the proportionabetween the number of selected records per
year ) and the number of records in each of the studysyestratification was done by
multiplying 323 (sample size) times the proportadrsample frame respective to each year.
Medical records in each year were given serial rensiand a proportionate number of records
for that year is) were collected. Randomization of the study sarspkgta was done using online
free random number generators. Out of total 3238anecords, the following sample strata
were collected: a)#:2 78 (24.0%), b) sp13 71 (22.0%), C) sb14 85 (26.3%), d) sv15 89
(27.7%). In parallel, the dental records belongmgach patient whose medical record has been
selected were retrieved. Reviewed medical inforomeéind co-morbidity items under
investigation include detailed diagnoses and symptpursuant to each disease condition as
above. [“International Classification of Diseasesrsion IV (ICD-IV) (WHO, 1992) [23] was
used to specify diagnosis conditions in the cafldatataset for this research purpose only].

Data collection tool and study variables: The basic form used for proving patient information
in dental record was a form of health history qestaire form adapted from a verity of
available models, and mostly best practice consdlar QUH data documentation system.
The form contains lists of medical and surgicabdatfill up by the patients in their first visit.
The form may be reviewed by charge nurse for appatgpcompletion of required fields, and
to be finally overseen by the attending dentisaddition, progress notes form is regularly
attached to the patient’s file with every visitdamhich contains a field about medical
information in which the dentist may endorse hehisrclient's medical history. On our part,
each pair of patient records (medical record amdadeecord) was compared for
disagreement/agreement, item by item over the wiealerd fields. (In this work, the terms
discordance, unmatched, and discrepancy may beinisechangeably to describe data
disagreement; likewise, the antonyms, i.e., cormacd, matched may also be used to
describe data agreement). Data for the analysis e@fated on a proforma adapted from
“health history form.”[9] (Included fields consist of both dentist aratipnt demographics,
source of patient; medical information). Indeperidemiables include demographic and
professional criteria of dentists, e.g., job t{tensultant/professor, senior registrar-
SR/specialist, registrar/resident), and experieheation (y). The study outcome variable was
to decide whether or not there was any disagreeeith@r in quantity, quality, or both of
patient medical information in dental record agioally reported in corresponding medical
record. That said; we then had 323 patient recortiee form of 323 pairs of dental and
medical records, 323 attending dentists, 323 aittgnlinicians, and 323 lists of chronic
disease itms. Collected data were entered to aostér program with adequate backup lines.
Data were analyzed using statistical package ®sttial sciences (SPSS) software version
18 (SPSS, Inc., Chicago, IL, USA).

Statistical analyses: Nomino-ordinal data, e.g., sex, and educationadljevould be
summarized in Tables as counts and proportitiB. Because more than one patient- often
many patients, could be attended by the same tightstotal number of dentists across the
study does not equal the total number of recotdrval ratio scale data, as age and
dentist’s experience years, would be summarizedess + standard deviation (SD) or the
median and interquartile range (IQR), where appat@ibased on normality distribution,



which in turn could be assessed, e.g., by one-saKgimogorov-Smirnov test). (Age also
could be categorized and stratified as 21-40y, @i,-660y, and dentist’'s experience as <3y,
3-5y, 6-9y, an&10y). Inferential statistics would be tackled mginking non-parametric
techniques, since the outcome variable is categiosad for the most research, the strength
of association between the study correlates catsga.g., gender or work experience
category and the outcome variable could be assesiegl chi-square testy calculation

(or Fisher’s exact alternative, where approprigden, such association may be assessed in
terms of odds ratio (OR) (and the 95% confidenterual) (CI). Our tolerable level for

alpha error ) is 0.05; results witlp-values <0.05 are deemed statistically significant.
(Likewise, significance is also assured if a 95%wiere appropriate, not containing one).

Ethical consideration: The research project and methodology were apprbyed
institutional review board (IRB) in QUH. Approval tookup un-identified data in dental
and medical records from medical information andtalerecords divisions was granted.
All data related to patients, dentists, and ottza denerated by the research, including
data analysis and retention were kept confiderdialy grouped data would be displayed.

