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Abstract 
Sharing information about nursing perceptions on electronic health record (EHR) is important. Nursing is a 
high utilizer of HER, yet without accurate and complete information of EHR the risk of patient safety is 
increased. The purpose of this article was to explore nurses' experiences using electronic health record (EHR). 
This study used descriptive phenomenology by conducting semi-structured interviews to 14 nurses working 
at the inpatient ward of a Jakarta hospital. The obtained data was analyzed using Colaizzi's thematic analysis 
method. The nurses used EHR at the inpatient room through the followings: 1) easy and accurate data 
processing; 2) constraints of using EHR; and 3) nurse communication to patients and other health workers. 
The nurses experienced positive experiences in the form of ease and accuracy of data perceived by them and 
negative experiences in the form of system, network, and technical barriers during the use of EHR in 
hospitals. 
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Pengalaman Perawat Menggunakan Electronic Health Record: Sebuah 
Penelitian Kualitatif 

 
Abstrak 

Berbagi informasi tentang persepsi keperawatan pada electronic health record (HER) itu penting. 
Keperawatan adalah pemanfaat EHR yang tinggi, akan tetapi tanpa informasi yang akurat dan lengkap 
mengenai HER menyebabkan risiko keselamatan pasien meningkat. Tujuan artikel ini adalah untuk 
mengeksplorasi pengalaman perawat menggunakan EHR. Penelitian ini menggunakan deskriptif 
fenomenologi dengan cara interview semi terstruktur pada 14 perawat yang bekerja di ruang rawat inap 
rumah sakit Jakarta. Data yang didapatkan dianalisis menggunakan metode analisis tematik Colaizzi. 
Perawat menggunakan EHR di ruang rawat inap melalui hal-hal sebagai berikut: 1) pemrosesan Data yang 
mudah dan akurat; 2) kendala menggunakan EHR; dan 3) komunikasi perawat kepada pasien dan tenaga 
kesehatan lain. Perawat mengalami pengalaman positif berupa kemudahan dan akurasi data yang dirasakan 
oleh mereka serta pengalaman negatif berupa hambatan sistem, jaringan, dan juga hambatan teknis selama 
penggunaan EHR di rumah sakit. 
 

Kata Kunci: keselamatan pasien, pelayanan perawat, sistem perawatan berbasis teknologi 
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Introduction 

Electronic Health Records (EHRs) are 

commonly employed in hospitals; as a result, 

documentation errors more frequently occur. 

Incorrect identification can result in medical errors 

and treatments for the wrong person, infringements 

of privacy, billing errors, insurance fraud, and 

identity fraud (Aseem et al., 2020). Furthermore, 

the World Health Organization (WHO) stresses the 

essential role of a patient's or family's participation 

at all levels of the patient identification process 

(Skagerström et al., 2017).  

The EHR is beneficial to nursing services in 

improving patient safety. Firstly, the technology-

based health care systems can increase response 

time, especially in the initial assessment of the 

patient, which may decrease risks of injury and 

mortality rates (Kurniawan & Hariyati, 2019). 

Secondly, few studies state a decrease in the 

potential for her misuses (Lavin et al., 2017; 

Murphy et al., 2019; Tubaishat, 2019). Moreover, 

another study states an increase in the quality and 

efficiency of documentation in implementing an 

EHR (Hariyati et al., 2016). EHR studies reveal 

other factors that make the application of the EHR  

ineffective, such as the level of patients' and 

family’s knowledge about previous medical 

history, lack of integration when referring patients 

from the outpatient clinics to the inpatient ward 

(Taylor, 2017; Winter et al., 2017). Methods and 

protocols differ significantly across organizations 

and among nurses and are not performed 

systematically when no one can refute the values of 

maintaining correct patient identification. A study 

reveals that 24% of recorded errors are caused by 

putting electronic orders in the wrong patient chart, 

and this becomes the second most common cause 

of mistreatment(Hyman et al., 2012).  

