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Diabetes mellitus is one of the chronic dis-
eases that have the highest documentation in
the health systems today. Its clinical care cov-
ers primary care, endocrinology and nephro-
logy specialist care, cardiology, ophthalmology,
podiatry and acute care in many cases over
decades. Proper disease classification is inde-
pendent to not only patient care but also qua-
lity measurement, payment, research, as well
as population-wide monitoring. The functions
are supported by International Classification
of Diseases (ICD) codes, which convert clinical
stories into data that is structured to make in-
formed decisions at health systems.

The international standard to move in ICD
10 to ICD 11 is the biggest revision of disease
classification in the last three decades. ICD-11
adds the digital-first architecture, increased
(clinical) granularity, and new post-coordina-
tion mechanisms that fundamentally trans-
form the representation of the diagnoses [1]. In
the case of diabetes mellitus, alterations are
observed in disease type, complications, severity,
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and time associations encoding. Though ICD-11
will be more clinical expressive, it will also
heighten the dependency on good quality clini-
cal documentation to facilitate proper coding.

In most health systems, documentation prac-
tises have been changed in order to meet the re-
quirements of ICD-10. These practises tend to
focus on adequate coding minimums as opposed
to overall clinical specificity. Consequently,
there have always been typical trends like the
unspecified type of diabetes, incomplete corre-
lation between diabetes and complications or
the unspecified stage of chronic kidney disease
[2]. These habits not fit into the framework of
ICD-11, which presupposes a definite record
of causal relations, attributes of diseases and
modifiers of severity.

Damaging effects of the lack of compliance
between documentation and classification can
be exceptionally recreational in the area of dia-
betes care. Poor and inconsistent coding mis-
represent or miscalculate prevalence rates of
complications, compromise quality measures,
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influence reimbursement, and hide actual di-
sease burden [3]. With the onset of the ICD-11
system in health systems, the question of how
it affects the documentation of diabetes and en-
docrine care is a pressing informatics and clini-
cal governance problem.

This paper is a synthesis of secondary evi-
dence on the ICD-10 to ICD-11 transition when
used in diabetes mellitus. It also discusses the
impacts of changes in classification, clinical
documentation, coding of complication, design
of electronic health record, (and new data gov-
ernance) alongside workforce readiness, with
practical endocrine care implications taken into
account.

ICD-10 versus ICD-11: Practical
Changes in Disease Classification
ICD-11 was created to overcome some of the
weaknesses that were identified in the previous
updates, especially the difficulty of remaining

relevant in a more data-driven and digital
healthcare landscape. In contrast to ICD-10
which was mainly built as a fixed classification
to facilitate statistical reporting, ICD-11 was
designed as a dynamic digital classification
system. The architecture makes it able to be
updated more frequently, be machine-readable,
and consistent with other terminologies [4].

Among the more important practical mo-
difications presented by ICD-11, there is the
increased application of post-coordination.
ICD-11 is not based on pre-existing codes, as
it allows to integrate several clusters of codes
to elaborate on a clinical concept. This method
allows the clear depiction of disease characte-
ristics like the severity, anatomic location, la-
terality and causation. Although this flexibi-
lity adds to expressiveness, it puts the burden
of responsibility on clinicians and coders to
make sure that documentation has the re-
quired detail.

Table 1

Key structural differences between ICD-10 and ICD-11
and their implications for diabetes documentation and coding

Practical Implication

Domain ICD-10 Structure ICD-11 Structure for Diabetes Care
Foundation component Requires explicit
Classification | Primarily pre-coordinated . pone documentation of causal
2 with post-coordination . .
Model combination codes . relationships between
(code clustering) . N
diabetes and complications
Digital Designed for statistical Digital-first design with Increased reliance on
Inte gration reporting; limited native browser, API access, and structured, point-of-care
g digital tools coding tool integration documentation
. Combination codes link Post-coorc.hnated c.luste.r N Greater granularity but
Complication . . allow detailed specification
. diabetes and specific . reduced tolerance for
Representation of organ involvement and