Results

Table 1: Patients’ demographic criteria of patientsand dentists(n=323 records)

Characteristic Category n %
21-40 61 18.8
41-60 120 37.1
Age (years) >60 142 440
Patient Range: 21-t0 -84 =63 ---—-- -
Mean £ SD: 5515 - -
Median:50  —e—-m o
Gender Male 189 58.5
Female 134 41.5
Prof/consultant 19 59
job title Senior registrar/specialist 71 22.0
Registrar/ resident 233 72.1
Gender Male 204 63.1
Dentist Female 119 36.9
<3 150 46.4
Experience (y) 3-5 85 26.3
6-9 63 19.5
>10 25 7.7

As in Table 1, the patients’ age average 55+15sydeange 21 to 84y =63). More than
half of the patients (58.5%, n=189) were malesoAlee majority of patients are above 60
(44%). Most dentists (72.1%, n= 233) were residesgsstrars, while 19 (5.9%) were
consultants/professors. Most were males (63.1%204}. Less experienced dentist
predominated (46.4% had <3y, 7.7% kddy experience). Further, dental records of all
patients disagreed with corresponding medical descor the medical history information.

Table 2: Transportability of patients’ information by disease group
Discordace® Concordanc’
Disease grot n % (raw) % (column n % raw, Total reportet




Cardiovascular&

circulatory, dyslipidemia, 40.0

hematological disorders* 657 62.0 403 38.0 1060

Respiratory, Al , allergic, 5.0

ID, diseases 81 77.1 24 32.9 105

Gastrointestinal and liver 4.2

disorders 69 85.2 12 14.8 81

Hormonal, metabolic 10.3

disorders 170 62.5 102 37.5 272

Renal & urological diseases 55 78.5 3.3 15 21.4 70

Neurological, mental, 2.5

psychological disorders 42 70 18 30 60

Treatment, medical 34.7

procedures, protocols 570 67.5 274 32.5 844
Total reported 1644 66.0 100 848 34.0 2492

fean discordance: 1644/323:5.1/patieHMean concordance: 848/323= 2.6/patient)
* Cumulative effect of discordatata reporting adds up to 79%

In Table 2, total 1644 (66%) discordant reportingidents out of 2492 health-related
conditions counted over the reviewed records daffgctudy subjects were reported
(average= 5.1/record), while matched reportingdents accounted 776 (46.7), (average 2.6/
record). Disease items reviewed in the CVD, dydépiia, blood disease group had the
majority of unmatched reporting (40%, n=657), foléd by treatment and medical
procedures group items (34.7%, n=570), followe@bgocrinal and metabolic disease item
group (10.3%, n=170); (these groups together adc@miBf% of discordant reporting load.

Table 3: Medical data matching of dental and medidarecords
Concordance Discordance Total row (n,
(n, % inrow) (n, % in row) % in row)
Data present 855 (46.2)* 995 (53.7)** 1850 (100)

Medical (n, % in row) (Accurately (Falsely
record documented) omitted)

Data absent 35 (0.8) 4288 (99.1" 4323 (100)

(n, % in row) (Falsely (Accurately

reported) not reported)
Total 890 (14.4) 5283 (85.6) 6173 (100)

Test statistic x°(df=1) = 2385.5, p<0.0001 (OR=105.3, 95% CI 75-
p-value 148)

Present in medical &dental records (true +v&).In medical but not dental record (false -ve).
Not in medical but in dental record (false +v§Not in both records (true -ve).

Table 3 shows that 995 (53.7%) medical items regtbwere missing in dental records. Less
(855 = 46.2%) items were matched in records. Fur8t(0.8%) items not in medical
records were “falsely” reported in dental reco@therwise, most disease items not truly
diagnosed in examined patients were not misrepanteddntal records (accurately not
reported) (4288/4323 = 99.1%). This relationships wtatistically significant
["(df=1)=2385.5, p<0.0001].