Further study is warranted due to the absence 

of qualitative research in this field and the 

inconsistencies between the different results-based 

studies. Technology, from a socio-technical 

perspective in the absence of end-user feedback, is 

often created or applied and thus results in the need 

to redesign user workflow to suit the technology 

from a highly technical perspective (Medley, 

2017). Redesigning provider workflow to fit the 

technology, applied to a healthcare context, can 

cause clinicians to lose sight of the fundamental 

clinical intent of the software to improve patient 

safety. A framework designed from a highly 

technical point of view without a clear 

understanding of user requirements can also lead to 

major usability issues (Kaipio et al., 2020; Medley, 

2017). 

Although the literature on patient care 

policies is full of discussion on change measures, 

only few of them clearly discus the individual 

opinions of nurses. As other methods using pre-test 

variables are unable to capture the complexities of 

EHR usage in this context, a qualitative approach 

that allows for an in-depth analysis of the 

experience of nurses can be beneficial. An 

understanding of the experience of nurses with the 

use of EHR can lead to developing enhanced, novel 

approaches to the design and implementation of 

health IT. 

 

Method 

This research utilized a descriptive 

phenomenological method. Population and sample. 

The population of this study was 14 nurses in the 

inpatient room at a public hospital in Jakarta. The 

inclusion criteria of the research were: (1) the use 

of an EHR for more than two years; (2) ability to 

express life experiences; and (3) working on 

inpatient units. The exclusion criterion was nurses 

with work experience in less than two years in the 

current hospital.  

 

Recruitment.  

The research was conducted from March to 

September 2020. The interview was conducted at 

the hospital in Jakarta. This study employed 

purposive sampling to recruit participants. The 

researchers obtained a list of nurses' data from the 

head nurse. Researchers contacted the participants 

via email and WhatsApp and hosted private face-

to-face interviews via Zoom Video Meeting to 

ensure privacy. 

 

Ethical consideration.  

This research obtained the ethical approval 

from the Ethics Commission of Health Research 

and Development Sint Carolus School of Health 

Sciences (038/KEPPKSTIKSC/IV/2020).  

 

Data analysis.  

This research, Collaizzi’s thematic analysis 

was used. This method involved transcribing 

interview, reading transcript, formulating 

comments into codes or labels, creating categories 
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and themes, describing the phenomena's basic 

structure, and validating research results (Polit & 

Beck, 2012). In this research analysis, the 

interviews data was transcribed, then researcher 

read all participant transcript, following it then the 

transcript was converted into codes or labels based 

on the categories and themes.  

 

Validity and reliability.  

The researchers performed a trial interview 

on five nurses at Jakarta private hospital to assess 

the validity of research questions. Recordings and 

verbatim interviews were reviewed with observers 

and consultants. At the same time, the feedback 

and recommendations were collected that included 

modifying interview guidelines, concentrating 

questions submitted to participants on research 

targets, improving sampling (the method of 

optimizing questions), and improving bracketing 

during the interviews. 

Before distributing the research questions to 

the participants, the researchers ensure the 

applicability of the research questions. The 

researchers and external observers reviewed the 

data to ensure the absence of apparent 

discrepancies. Furthermore, the researcher 

assessed the sample and verified the Indonesian 

transcriptions. The collected data were then 

analyzed for labeling, categorization, and thematic 

analysis. 

 

Results  

Participant Demographic data.  

The demographic details of the 14 nurses 

who participate in the study are illustrated in table 

1. 
 Table 1. The Characteristics of Participants 

 

 

Partici

pants 
Sex Age 

Work 

Experience 

Education 

Level 

Career 

Ladder 

P1 Female 29 4 years Diploma Level 1 

P2 Female 25 3 years Diploma Level 1 

P3 Female 29 5 years Ners Level 2 

P4 Female 27 3 years Diploma Level 1 

P5 Female 23 2 years Diploma Level 1 

P6 Female 28 4 years Ners Level 2 

P7 Female 32 3 years Ners Level 2 

P8 Female 40 10 years Diploma Level 3 

P9 Female 38 8 years Diploma Level 3 

P10 Male 27 2 years Ners Level 1 

P11 Female 28 3 years Ners Level 2 

P12 Female 31 4 years Ners Level 2 

P13 Female 25 2 years Ners Level 1 

P14 Female 32 8 years Ners Level 2 

 

Fourteen nurses in inpatient room 

participated in the study. Among the 14 nurses, 13 

were female. The age of the nurses ranged from 23 

to 40 years old, with 2 to more than 10 years of 

working experience, and 8 nurses’ level of 

education were Bachelor of Science in Nursing. 

