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ABSTRACT 

Background:- Electronic Health Records (EHRs) have become an essential component of modern 

healthcare systems, significantly transforming the way patient information is recorded, managed, and 

utilized in clinical practice. In nursing practice, accurate and timely documentation is critical for ensuring 

patient safety, improving communication among healthcare professionals, and supporting evidence-based 

decision-making. The integration of EHR systems in healthcare institutions aims to enhance the efficiency 

of nursing workflows while improving the accuracy and accessibility of patient information. Despite these 

potential benefits, the adoption of EHR systems has also introduced challenges related to usability, 

workflow integration, and training requirements. Objective:- This review aims to examine the impact of 

Electronic Health Record systems on nursing efficiency and patient care accuracy, with a focus on how 

EHR implementation influences documentation practices, communication among healthcare teams, and 

clinical decision-making in nursing. Methods:- A comprehensive literature review was conducted using 

major electronic databases including PubMed, Scopus, Web of Science, CINAHL, and Google Scholar. 

Peer-reviewed articles published between 2005 and 2024 were analyzed to identify evidence related to the 

influence of EHR systems on nursing practice, workflow efficiency, and patient care outcomes. Results:- 

The review identified several key benefits associated with EHR implementation, including improved 

documentation accuracy, reduced medical errors, enhanced communication among healthcare 

professionals, and increased accessibility of patient data. Studies also reported improvements in nursing 

workflow efficiency through automated documentation processes and clinical decision support systems. 

Conclusion:- Electronic Health Record systems play a significant role in improving nursing efficiency and 

enhancing the accuracy of patient care documentation. Effective implementation of EHR systems, along 

with adequate training and organizational support, can contribute to improved healthcare quality and 

patient safety. 
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INTRODUCTION  

Electronic Health Records (EHRs) have become a fundamental component of modern healthcare systems, 

transforming the way patient information is recorded, stored, and shared among healthcare professionals. 

Traditionally, healthcare documentation relied on paper-based systems, which often led to challenges such 

as incomplete records, delayed communication, and increased risk of medical errors. The introduction of 

EHR systems has significantly improved the accessibility, accuracy, and efficiency of clinical 

documentation, allowing healthcare providers to access patient information in real time and support 

informed clinical decision-making. Nurses play a crucial role in healthcare delivery and are among the 

primary users of Electronic Health Record systems. Accurate documentation of patient information, 

medication administration, clinical observations, and treatment plans is essential for ensuring patient safety 

and continuity of care. The use of EHR systems enables nurses to document patient data more efficiently, 

reduce duplication of records, and improve coordination among multidisciplinary healthcare teams. In 

addition to improving documentation practices, EHR systems support clinical decision-making through 

features such as clinical decision support tools, automated alerts, and standardized documentation 

templates. These functionalities contribute to improved patient care accuracy and enhanced workflow 

efficiency in nursing practice. Therefore, understanding the impact of EHR systems on nursing efficiency 

and patient care outcomes is essential for optimizing healthcare delivery and ensuring the successful 

implementation of digital health technologies. 

DEVELOPMENT OF ELECTRONIC HEALTH RECORDS 

The development of Electronic Health Records (EHRs) represents a major transformation in healthcare 

documentation and information management. Historically, healthcare systems relied heavily on paper-

based records to document patient information, clinical observations, and treatment plans. Although paper 

records served as the primary method of documentation for many decades, they often created challenges 

such as fragmented information, difficulty in retrieving patient data, illegible handwriting, duplication of 

records, and a higher risk of documentation errors. These limitations highlighted the need for a more 

efficient and reliable method for managing patient information. The early concept of computerized medical 

records began to emerge in the 1960s and 1970s, primarily in large academic medical centers and 

government-funded healthcare institutions. During this period, computer systems were mainly used for 

administrative functions such as patient registration, billing, and scheduling rather than for comprehensive 



 

 

clinical documentation. Technological advancements during the 1980s and 1990s enabled healthcare 

organizations to adopt early forms of Electronic Medical Records (EMRs), which allowed clinicians to 

record patient data digitally within a single healthcare institution. A significant transition occurred in the 

early 2000s when healthcare systems began shifting from EMRs to fully integrated Electronic Health 

Records (EHRs). Unlike EMRs, which are typically confined to a single organization, EHRs are designed 

to support interoperability and facilitate the exchange of health information across multiple healthcare 

facilities. Government initiatives promoting health information technology adoption played an important 

role in accelerating the implementation of EHR systems globally. Standards such as Health Level Seven 

(HL7) and later Fast Healthcare Interoperability Resources (FHIR) further improved the ability of 

healthcare systems to exchange patient data securely and efficiently. 