Table 4: Transportability of data by patient’s criteria (n = 323 record pairs)



Discordance Concordance Total Test statistic,

Characteristic* (n, % inrow) (n, % inrow) row p-value
Male 178 (94.1) 11 (5.9) 2°(df 1)=0.419
Gender Female 127 (94.8) 7 (5.2) p=0.78
Total 305 (94.4) 18 (5.6) 323 Fisher's
21- 40 51 (83.6%) 10 (16.4) 61 exact=15.2
Age 41- 60 112 (93.3) 8 (6.7) 120 p<0.0001
> 60 140 (98.6) 2(1.4) 142
Total 303 (93.8) 20 (6.2) 328

*Source of referral?(df 4) = 1.989, p = 0.738Study durationFisher's exact = 7.9, p=0.38.

As in Table 4, only age significantly impacted #ssociation in disagreement in the
examined pairs of records; gender did not. The wagbrity of records (98.6%, n = 140)
belonging to patients >60y reported discordanaewiewed items; least was for patients
21- 4 Oy old (83.6, ¥51) [Fisher’s exact=15.2, p<0.0001]The source of patient referral
to dental examination whether from different inpatj outpatient departments or directly
presenting to dental clinics did not have a sigatiit effect on disagreement of data in
examined recordg*(df 4)=1.989, p=0.738](Table 4 footnote) Also, another chi-square
analysis showed no significant difference in disagnent rate throughout the study years
[Fisher's exact = 7.9, p=0.38].

Table 5: Transportability medical data by dentists’ criteria (n = 323 record pair3)

Categor Discordanc Concordanct Total Test statistic
Criterion (n, % inraw) (n, % inraw) raw p -value
Male 198 (97.0 6 (3.0 204  ,(1)=7.2
Gender Female 107 (90.0) 12 (10.0) 119 p=0.007
Total 305 (96.5) 18 (3.5) 323°
Prof/consultant 16 (84.2) 3 (15.8) 19 Fisher's exact =
Professional SR/ specialist 64 (90.2) 7 (9.8) 71 8.3
title* Registrar/ resident 225 (96.6) 8 (3.4) 233 p=0.028
Total 305 (96.5) 18 (3.5) 323°
<3 146 (93.3) 10 (6.7) 150 Fisher's exact
Experience** 3-5 84 (95.5) 4 (4.5) 88 =9.6
6-9 60 (98.4) 1(1.6) 61 p=0.025
>10 15 (83.3) 3 (16.7) 18
Total 305 (96.5) 18 (3.5) 323°

Total = overall record number ndentist number. One dentist usually attended nif@e bne patient.
* 0% in column: Professor/consultant 16.7%, SR/spistiaB.9, registrar/resident 44.4
** 0 in column: <3y 55.6%, 3-5y 22.2%, 6-9y 5.5%, >16y7%

Table 5 shows that gender influenced dental careigers’ data transportability behavior,
where male dentists tended to report more disctigddran female peers (97% vs. 90%,
respectively]x*(1)= 7.3, p=0.007].0n the other hand, both professional seniority and
experience duration were associated with less diatd patient data reporting in records,
e.g., 96.6% registrar vs. 84.2% consultant [Fishexact 8.3, p=0.028]; and 83.3% in case
<3y experience vs. 96.3%10y experience, [Fisher’s exact 9.6, p=0.025].