More than half nurses caree ladder were Level 1 & 

2.  

Nurses, during intervew, perceived an 

decreased risk to patient safety and experienced it 

in some instances. However, it became apparent 

that patient safety issues outweighed potential 

benefits and so these concerns were enabled to 

arise unrestrained by the interviewer. There are 

four themes in the subsequent subsections.  

Theme 1: Easy and accurate data processing 

Sub-theme: Convenient and accurate data on the 

EHR 

Most of the participants agree that 

employing EHRs makes the data documentation 

simpler, smoother, and less time-consuming 

compared to using handwritten records. 

Furthermore, utilizing EHR makes the data 

documentation more convenient for nurses because 

many nurses deal with paper records only before 

introducing them to EHRs. Consequently, the 

comparison of the two types of systems is accurate. 

"......It is beneficial because we just 

have to type it, and then the birth date 

or medical number or record number 

appears. We don't have to look for 

manual medical records anymore...." 

[P6] 

"....So it's not really hard to write if 

we were in the hospital before, we 

really used paper, everything was a 

bit tensed, but now, we just have to 

click on it (EHR) to make it easier.". 

[P3] 

"....for patients, the data is more 

concise. In the past, we had to look 

for files in the medical record rooms 

and go there. Now we just have to 

look at the patients’ medical history 

on EHRs....". [P3] 
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"... To search for patient data, we just 

have to type in the patient's medical 

record numbers, then everything 

appears immediately, such as name, 

date of birth, date of admission to the 

hospital, and the person in charge of 

the patient.." [P10] 

"... there is the patient's name, room 

number, the doctor-in-charge, what is 

the pain in the application (EHR). So 

it is beneficial for us as nurses...." 

[P11] 

The participants raised the issue of 

availability and easy accessibility of patient data. 

Healthcare professionals in multiple settings can 

view and monitor any of the patient data systems 

including the history of prior admissions, health 

care plans, several appointments, laboratory test 

results, prescriptions, and medical history. All of 

the open data will ensure the quality of patient care 

and help the health staff make informed clinical 

decisions based on reliable evidence. 

Consequently, risks to patients can be reduced. 

".......Very accurate. When we look 

for data, write down patient's name 

and date of birth, then get the medical 

record of the patient, then adjust the 

age and date of birth, just confirm 

again. Oh, this is this. So there is no 

double data....." [P6] 

"... For example, there is a new 

patient; we just need to open the 

patient's history in the EHR then type 

the medical record numbers. For 

example, there were many patients 

before, but we don't know the date, 

and who the doctor-in-charge was, 

we have to search ..." [P9] 

"... The interface on the monitor 

makes it easier for us too because it is 

clear. There are integration records, 

nursing records, laboratory results, 

radiology. All of those have appeared 

in the system..." [P10] 

Sub-theme: Input patient data on EHRs 

The majority of the participants argue that 

there are minimal possibilities for errors in data 

entry, as the template us straightforward, and the 

nurse is encouraged to complete all the relevant 

data. Thus, there is no possibility that the data is 

incomplete or inexact. The following note from 

one of the interviewed persons exemplifies this: 

"....the appearance is quite easy, 

simple, large icons. All menus are 

clear, ..." [P7] 

The system of data entry methods that 

mainly involve the use of tick boxes and drop-

down menus is regarded to elevate the risks of 

inputting errors. Particularly under time 

constraints, it is considered too easy for clinicians 

to tick the wrong box. 

".......When doing the patient 

assessment, we cannot type the 

nursing note (in EHR). We only click 

on the assessment, we click (tick box) 

all patient assessments, such as 

respiratory systems or cardiovascular 

systems by checklist. We can type, 

for example, in the option 'other,' 

click. Then type in the information 

we want to enter...." [P7] 

"Easier and faster in doing the work 

because it is already set and we only 

need to click (thick box)" [P8] 

The participants state that there is a situation 

that nurses can create data entry errors. Therefore, 

nurses express that it is necessary to ensure patient 

safety and establish the most reliable information 

of the patients. The errors can occur accidentally 

and are made by the participants unintentionally. 