complications

attributes

ambiguous documentation

Severity and

Limited representation
of severity, laterality,

Extension codes enable
staging, laterality, severity,

Documentation must
include stage, laterality,

Attributes and timing within single and temporal status and episode details
codes
Clinicians must clearly
. Often inferred through Explicit causal linkage state when complications
Causal Linkage L - . . .
combination codes required in coding cluster are attributable
to diabetes
Governance processes
Update Periodic static revisions Continuous digital must monitor version
Mechanism updating model control and classification
updates
. . . Enhanced semantic Improved popul'at.lon
. Primarily statistical and . . health analysis if
Analytical Use . interoperability and data .
reimbursement focused : o documentation supports
analytics capability .
granularity
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The implication to the clinicians especially
the endocrinologists is that the narrative docu-
mentation should be more explicit [5]. ICD-11
presupposes that causal relationships, includ-
ing diabetes as the predetermining factor of
nephropathy or neuropathy, are explicitly indi-
cated. In ICD-10 such relationships were usu-
ally deduced or accommodated by combination
codes. In the case of ICD-11, the ambiguity of
documentation is directly converted into incom-
plete or incorrect code clusters [6].

The other viable contrast is the fact that
ICD-11 1s implemented with electronic tools.
The classification is made to be accessed by
browsers, application programming interface
and coding tools incorporated within elec-
tronic health records. The design is more dig-
ital-first and opens possibilities on the way of
providing real-time coding help, at the same
time revealing the lack of documentation in
a shorter time. In areas where the ICD-10 co-
ding can be subjectively determined by skilled
coders, ICD-11 is increasingly depending on
structured, point-of-care information capture.
The structural contrasts between ICD-10 and
ICD-11 that are particularly relevant to diabe-
tes mellitus are summarized in Table 1.

Diabetes Mellitus Coding
Landscape in ICD-10
In the ICD-10, the diabetes mellitus coding
is classification based on the type of disease

and occurrence of complications. Codes distin-
guish between type 1, type 2, other specified
and unspecified diabetes with extra characters
used to show complications to other organ sys-
tems of kidneys, eyes, nerves and circulatory
system [7]. The use of long-term insulin and
poor glycaemic control are included with sup-
plementary codes.

Regardless of this design, diabetes coding
in the real world based on ICD-10 has been ty-
pified by inconsistency and variability. A large
number of the records have unspecified dia-
betes codes despite the clinical notes that are
explicit on type of disease. Patients with more
than one comorbidity often have their complica-
tions coded without a specific record of being
causally related to diabetes [8]. The staging of
chronic kidney disease is frequently imprecise,
and information on laterality of retinopathy or
depth of ulcer of diabetic foot disease can be
neglected.

These documentation lapses are not ad-
ministrative concerns. They impact the risk
stratification, quality measures, and clinical
analytics. Experienced coders were at times
allowed under ICD-10 to make up vague doc-
umentation by applying conventional rules.
The use of explicit relationships in ICD-11,
however, limits the extent to which such an
interpretation can be used and puts more
emphasis on documentation accuracy at the
point of care.

MATERIALS AND METHODS

This paper assumed a secondary research
design that used narrative and thematic syn-
thesis to discuss the implication of switching
between ICD-10 and ICD-11 in diabetes mel-
litus. A narrative methodology was chosen be-
cause it enables the incorporation of a wide
range of evidence, such as informatics research,
clinical reviews, and reports of implementa-
tion, and international guidelines, which not be
readily conducive to quantitative synthesis [9].

In order to have a medical, health services,
and informatics perspective, literature search-
es were carried out in PubMed, Scopus, and
IEEE Xplore. Search strategies were used to
combine words that linked to ICD-11, ICD-10,
diabetes mellitus, clinical documentation, co-
ding, electronic health records and health in-

formation management [6]. The searches were
restricted to the English language publications
of 2018-2025 to show the recent development
and initial implementation of ICD-11.