Discussion



In the health care arena, there are two strearoarefoften working independently, dental
care and medical or general health care; the fooaers for orodontal health and the latter
caters for the rest of the body’s health. Solo fica®f these two health professions has
been traditionally going, probably ignoring thetfti@at the mouth is part of the body. [24]
This “siloization” persists despite internationetognition of the need for integration of
the disciplines. For instance, the World Healthaigation (WHO) recommends tHat.
oral disease prevention and the promotion of oedlth needs to be integrated with
chronic disease prevention and general health ptaonaas the risks to health are linked.”
[25] In this work, dental records were overly subj@ deficient reporting of a plenty of
patient information aspects; 5.1 items were misse@.6 retained on average for each
record reviewed. Although it is not the goal osthesearch to present a comprehensive
account on systemic diseases affecting dentalthdadtvever identifying the health status
of study population helps predict how far an im@nogata dental documentation can affect
the safety and efficacy of the provided servicere@ithe intimate relationship between
oral and systemic health, and the deficient subjeetre rather high risk patients, this risk
inflates the burden of improper patient health ¢owl reporting in dental documentation
at QUH. Whether any malpractice issue reflectethis/study could be sign for a larger
documentation management problem is a concern.olefthat 66.0% medical items
were missing in dental records. Similar discrepaneyd between dental and medical
records have been documented with variable raigs,1€% [10] up to 86. [26] The
unmatched reporting tendency in our studied receas not consistent over reviewed
diseases lists. For instance, five out of more thdisease groups, (CVD, dyslipidimias,
endocrinal and metabolic, and treatment) (vital)feaused over 80% of discordant
reporting in QUH dental/medical information systedther studies on the integration of
health data of chronic disease patients, as n trarsported between dental and medical
records [27] found low concordance rate, too, paldrly in conditions HTN, blood
disorders and procedures, diabetes, and renalsdiskedication data transportability was
also deficient, as in our study, and some dentalrds included only medication class,
such as cardiac medications or antihypertensiviadty medication reporting malpractice
is not only a major data management malpractickeatal care but many other healthcare
fields, globally. The discrepancy between repodath and actual patients’ medical
history in some primary and emergency medicinemggttreached up to 70.4% [28] and
97%. [29]

Both varieties of hypothesis testing outcomes atittevel of error in this research have been
obtained. The “no difference” finding of data intatjon between dental and medical records
was often met with, e.g., patient referral soumalyses. Time also could not improve data
reporting in QUH dentistry service. In either caggection of the null and tendency toward
the alternative hypothesis would have been mosegiele to us. On the other hand,
significantly omitting medical data for patientsoab 60 attending dental care would also not
be in our interest, i.e., unfavorable alternatiypdthesis scenario. Our practitioners should
realize that most chronic patients tend to haveraddde profile (55£15y) than the general
population. [30] In health care, advanced agenytlaing, should be motive for more curiosity
to do extra work to improve client’s health-relatpdhlity of life (HRQOL). So, when we first
hypothesized for this research, our desire washately in support of no difference in a sense
that the data completion in the two versions oigpditrecords would be equal, i.e., a favorable
no difference scenario, and so forth. Such no diffee here would be to the best of our
patient safest and most efficient dental care. dhgrany hypothesis testing, whether toward



the null or against the null; in either directiavhich supports this aim would be welcome.
For instance, findings that time failed to impraleficient data reporting in dental records (no
difference, i.e., accepting the null) was not im msearch’s best interest. We wished if QUH
data reporting practice was improved in more regeats. Speaking of significant
differences, the odds of just having data accuwratet reported (not volunteer, true negative)
in dental records was 105.5 times greater thama¢harately documented. The dominance
here is limited to the true negative rather thantthe positive result. This is favorable at least
we are confident that no wrongful or harmful datauld be significantly introduced into the
records. Yet, failure to endorse important patrezdlth data in records (and this occurred
53.7% of the time) might be more harmful, e.g.,tting a mention of antiplatelets drugs
while a dental process such as tooth extractionumdsrway. [4Likewise, the dentist's
criteria analysis was somehow in favor of signifitba less likely “worse” data recording by
experienced and senior staff than junior staffaist, all staff was in the deficient data
reporting zone more frequently that data completiome. Although both were deficient data
reporter, female dentists in QUH tend be lessyikisscordantly handling their patients’
health data than male peers. Similar finding wasmed elsewhere. [10] It is important to
point out that the patient cohort was consistesgign by the same number of staff assigned to
dental service in QUH during the study period, atalp why data documentation pattern was
almost consistent throughout the study period. dwdy dentists’ data management attitude
across time seems questionable, medical physioid&s tend to behave alike; [28][28hd