Today, EHR systems have evolved into advanced digital platforms that support various healthcare 

functions beyond documentation. Modern EHR systems incorporate clinical decision support systems, 

computerized physician order entry (CPOE), telehealth integration, artificial intelligence tools, and patient 

portals. These innovations have transformed EHRs into essential tools for delivering coordinated, data -

driven, and patient-centered healthcare services. 

ELECTRONIC HEALTH RECORDS IN NURSING PRACTICE 

Electronic Health Records play a critical role in contemporary nursing practice by facilitating accurate 

documentation, improving communication among healthcare professionals, and supporting high-quality 

patient care. Nurses are among the primary users of EHR systems and rely on them extensively throughout 

the continuum of care, from patient admission and assessment to treatment planning, monitoring, and 

discharge documentation. One of the key functions of EHR systems in nursing practice is structured and 

standardized documentation. Nurses use EHR platforms to record patient assessments, vital signs, nursing 

diagnoses, interventions, medication administration, and patient outcomes. Standardized documentation 

formats improve consistency and completeness of clinical records while ensuring that patient information 

can be easily accessed and interpreted by other healthcare providers. EHR systems also enhance clinical 

decision-making in nursing practice. Access to comprehensive and up-to-date patient information allows 

nurses to identify potential risks, monitor changes in patient conditions, and respond to clinical situations in 

a timely manner. Embedded clinical decision support tools provide automated alerts for abnormal 

laboratory results, medication interactions, and potential safety concerns, enabling nurses to make informed 

decisions and provide safer care. Another important advantage of EHR systems is improved 

communication and collaboration among multidisciplinary healthcare teams. By providing a centralized 

digital platform for patient information, EHRs enable physicians, nurses, pharmacists, and other healthcare 

professionals to access consistent and accurate data. This shared access to patient information improves 



 

 

coordination of care, reduces miscommunication, and supports continuity of treatment across different 

healthcare settings. EHR systems contribute to nursing efficiency by reducing duplication of 

documentation and minimizing administrative workload. Electronic documentation allows nurses to 

quickly retrieve patient information, update records, and share clinical data with other healthcare 

professionals. Furthermore, EHR systems support quality improvement initiatives, nursing research, and 

legal documentation by providing easily retrievable and analyzable clinical data. 

ELECTRONIC HEALTH RECORDS AND NURSING EFFICIENCY 

The impact of Electronic Health Records on nursing efficiency has been widely examined in healthcare 

research. Numerous studies suggest that EHR systems improve nursing workflow, enhance time 

management, and increase productivity within healthcare settings. The primary mechanisms through which 

EHR systems improve efficiency include streamlined documentation processes, real-time access to patient 

information, and improved coordination of care. One significant benefit of EHR systems is the reduction in 

time required for documentation. Studies have shown that electronic documentation can significantly 

reduce the time nurses spend on manual record keeping. Poissant et al. (2005) reported that the 

implementation of EHR systems led to a measurable reduction in documentation time among nurses, 

allowing them to allocate more time to direct patient care activities. Another important factor contributing 

to improved nursing efficiency is real-time access to patient information. EHR systems enable nurses to 

quickly access laboratory results, medication orders, imaging reports, and clinical notes without the need to 

search through paper records. McGonigle and Mastrian (2018) noted that immediate access to patient data 

helps reduce delays in decision-making and improves the efficiency of clinical workflows. EHR systems 

also enhance communication and care coordination within healthcare teams. Shared electronic 

documentation ensures that healthcare providers have access to the same patient information, reducing 

duplication of assessments and improving collaboration. Wang et al. (2019) reported that electronic 

documentation improved interdisciplinary communication and minimized redundant nursing tasks.  

Furthermore, integrated features such as computerized physician order entry (CPOE) and electronic 

medication administration records (eMAR) streamline medication management processes. These systems 

help reduce interruptions during medication administration and support more efficient nursing workflows. 

IMPROVING ACCURACY AND REDUCING ERRORS WITH HER 

Electronic Health Records play a crucial role in improving the accuracy of clinical documentation and 

reducing medical errors in healthcare delivery. Medication errors, incomplete documentation, and 

communication failures have historically been major contributors to patient safety incidents. EHR systems 

provide technological solutions that help address these challenges. Research has shown that EHR systems 

significantly reduce medication-related errors. Bates et al. (1998) reported that computerized physician 



 

 

order entry systems integrated within EHR platforms reduced serious medication errors by more than 50%. 

Automated alerts for drug allergies, dosage limits, and potential medication interactions further enhance 

patient safety. Electronic documentation also improves the accuracy and completeness of nursing records. 