Those articles that were reviewed by peers,
articles that comprised a systematic or narra-
tive review, implementation studies, and autho-
ritative reports were included based on inclu-
sion criteria as they discussed ICD-11 adoption,
diabetes coding practices, documentation qual-
ity, and health informatics implications [1]. The
exclusion criteria were mainly limited to those
code lists which are merely technical without
any discussion of the implications of clinical
and documentation, editorials without substan-
tive analysis and studies that do not relate to
diabetes or chronic disease management.
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RESULTS AND THEIR DISCUSSION

Thematic Synthesis
Theme A:
Clinical Documentation Changes
in Diabetes Care

Through the literature reviewed, insuffi-
cient specificity in documentation was iden-
tified as a root cause of the inefficiency of
ICD-11 implementation in diabetes manage-
ment. The structure of ICD-11 involves that
clinicians make clear records of connexons
between diabetes and its complications, and
severity, stage, and laterality attributes. As
a matter of fact, most of the endocrine clinic
reports are still geared towards glycemic mea-
surements and therapeutic regimes, and little
is being done to formally associate complica-
tions with diabetes [10]. The essential docu-
mentation elements required to support accu-
rate ICD-11 coding in diabetes mellitus are
outlined in Table 2.

As an illustration, the recording of chronic
kidney disease stage 3 without including dia-
betic nephropathy as a cause does not allow
building precise ICD-11 code clusters. Equally,
the mention of retinopathy without laterality
or severity limits the accuracy of coding. In
ICD-11, these omissions are hard to deal with
in the coding process and lead to less informa-
tive data.

The synthesis implies that documentation
needs to transform the problem-focused sum-
maries into more formal narratives, which an-
ticipates the coding needs. This is not to say
that it is too much administration but instead
focused understanding in the areas of causa-
lity, progression and disease characteristics
[11]. This can be in endocrine care, where one
directly mentions whether complications are
due to diabetes, their present status and their
development during time.

Table 2

Core documentation elements required to support accurate
ICD-11 coding in diabetes mellitus

Clinical
Domain

Required
Documentation Element

Risk if Omitted Under
ICD-11

Impact on Data Quality

Diabetes Type

Explicit classification
as type 1, type 2,
secondary, or other
specified

Default to unspecified
category

Reduced
case-mix accuracy

Glycemic Status

Indication of control
status or metabolic
decompensation

Incomplete representation
of disease severity

Impaired risk
stratification

Clear statement

Renal £ di . Inability to cluster causal Distorted renal
Complications of diabetic nephropathy relationship and stage complication prevalence
and CKD stage
Ophthalmic Speqﬁcatmn of diabetic Loss of laterality and Reduced analytical
Lo retinopathy type and . . ..
Complications . severity detail precision
laterality
Neurological Explicit linkage between Misclassification Inaccurate complication
Complications neuropathy and diabetes | as non-diabetic neuropathy burden estimates
Peripheral Documentation of ulcer . . . .
Vascular/Foot | depth, infection status, and _Under-spemﬁcau.on Comprom1sgd quality
. . . in post-coordination metrics
Disease relation to diabetes
Cardiovascular Clarification W'hether' Ambiguity in clustering Inconsistent
. macrovascular disease is .
Disease codes registry data

diabetes-related

Temporal Status

Indication of acute, chronic,
active, or resolved condition

Incomplete timing
modifiers

Impaired longitudinal
tracking

Distinction between

Encounter rimary diaenosis and Misinterpretation of main Distortion of admission
Context p comofbi d cgon dition condition statistics
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Theme B:
Complication Coding and
Case-Mix Integrity

One consistent issue that is revealed in the
literature is the risk of apparent trend breaks
within the data of diabetes complications when
switching to ICD-11. The meeting or breaking
of coding regulations and classification can re-
sult in artificial gains or losses to the recorded
complication prevalence with no regard to ac-
tual clinical alteration [12]. Such distortions
are very dangerous to health systems that use
longitudinal data to enhance quality or reim-
bursement.

At ICD-11, more detailed coding can po-
tentially lead to reduced complication rates
recorded in the first few years as long as the
documentation does not require inserting the
detailed code clusters. On the other hand, a bet-
ter specificity exaggerates apparent severity
profiles relative to past ICD-10 data [6]. Such
changes make it difficult to benchmark, risk
adjust and evaluate performance.

Thematic analysis indicates the significan-
ce of active auditing and cooperation between
coders and clinicians in the process of transi-
tion. Training should not focus on new codes
only, but also on the documentation behaviors
that should be maintained to sustain case-mix
integrity.

Theme C:
Electronic Health Record Templates
and Clinical Decision Support

ICD-11 transition has a direct impact on
the design of the electronic health record. Cur-
rent templates which are optimized to ICD-10
documentation not reflect the data elements
required to code to ICD-11. Reviewed studies
highlight the importance of the use of struc-
tured templates to aid the quality of documen-
tation without overloading clinicians.