this very practice environment has been a matter of extengivk of international and
professional healthcare quality and regulatory oizgions. [25] But in the dental health care
is study’s context, practicing dentists ought tpragiate their patients’ general health
information background and perceive it a genuimapanent of any dental care responsibility
they undertake. Now that some correlates coulgprmtide valid explanation to the
discordant data management trends in this resefactbys related to systems not subjects
could be argued. In our early search, we realiratirmedical information was mainly
obtained through the health history questionnairsmfused in QUH the time of the study.
Flaws and untimely updating of the form to meetd¢hanging demographic and health risk
demands of QUH need to be investigated. From themanication standpoint, we saw how
flow of data between physician and dentist eithesugh referral or when the patients
directly walks in to dental clinic resulted in mareless the same level of data discordance.
Our search also included looking up referral anasodéiation notes sent from medical
physicians to dentist colleagues. Some of thessred$ were so superficial and lacked
essential clinical information; others includedgaie of medical data believed relevant to the
dental procedure, and so forth. The paper-basedodédlection forms in use in medical
documentation seem to be non-standardized ovearitie care environment of QUH. Also
methods of storing, keeping, disposition, transgality, release or purging of records,
duration of retention, all affect the flow of hédalhformation management system in the
hospital. Now triggered by science and researchitameévolution of medical and dental
practice, chronic care does demand that medicatlanthl care and data be fully integrated.
Innovative, e.g., advocating digital technologyuses comprehensive, efficient, timely,
secured, and synchronized communication of thelinesalke information data load throughout
the entire healthcare system. Investing in EMRiappbns [1] supports efficient, meanwhile
cost-effective communication channel among mediodl dental providers, avoids
discrepancies between records and informationaeilto authorized providers for the same
patient. [31] Systems which are not so integratechat coherent and are at risk of becoming
obsolete. An insurance and claim structure whialoiscorrespondingly integrated into a

10



single coherent approach can no longer effectisapport the demands of twenty-first
century patient care.

Strengths and limitations. The study is purposefully focused on a populatategory

which is already high risk owing to the underlyimgalth condition. Getting exposed to a
poorly informed situation as a dental procedurere/ipatient’s health status is not fully
recognized magnifies that risk. Dental procedunesniselves have their own risks, whether
or not the patient’s health is maintained. Adoptngcommon risk factor approach” (CRFA)
through a concerted action against such risks lepgeve improvements in a wider
spectrum of care with more resource-efficiency tisatated approaches. [32] Further, the
sample frame of this patient group actually inctlidé chronic disease individuals who
have had any previous dental procedure experiemiegithe study period. This inclusive
sample background broadens generalizability andheaite up for any unforeseen factors
that could compromise it. The sampling strategghencurrent work is rather meticulous, so
that representing sample strata per year propaitiorthe actual number of patient records
in that year as ascertained. A unified internaticiisease coding system has not yet been in
application in the hospital’s disease informatioan@gement system, and this probably
limited our ability to release the research witldeo diagnoses.

Conclusions: Communicating patients’ information in dental do@ntation system in QUH
could be in jeopardy. The current structure of bo#dical and dental records requires
combined efforts to improve the institution’s datndling approach. A multitude of factors
contribute to this inconvenience, including pateitaits, dentists’ perception of links
between data completion and patients’ safety, ampibrtantly, the underlying hospital’s
information management setup. Improving the priactirs’ data management and risk
assessment skills within an integrated communinaistem environment assures safe and
favorable health outcome of our chronic patientydaiion. A dissociated data transportation
system exacerbates the risk upon this group oémpitiand interferes with making concise
decisions about their orodontal health, whichumtinterferes and worsens their underlying
pathologies. Dental records must integrate withinsdecords, and medical records must
accommodate the needs of dental providers. Deatalfgroviders should be given the
support to realize how to ask the right questidssuatheir clients’ health. The production,
retention, and release of clear and accurate pageards are an essential part of the
dentist’s responsibility. Success in this taskerdy maximizes the patient’s health outcome
opportunities, but also assists the dental pradessiand liability position.
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