When the nurses are aware of the mistake, they feel 

personally responsible to correct the mistake. 

"If the patients’ data are incorrectly 

inputted, we will correct them. For 

example, when we enter the patient's 

drug name incorrectly, then we 

continue to correct the data directly in 

the EHR....." [P6] 

"....Many sheets that must be filled in 

and recorded. And data of nursing 

interventions on patients make nurses 

overwhelmed and their energy 

constraints...." [P12] 

 “...We can fill in again at another 

time if there is a missing assessment 

form to fill in. Besides, the nurses 

said that too many forms to fill out 

during the identification process 

takes time” [P13] 

Theme 2: Constraints of using EHR 

Sub-theme: Physical limitations 

Some situations can create distraction for 

nurses. For example, nurses forget to check patient 

identification because of the hectic environment, 
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excessively fast pace, or fatigue. Nurses possibly 

report incomplete patient data because of the 

limited access to the computer. 

".....My room is only facilitated 

with two computers. If the 

conditions are crowded, 

sometimes we don't have time to 

hold it, it's impossible, it takes 

time to fill it" [P1] 

“... The ratio between computers 

and nurses is imbalanced. And we 

share the computers in this 

room..." [P5] 

".... there are not many computers 

in this room. So sometimes you 

still have to wait for each other ..." 

[P10] 

Incomplete patient data makes the nurses or other 

nurses on the next shift have to fill the data in EHR. 

"........For example, in the 

afternoon we don't have it, maybe 

tomorrow it will be completed 

again or the nurse who is 

afterward (next shift nurse)" [P2] 

Sub-theme: Technical problems 

Most participants state that there are not many 

technical problems. This research reveals that 

during the first implementation of EHRs, nurses 

face some technical issues. However, during the 

times, the frequency of errors decreases constantly. 

Several categories of technical issues listed are an 

unstable internet connection, device failures, and 

freezes. These issues will contribute to higher 

downtimes. The safety risks associated with the 

inaccessibility to patient data, which in turn may 

endanger patients, particularly in emergencies 

where prompt actions are needed that should be 

dependent on patient data in the system. 

Nevertheless, the interviewees deny some machine 

downtime. The respondents, however, stated that 

any system downtime in their hospitals occur 

briefly and quickly as it is fixed. 

Furthermore, some participants argue that there is 

a straightforward solution to this problem. During 

the downtime period of the electronic health 

record, nurses will use the paper-based medical 

records as a backup mechanism. Utilizing paper 

forms for recording patients’ data must be kept by 

nurses until the EHRs start and eventually put all 

the accumulated data back into the electronic 

framework. 

".... At that time, there was probably 

a problem in the central system. 

Therefore, it (EHR) couldn't be 

opened. In the end, we wrote the data 

manually again (Patient Data). But it 

only took a day to run out, the 

hospital’s IT support team 

immediately handled it...." [P3] 

'..when the nurse enters the room 

(patient room), 'blepp’, the signal 

disappears. The signal can only be 

received in the lobby and nurse 

station. Besides, the computer 

sometimes is slowly responding.." 

[P5] 

"...if the system is slow, it's 

troublesome. If there are more 

patients, the system requires some 

upgrades. That's complicated because 

if the system is an error, we have to 

record manually and then retype it. It 

really takes a lot of time..." [P9] 

“...when the computer is operated 

simultaneously by several health 

workers, it automatically freezes” 

[P14] 

Furthermore, the nurse reveals that the system 

takes a long time to search for a file of the patient 

who has been admitted for a long time.   

"...The patient has been in the ICU for 

a long time; the data has been opened 

for a long time, it's hard to search for 

data of old patient.." [P9] 

Theme 3: nurse communication to patients and 
other health workers 

Sub-theme: poor use of communication channels in 

the system. 