Redesigned templates are used in diabetes
care, suggesting clinicians to note the link-
age, stage, and laterality of complications when
making regular visits. EHRs can also have
clinical decision support mechanisms that can
assist clinicians in real-time, including remin-
ding them to indicate chronic kidney disease
stage when renal involvement has been brought
up [11]. The tools are useful in achieving the

clinical and informatics goals as they enhance
both the quality of data and completeness of
care.

Excessive alerting has also found its way in
the literature as potentially one of the causes of
fatigue among clinicians. Effective implementa-
tions strike a balance between organized data
collection and narrative flexibility and support
documentation with clinical processes instead
of having hard requirements.

Theme D:
Data Governance, Reporting,
and Quality Measurement

Internal representation of the ICD-11 adop-
tion goes beyond the twenty-first-line documen-
tation impacting bottom-up peri-data regulation
and disclosure procedures. During transition
periods, health systems have to deal with par-
allel coding systems, version control and trans-
parency in the way data is interpreted as time
goes by [13]. This is specifically applicable
in diabetes care in terms of pay-for-perfor-
mance schemes, population health reporting,
and datasets.

Thematic synthesis discloses that the go-
vernance structures should explicitly speak
up of the mapping strategies amid ICD-10 and
ICD-11 acknowledging that it is not always pos-
sible to bring out one-to-one equivalences. Coding
regulations, transfer schedule, and adjustments
of the analysis used to maintain the continuity
of the data should be documented clearly. In
the absence of this form of governance the com-
parisons between periods are misleading.

Theme E:
Workforce Readiness
and Implementation Strategies

Lastly, the workforce preparedness was
identified as a key factor to successful ICD-11
implementation. Clinicians as well as coding
professionals need education more than that
provided by knowledge of coding to include con-
ceptual shifts in the representation of disease.
In the case of endocrinologists, this means
the interpretation of optimal documentation
options regarding the quality of data and the
clinical analytics [4]. In the case of coders, it in-
volves expertise in post-coordination and clini-
cal teamwork.
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It has been shown that phased implementa-
tion plans like pilot tests in specific services
like diabetes clinics are a way of learning and
accommodating change. Constant tracking and
feedback mechanisms will allow recognizing
gaps in documentation and identified educa-
tion. Interdisciplinary training will enable the
health systems to reap the benefits of ICD-11
and reduce disruption.

The results of this secondary synthesis pro-
ve that the shift between ICD-10 to ICD-11 in
diabetes mellitus is the fundamental change
in the organization, communication, and opera-
tionalization of clinical information in health
systems [14]. Instead of being a mere update
of diagnostic codes, ICD-11 proposes a re-or-
ganization of the interaction between clinical
documentation and coding practice and the
subsequent use of data. This transformation,
in the case of diabetes care, where diagnoses
are assumed to be longitudinal, and complica-
tions change across a variety of organ systems,
increases the possible benefits but the risk of
implementation of the classification change.

Among the most significant findings of the
analysis, the primary contribution of documen-
tation quality to the success of the adoption of
the ICD-11 can be highlighted. The post-coor-
dination framework and increased granularity
of the ICD-11 relies on clear clinical statements
about the type of disease, causation, severity,
and the status of the disease [9]. The structure
of documentation in diabetes management,
however, has traditionally taken priority away
from diagnostic description in favour of glyce-
mic intervention alerts and treatment respon-
sibility. Such a mismatch poses a serious weak-
ness as documentation practices developed with
ICD-10 can be too unsatisfactory to enable true
ICD-11 code clustering. Unless specific modifi-
cations are made to the way in which clinicians
code complications like nephropathy, neurop-
athy, or retinopathy with respect to diabetes,
ICD-11 will produce fragmented or under-spe-
cified data sets which are not reflective of the
clinical reality [4].

The synthesis also brings out the fact that
poor documentation under ICD-11 has far rea-
ching implications beyond accuracy in the code.
The information concerning diabetes forms
the basis of quality measures, reimbursement

patterns, population health monitoring, and
clinical studies. The apparent changes in the
prevalence of complications, their severity dis-
tributions and case-mix indices in the tran-
sition period can result from disruptions in
documentation fidelity and not necessarily in-
dicate a real change in epidemiological process
[13]. This is especially problematic in health
systems which depend on longitudinal diabe-
tes registries or performance-based financing
systems where continuity and comparability of
data 1is required.