Structured data entry systems and standardized terminology reduce ambiguity in clinical documentation. 

Bowman (2013) highlighted that EHR systems improve the clarity and consistency of clinical 

documentation compared with handwritten records. Additionally, electronic records eliminate issues 

related to illegible handwriting and transcription errors. Clinical decision support systems embedded within 

EHR platforms further contribute to improved accuracy in patient care. These systems provide real-time 

alerts for abnormal laboratory values, potential drug interactions, and deviations from clinical guidelines. 

Bright et al. (2012) emphasized that such decision support tools assist healthcare professionals in making 

more informed clinical decisions. 

CHALLENGES IN EHR IMPLEMENTATION 

Despite their numerous benefits, EHR systems also present several challenges that can affect nursing 

practice and healthcare delivery. These challenges may include technical limitations, workflow disruptions, 

financial constraints, and concerns related to data security. Usability issues are among the most frequently 

reported challenges in EHR implementation. Khairat et al. (2018) found that complex interfaces and poorly 

designed navigation systems can increase documentation time and contribute to user frustration among 

nurses. Systems that do not align with clinical workflows may lead to inefficiencies and workarounds.  

Training and user acceptance are also important factors influencing the success of EHR implementation. 

McAlearney et al. (2012) reported that insufficient training and lack of ongoing technical support may 

reduce nurses’ confidence in using EHR systems effectively. Resistance to change among healthcare 

professionals accustomed to paper-based systems may also hinder adoption. Financial constraints represent 

another major challenge. The implementation of EHR systems requires significant investments in software, 

hardware, infrastructure, and staff training. Adler-Milstein et al. (2014) noted that smaller hospitals and 

healthcare facilities often struggle with the financial burden associated with EHR adoption. Data security 

and patient privacy are also critical concerns. As healthcare organizations increasingly rely on digital 

systems, protecting patient information from cyber threats has become a major priority. Kruse et al. (2017) 

emphasized the importance of robust cybersecurity measures and regulatory frameworks to safeguard 

electronic health data. 

FUTURE TRENDS IN EHR AND NURSING INFORMATICS 

The future of EHR systems is closely linked to advances in digital health technologies, artificial 

intelligence, and data analytics. Emerging technologies are transforming EHR systems from passive 

documentation platforms into intelligent systems capable of supporting clinical decision-making and 



 

 

predictive healthcare. Artificial intelligence and machine learning are expected to play a major role in the 

future development of EHR systems. AI-based tools can analyze large volumes of healthcare data to 

identify patterns, predict disease risks, and support early intervention strategies. Interoperability and health 

information exchange are also key priorities in the evolution of EHR systems. Standards such as FHIR are 

facilitating the seamless exchange of patient data across healthcare organizations. Mobile health 

technologies and wearable devices are increasingly being integrated with EHR systems. Real-time health 

data generated from wearable devices can support continuous patient monitoring and improve chronic 

disease management. Patient engagement tools, including patient portals and personal health records, are 

also expanding. These technologies allow patients to access their health information, communicate with 

healthcare providers, and participate more actively in their care. 

IMPLICATIONS FOR NURSING EDUCATION AND POLICY 

The widespread adoption of EHR systems has important implications for nursing education and healthcare 

policy. Nursing curricula must incorporate health informatics training to prepare students for technology-

driven healthcare environments. Simulation-based EHR training can help nursing students develop 

documentation skills, clinical reasoning abilities, and familiarity with digital healthcare systems. 

Healthcare policies should also support workforce development programs that promote continuous training 

in health informatics. Additionally, policies addressing data governance, privacy protection, and system 

interoperability are essential to ensure the secure and effective use of EHR systems in healthcare. 

CONCLUSION 

Electronic Health Record (EHR) systems have emerged as a cornerstone of modern healthcare, profoundly 

influencing nursing practice by enhancing efficiency, accuracy, and quality of care. This comprehensive 

review highlights that EHRs play a crucial role in streamlining nursing workflows, improving clinical 

documentation, reducing errors, and promoting patient safety through real-time access to information and 

clinical decision support systems. The literature consistently demonstrates that EHRs contribute to better 

care coordination, improved communication among healthcare professionals, and greater adherence to 

evidence-based practices. While the benefits of EHRs are substantial, challenges such as usability issues, 

training gaps, financial constraints, and data security concerns remain significant and must be addressed to 

ensure successful and sustainable implementation. Future trends, including artificial intelligence, 

interoperability, mobile health integration, and big data analytics, indicate that EHR systems will continue 

to evolve into more intelligent and patient-centered platforms. These advancements will further empower 

nurses and enhance healthcare outcomes, provided that nursing education and health policies adapt 

accordingly. 
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