Participants suggested that the system had contact 

channels. System users cannot send each other 

clinical messages about the care of a patient. This 

problem is, therefore, actually a weakness in the 

way nurses deal with the system, and not a fault of 

the system itself. One of the participants 

highlighted the potential for the optimal use of the 

system's electronic communication channels: 

"... When the patient's laboratory test results 

show abnormal, the laboratory staff will 

notify the nurse by telephone and the nurse 

will notify the doctor by telephone..." [P6] 

Sub-theme: communicating with the patient, family 

and HCPs  

336 
 



Faletehan Health Journal, 10 (3) (2023) 332-341 

www. journal.lppm-stikesfa.ac.id/ojs/index.php/FHJ 
ISSN 2088-673X | 2597-8667 

322 30 
 

The admission, discharge and transfer process are 

variable, non-linear and requires skilled 

communication on the part of the nurse and other 

Healthcare Professionals (HCPs) to ensure safe and 

effective medication management. EHR is 

configured in modules for the admission, discharge 

and transfer processes using EHR. The medication 

information contained within each module informs 

decisions made by the prescriber, but is also 

reviewed by other HCPs; therefore, incomplete or 

inaccurate EHR information may lead to erroneous 

medication orders affecting the patient’s plan of 

care. In addition to the nurses, the patient and the 

family are also part of the patient’s care team. As 

such, they are asked to provide medication 

information upon the patient’s admission to the 

hospital. The patient and family will also be 

entrusted with the appropriate post-discharge care 

at home by referring to medication information on 

the discharge summary. For these reasons, 

participants have described EHR as a 

communication tool for themselves, other HCPs 

and the patient and family. There are times when 

communication via EHR may not be effective 

which will be discussed later. 

“....It is also easier for patients to get 

information and it is easier for us to 

explain...” [P3] 

“.......For example, the patient's 

family needs to be referred to another 

hospital, the nurse asked for the 

results of the x-ray, oh, I'll call the 

radiologist first, so we just need to 

call the patient's household number.” 

[P3] 

Sub-theme: coordinating care and collaborating 

with other HCPs  

In one department, interprofessional collaboration 

for the purposes of EHR is 

typically between the Nurse and a fellow. 

Consistent with the experiences of other nurses in 

this study, each nurse department is responsible for 

the care their own patients. In the following 

example, P5 conveyed the way in which the role of 

the fellow and the Nurse differ for this department.  

“...when we did the handover, we felt very 

helpful because we could easily double-

check what the nurse had said....’ [P5] 

“...if the patient has moved to another room, 

the nurse can only access patient data 

through the computer in the patient's room..” 

[P14] 

Sub-theme: no clinical alerts 

Some of the participants cited as a safety concern 

the no clinical warnings that occur on the system. 

In certain cases, abnormally high or low results of 

laboratory tests require immediate action; a timely 

alert is therefore required. The system used by 

nurses does not yet have this feature; that is, no 

clinical messages are automatically produced and 

sent directly to the users about laboratory test 

results. In such cases, and according to the 

participants, nurses have two options: either verify 

the results of the laboratory test individually, or 

rely on the laboratory technician to inform them of 

any suspicious results by phone. This is a method 

that takes time. The nurse will be notified by the 

technician, and the latter will notify the doctor, 

who is responsible for informing the consultant of 

the patient..  

“.... in the EHR system, there is no 

notification regarding the normal value of 

the patient's lab results, so, nurses must be 

more careful in seeing the lab results...” 

[P13] 

“.... If there is a patient's laboratory value 

that is not normal, the laboratory staff will 

notify the nurse by telephone...” [P11] 

During this long chain of staff contact, the time lost 

can delay the adequate care given to patients. If the 

scheme has a feature that sends warning 

notifications of something abnormal to all those 

directly involved in the treatment of a patient, it 

would save time and facilitate safer care. This 

refers not only to the findings of laboratory studies, 

but also to all patient-requested examinations, 

treatments, and clinical orders. 

 

Discussion 

The results of this qualitative study revealed 

various perceptions of patient identification of 

EHRs among staff nurses. The participants 

commonly believe that the use of EHRs has 

increased patient safety. Some participants, 

however, pointed to system deficiencies in this 

regard. However, it is essential to understand that 

the different opinions emerge because of the 

variety length of time that the system uses.   