An informatics approach to ICD-11 transi-
tion requires re-assessment of the electronic
health record design. The numerous existing
documentation templates and workflows were
streamlined to record the minimum ICD-10 re-
quirements and not encourage clinicians to doc-
ument the specificity that the ICD-11 requires.
The analysis of evidence indicates that there
should be no passive dependence on awareness
of clinicians. Rather, endocrine clinic models
need to be integrated with the practice of docu-
mentation support in the form of context-depen-
dent prompts and redesigned templates of ICD-
11 compatibility in order to embed the results
into everyday care. These tools should be incor-
porated in such a manner they facilitate clini-
cal logic as opposed to adding administrative
overhead since excessive of too many prompts
or improperly designed prompts lead to clini-
cian burnout and opposition.

Another area of critical ICD-11 transition
in diabetes care is data governance. The pres-
ence of ICD-10 and ICD-11 simultaneously in
the phases of implementation creates comple-
xity in data interpretation, reporting and audit.
Governance models should be clear about map-
ping plans, version control as well as analytical
adaptations so that trends in diabetes outcomes
and complications are decoded in a proper way
[7]. The inability to develop clear governance
systems can destroy confidence in data deliver-
ables and decision-making on both organiza-
tional and policy levels.

Lastly, the workforce preparedness is an
influential factor in the issuance of ICD-11 in-
tended benefits. The synthesis suggests that
successful transition involves interdisciplinary
interaction, which is the association of clini-
cians, coders, informaticians, and data ana-
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lysts. In the case of the endocrinologists, it
is the appreciation of documentation as a cli-
nical and analytical process and not as an
administrative one. To the professionals in
coding, it involves the understanding of the
conceptual model of ICD-11 and can work
with clinicians to help them in eliminating
ambiguity. Unless training programmers are
designed so as to consider both the code me-
chanics and the underlying principles of docu-
mentation, there are low chances of a lasting
improvement [14].

Combined with the previous results, these
findings highlight the need to take ICD-11
adoption in diabetes care as a socio-technical
change process. The alignment of technical
preparedness, clinical engagement, informatics
design, and governance structures should pre-
vent unwanted consequences and utilize the im-
proved ability of descriptive capacity of ICD-11.
An improved data quality, clinical insight, and
endocrine care are likely to occur more in
health systems that view ICD-11 as a strategic
change, rather than a compliance activity.

CONCLUSION

The ICD-10 to ICD-11 change is a critical
step towards the development of diabetes mel-
litus and its complications in the classification
and description of their presence. Although
ICD-11 provides significant improvements in
clinical granularity, digitalization and ana-
Iytical capabilities, the improvements are not
achievable without a parallel adjustment in
the documentation habit, in the information
infrastructure, and organizational prepara-
tion. The dangers of classification and docu-
mentation being at variance in diabetes care
are especially acute, because correct represen-
tation of type of disease, burden of complica-
tions and disease progression is the key to ef-
fective management.

This synthesis illustrates that the imple-
mentation of ICD-11 cannot be successful only
through the implementation of the technical
codes. It necessitates a focused transition to
explicit, structured, and clinically based doc-

umentation; doing a redesign of electronic
health record templates and decision support
tools to support codability; having strong data
governance to maintain continuity and in-
terpretability of longitudinal data; and high-
quality workforce training to establish a clini-
cal-informatics bridge. Proactive systems that
consider these dimensions are more prone to
integrity of data throughout transition, safe-
guard the integrity of quality and reimburse-
ment measures, and employ ICD-11 to produce
significant insights into the delivery and care
results of diabetes.

Finally, ICD-11 must not be perceived as
a goal but as an instrument of better clinical
communication and population health knowl-
edge. In diabetes mellitus, a matching of classi-
fication and clinical reality constitutes a chance
to empower the endocrine care, assuming that
the implementation should be introduced as
a system-wide change.
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TRANSITION FROM ICD-10 TO ICD-11 IN DIABETES MELLITUS:
IMPLICATIONS FOR CLINICAL DOCUMENTATION, COMPLICATION CODING,
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Background. Diabetes mellitus is a chronic, multisystem disease, which needs appropriate clinical records
and coding to facilitate safe patient management, quality of measurement, payment, and population health
observation. The international change in classification of diseases, Tenth Revision (ICD-10) to the Eleventh
Revision (ICD-11) is a significant structural and conceptual move in the classification of diseases, specifically
diabetes because of its complicated complication archetypes and longitudinal care pathways. The ICD-10 influ-
enced documentation practices not be sufficient to promote the greater granularity and digit-first architecture
of ICD-11.