The findings showed that information on EHRs is 

readily available, open and searchable, and it is 

understood that this would have a positive effect on 

patient safety. Such quick access to patient 

information will improve clinical decision-making, 

improve the safety and quality of treatment and 
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minimize the risk of patients receiving faulty care. 

(Alotaibi & Federico, 2017; Clarke et al., 2016; 

Kelsey & Claus, 2016; Thenu et al., 2016). EHR 

users can immediately refer to a wide variety of 

data and information, and the time saved can be 

spent improving the quality of patient care. (Lavin 

et al., 2017; Tubaishat, 2019). The available 

information shows that nurses can formulate 

educated care plans for their patients easily. 

(Ehrenstein et al., 2019; Evans, 2016; Walker et al., 

2018). A systematic approach to health care and 

clinical decision making that supports patient 

safety can be assured by the completeness of the 

data supported by EHRs, including, for example, 

medical diagnosis, list of medications, and history 

of allergies.. 

Data entry errors, specifically the use of template 

checkboxes that can cause errors in incongruity, 

are one of the concerns. This view is in agreement 

with Clarke et al. (2016). They argue that it is easy 

to tick the wrong boxes that can lead to incorrect 

symptoms or to report outcomes, potentially 

impacting patient care and eventual length of stay. 

Many other participants, however, have the 

opposite view and assume that there is no chance 

of error in the template. Templates encourage the 

completeness and accuracy of knowledge that can 

support patient safety (Hydari et al., 2015). 

The results of the current study show that technical 

issues are a concern that could have an indirect 

effect on patient safety. These issues are difficult to 

handle on certain occasions and pose a continuing 

danger to patient safety. Due to data unavailability 

during device downtime, errors can occur 

(Wondmieneh et al., 2020). The other issue is the 

confusion of nurses on how and when to report the 

incident in the event of a patient safety incident 

without access to an electronic patient record 

(Clarke et al., 2016). 

Furthermore, the research results show that limited 

computer facilities hamper the identification data 

input process. Therefore, it demands more time to 

complete. The lack of IT facilities and equipment 

is commonly tagged in the literature as a hurdle in 

implementing EHR systems. The technical or IT 

infrastructure for the EHR system to operate 

effectively should be available (Gesulga et al., 

2017). High-quality EHRs require compatible 

laptops, tablets, computers, or smartphones for 

health care professionals (Winter et al., 2017).  

The findings of the current study indicate that 

technical issues are a problem that can impact 

patient safety indirectly. In fact, these concerns are 

difficult to resolve on certain occasions and 

represent a continuing threat to patient safety. For 

instance, device crashes lead to limited access to 

critical patient data, thus endangering protection 

(Schopf et al., 2019). It is consistent with the 

findings of  Wondmieneh et al. (2020), who report 

that errors during system downtime might occur 

due to the unavailability of data.  

EHRs must rely on high-performance servers and 

networks. It holds not only for their use in inpatient 

care but also for clinical research usage (Winter et 

al., 2017). Furthermore, the excellent application 

of EHRs is significant for the integration of big 

data. The basis for decision support requires large 

RAM, fast disk resources, super-efficient search 

and compression algorithms, and high-speed 

servers and networks (Zadvinskis et al., 2018). 

Clinicians can create personalized electronic lists 

of their patients. Nurses still need to organize and 

process such data into relevant information, 

knowledge, or wisdom so that patients can receive 

better holistic care. (Ang, 2019) 

Processes relating to clinician communication are 

complex and vulnerable to breakdown. In the 

EHR-enabled healthcare environment, providers 

rely on technology to support and manage their 

complex inter-clinician communication processes. 

If implemented and used correctly, EHRs have 

potential to improve the safety and safe use of 

clinician communication (Chase et al., 2014; 

Matthew-Maich et al., 2016).  

Communication is a key aspect of nearly all patient 

care processes and has enormous potential to 

impact patient safety (Esquivel et al., 2012; Saxena 

et al., 2011). Communication breakdowns between 

clinicians are one of the most common causes of 

medical errors and patient harm. Communication 

processes have become increasingly integrated into 

EHRs (Murphy et al., 2019; Tubaishat, 2019). 

These include sending and receiving referral and 

consult communication, communication about 

transitioning a patient from the inpatient to the 

outpatient setting, and communicating clinical 

messages with the EHR. Several attributes of EHR-

based communication can result in a disconnect 

between the sender and the receiver of clinical 

information, including the sender’s uncertainty 

about whether or when a message has been 

received, and a mismatch between single patient 

versus multiple patient interactions. Messages may 

be incomplete, misdirected, or directed to an 

338 
 



Faletehan Health Journal, 10 (3) (2023) 332-341 

www. journal.lppm-stikesfa.ac.id/ojs/index.php/FHJ 
ISSN 2088-673X | 2597-8667 

322 30 
 

unavailable clinician, and may overload the 

recipient (Mold et al., 2015; Zhu et al., 2019). 

 

 

Cunclusion 

The recent research examines this topic as 

viewed by staff nurses who are end-users of the 

system and can accurately assess the effects. The 

nurses addressed the beneficial effects of EHRs. 

The discussion includes convenient and accurate 

finding patient data on EHR and easiness to input 

patients’ data. Nevertheless, some of the 

participants cited safety concerns, such as 

workplace distractions and technical problems. All 

of which can in some respects jeopardize patient 

safety. These vulnerabilities can be related to either 

unreliable internet networks or restricted 

workplace computer facilities. Right patient data 

support foundational concepts for nursing and 

nursing informatics. The concept includes data, 

information, and knowledge complemented by 

wisdom that contribute to conceptual clarifications, 

depict clinical processes in sufficient detail to 

support clinical judgments, and enhance patient 

safety. The research provides a benchmark for 

future improvements in the electronic health record 

system in the hospital. 

 

Acknowledgement 

The researcher would like to thank all of the 

participants and Higher Education Service 

Institutions Regional III (LLDIKTI III). This 

research was supported by the Ministry of 

Research and Technology/National Research and 

Innovation Agency (Grant ID: 26/E1/KPT/2020). 

 

References 

Alotaibi, Y., & Federico, F. (2017). The impact of 

health information technology on patient 

safety. Saudi Medical Journal, 38(12), 1173–

1180. 

https://doi.org/10.15537/smj.2017.12.20631 
Ang, R. J. (2019). Use of content management 

systems to address nursing workflow. 

International Journal of Nursing Sciences, 

6(4), 454–459. 

https://doi.org/10.1016/j.ijnss.2019.09.012 

Aseem, S., Ratrout, B. M., Litin, S. C., Ganesh, R., 

Croghan, I. T., Salerno, M. S., Majka, A. J., 

Chutka, D. S., Hurt, R. T., Abu Lebdeh, H. S., 

Vincent, A., & Nanda, S. (2020). A Process 

of Acceptance of Patient Photographs in 

Electronic Medical Records to Confirm 

Patient Identification. Mayo Clinic 

Proceedings: Innovations, Quality & 

Outcomes, 4(1), 99–104. 

https://doi.org/10.1016/j.mayocpiqo.2019.10

.002 

Chase, D. A., Ash, J. S., Cohen, D. J., Hall, J., 

Olson, G. M., & Dorr, D. A. (2014). The 

EHR’s roles in collaboration between 

providers: A qualitative study. AMIA Annu 

Symp Proc, 2014, 1718–1727. 

http://www.ncbi.nlm.nih.gov/pubmed/25954

444 

Clarke, A., Adamson, J., Watt, I., Sheard, L., 

Cairns, P., & Wright, J. (2016). The impact of 

electronic records on patient safety: A 

qualitative study. BMC Medical Informatics 

and Decision Making, 16(1), 1–7. 

https://doi.org/10.1186/s12911-016-0299-y 

Ehrenstein, V., Kharrazi, H., Lehmann, H., & 

Taylor, C. O. (2019). Obtaining Data From 

Electronic Health Records. In Gliklich. RE, 

M. Leavy, & N. Dreyer (Eds.), Tools and 

Technologies for Registry Interoperability, 

Registries for Evaluating Patient Outcomes: 