Objective. This paper will seek to put together the available secondary literature on changes in ICD-10 to
ICD-11 in diabetes mellitus with respect to its clinical documentation, coding of complications, endocrine work-
flows, and health informatics systems implications.

Materials and methods. It used narrative secondary research design, which entailed thematic synthesis.
The types of literature used include peer-reviewed, international guidance documents and publications of health
informatics studies without older than 2018 and 2025, selected by using PubMed, Scopus and IEEE Xplore.
Sources that are related to ICD-11 implementation, coding of diabetes, clinical documentation, electronic health
records, and data governance were incorporated. The thematic synthetization of findings was aimed at deter-
mining repeated implications on practice and informatics.

Results. Five connected themes were found, which include changing documentation needs in diabetes care,
endangering the accuracy of complication coding and case-mix integrity, requiring reformed electronic health
record templates and clinical decision support, facing difficulties in data governance, reporting, and quality
measurement, and workforce preparedness to adopt ICD-11. In all themes, poor documentation specificity was
identified as the key risk to effective implementation of ICD-11.

Conclusions. ICD-11 transition has considerable implications in diabetes care beyond the level of the re-
placement of technical codes. Failure to change documentary practice in a systematic fashion, informatics infra-
structure, and training of workforce will likely undermine data quality and clinical insight by ICD-11 adoption.
Active synchronization of endocrine record, EHRS, and governance structure is needed in order to achieve the
clinical and analytical advantages of ICD-11.

Keywords: ICD-11; ICD-10; diabetes mellitus; clinical language; coding of complications; endocrinology;
electronic health records; health informatics; data governance, review.
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MNEPEXIA BI MKX-10 4O MKX-11 NMPU LUYKPOBOMY OIABETI:
HACNIOKU ANSA KNIHIYHOT LOKYMEHTAUIT, KOOYBAHHA YCKNAOHEHb
TA EHOOKPUHHOT AONOMOT N

Capwu 0.}, IToxat M.?

! Hasuanvho-0ocniona nikapusa Enimaxanne, m. Ankapa, Typewuurna,
? Hasuanwvno-docniona nikapnus Kapabiwowx, m. Kapaborx, Typeuuuna
oznurure@yahoo.com

yxpoBuii miabeT — Iie XpOHIUYHE MYJIBTUCUCTEMHE 3aXBOPIOBAHHS, siKe IIOTPeldye HAJIEKHOTO BeJeHH S
KJIHIYHHUX 3aIIMCIB Ta KOIYBAHHS JJId 3a0e3lleueHHs KOPEKTHOI'0 BeIeHH MMAaI[leHTIB, SKOCTI BUMIPIOBAHD,
OIIJIATH TA CIOCTEpPEesKeHHs 3a 3JI0POB'SM HacesjieHHsA. MikHapomHa 3MmiHa kjaacudikailii xsopobd ecaroro
neperasaay (MKX-10) wa Ogunaniaruit neperyisy (MKX-11) € 3HaYHUM CTPYKTYPHUM Ta KOHIEIITYAJIbHUM
KPOKOM y KJacm@irallii xBopob, 3oxpema miabery, yepes3 MOro CKJIAJHI apXeTHIOBl YCKJIAIHEHHS Ta IIO-
3II0BYKHI NIJIAXYA HAJAHHA MeIUYHOI mormomoru. Ilpakrtuka moxkymeHTyBaHHsA, 110 BrymHyda Ha MHKX-10,
HE € JOCTATHBOI JIJIA CHPUAHHSA OlabIrii gerasrisaliii Ta apxirekrypli MKX-11, mo 6asyerbecss Ha TPUHITAIL
«CIovaTky mudpar.

Mera. V 11iit ctaTTi 3i6paso J0CTYIIHY BTOPUHHY JiTeparypy oo amin Big MKX-10 mo MKX-11 mpu 1y-
KPOBOMY HialbeTi 3 TOUKHU 30Ppy KJIIHIYHOI JOKYMEHTAIlll, KOAYBaHHA YCKJIaHEeHb, eHIOKPUHHNX IPOIIECIB Ta
HACJIIAKIB JJIs CHCTEM MeJUYHOI 1IHQOPMATUKH.

Marepianu Ta meTogu. BukoprcToByBaBCcsa HApATUBHUN IU3aMH BTOPUHHOTO JOCTIIMKEHHS, AKUIM I1e-
penbadar TeMaTUYHUHN cMHTEe3. BukopucTaHa JriTepaTrypa BKJIYAE PEIleH30BaH1 MIsKHAPOIHI KePIBHI JOKY-
MEHTH Ta MyOJJIIKaIlli TOCTiIKeHb 3 MeJUYHOI 1H(pOpMaTHKH, He cTapinri 3a 2018-2025 poxwu, B1a10paHil 3a J10-
nomoroio PubMed, Scopus Ta IEEE Xplore. Bysiu Brioueni mxepesa, mos'a3ani 3 Buposamxenuam MKX-11,
KOJYyBAaHHAM IiabeTy, KIIHIYHOK JOKYMEHTAIliel0, eJIEKTPOHHUMY MeJUUYHUMY KapTKaAMU Ta yIIPaBIIHHAM
nanuMu. TeMaTHYHUN CHHTE3 pe3yabTaTiB MaB HA MeTl BU3HAYHUTH ITOBTOPIOBAHI HACIIAKY JJII IPAKTUKHA
Ta iHpOpMAaATUKH.

Pesynbraru. Bysio BusBieHo m'aTh HMOB'A3aHUX TeM, cepel AKHUX 3MiHa moTped y JOKyMeHTAallll B JI0-
Al 3a 11a0eToM, 3arpo3a TOYHOCT1 KOAYBAHHSA YCKJIAHEHDb Ta I[1JICHOCTI KOMIIJIEKCY BUIIAIKIB, IT0Tpedba
B pedopMOBaHUX IMIA0JIOHAX €JEKTPOHHUX MEIUUYHUX 3AIUCIB TA MIATPUMIL KJIIHIYHUX PINTeHb, TPYIHOIIL
B YIIPABJIIHHI JAHUMHY, 3BITHOCT1 TA BUMIPIOBAHHI AKOCT1, 8 TAKOK TOTOBHICTH IIEPCOHAJIY JI0 BIPOBAIIKEHHST
MKX-11. ¥V Bcix Temax HU3bKa cllelludika JOKYyMeHTAIlll OyJia BU3HAYEHA AK KJIIOYOBUMN PU3UK 111 e(DEKTHUB-
Horo Buposaxenua MKX-11.

Bucuosok. [lepexig na MKX-11 mae sHauHi1 HaCHIIKY JJIsd JIKYBAHHSA 11a0eTy, 110 BUXOAATh 38 PAMKK
OPOCTOl 3aMIHU TeXHIUYHHUX KOA1B. He3maTHICTh CHCTEMATHYHO SMIHUTH IPAKTUKY JOKYMEHTYBAaHHSI, 1HQOp-
MAaIlfHy IHQPaCTPYKTypPy TA HaBYaHHSA IePCOHAJy, MIMOBIPHO, HiAipBe AKICTh JaHUX Ta KJIIHIYHE PO3yMIHHSI
uepes BupoBamkenus MKX-11. s mocsrHenHs KiIlHIYHEX Ta aHaditudHux mnepesar MKX-11 meobximgHa
aKTUBHA CUHXPOHI3AIlld eHJOKPUHHUX 3aIIUCIB, eJIEKTPOHHUX MEJIUUHUX KAPTOK TA CTPYKTYPHU YIIPABJIIHHS.

Kawuosi cnosa: MKX-11; MKX-10; mykposuii miaber; KIiHIYHA MOBA; KOAYBAHHSA YCKJIaJHEHD; €HJI0-
KPUHOJIOTA; eJIeKTPOHHI MeAUYHI 3aliCH; MeIUYHAa 1HgopMaTuKa; yIpaBIiHHSI JaHUMU; OTJIAI.
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