A User’s Guide (3rd ed., pp. 1–92). Agency 

for Healthcare Research and Quality (US). 

https://doi.org/https://doi.org/10.23970/AHR

QEPCREGISTRIES3ADDENDUM2 

Esquivel, A., Sittig, D. F., Murphy, D. R., & Singh, 

H. (2012). Improving the Effectiveness of 

Electronic Health Record-Based Referral 

Processes. BMC Medical Informatics and 

Decision Making, 12(1), 107. 

https://doi.org/10.1186/1472-6947-12-107 

Evans, R. S. (2016). Electronic Health Records: 

Then, Now, and in the Future. Yearbook of 

Medical Informatics, S48–S61. 

https://doi.org/10.15265/IYS-2016-s006 

Gesulga, J. M., Berjame, A., Moquiala, K. S., & 

Galido, A. (2017). Barriers to Electronic 

Health Record System Implementation and 

Information Systems Resources: A 

Structured Review. Procedia Computer 

Science, 124, 544–551. 

https://doi.org/10.1016/j.procs.2017.12.188 

Hariyati, Rr. T. S., Yani, A., Eryando, T., 

Hasibuan, Z., & Milanti, A. (2016). The 

Effectiveness and Efficiency of Nursing Care 

Documentation Using the SIMPRO Model. 

International Journal of Nursing Knowledge, 

339 
 

327 
 



Faletehan Health Journal, 10 (3) (2023) 332-341 

www. journal.lppm-stikesfa.ac.id/ojs/index.php/FHJ 
ISSN 2088-673X | 2597-8667 

321 323 
 
325 
 
327 
 
334 
 

27(3), 136–142. 

https://doi.org/10.1111/2047-3095.12086 

Hydari, M. Z., Telang, R., & Marella, W. M. 

(2015). Electronic health records and patient 

safety. Communications of the ACM, 58(11), 

30–32. https://doi.org/10.1145/2822515 

Hyman, D., Laire, M., Redmond, D., & Kaplan, D. 

W. (2012). The Use of Patient Pictures and 

Verification Screens to Reduce 

Computerized Provider Order Entry Errors. 

PEDIATRICS, 130(1), e211–e219. 

https://doi.org/10.1542/peds.2011-2984 

Kaipio, J., Kuusisto, A., Hyppönen, H., 

Heponiemi, T., & Lääveri, T. (2020). 

Physicians’ and nurses’ experiences on EHR 

usability: Comparison between the 

professional groups by employment sector 

and system brand. International Journal of 

Medical Informatics, 134(October 2019), 

104018. 

https://doi.org/10.1016/j.ijmedinf.2019.1040

18 

Kelsey, N. C., & Claus, S. (2016). Embedded, in 

situ simulation improves ability to rescue. 

Clinical Simulation in Nursing, 12(11), 522–

527. 

https://doi.org/10.1016/j.ecns.2016.07.009 

Kurniawan, M. H., & Hariyati, R. T. S. (2019). 

Patient assessment responses in nursing 

practice to enhance patient safety: A 

systematic review. Enfermeria Clinica, 29, 

459–463. 

https://doi.org/10.1016/j.enfcli.2019.04.068 

Lavin, M. A., Harper, E., & Barr, N. (2017). Health 

information technology, patient safety , and 

professional nursing care documentation in 

acute care settings. The Online Journal of 

Issues in Nursing, 1–16. 

https://doi.org/10.3912/OJIN.Vol20No02PP

T04 

Matthew-Maich, N., Harris, L., Ploeg, J., Markle-

Reid, M., Valaitis, R., Ibrahim, S., Gafni, A., 

& Isaacs, S. (2016). Designing, 

Implementing, and Evaluating Mobile Health 

Technologies for Managing Chronic 

Conditions in Older Adults: A Scoping 

Review. JMIR MHealth and UHealth, 4(2), 

e29. https://doi.org/10.2196/mhealth.5127 

Medley, N. (2017). Nurse practitioner and 

EMEDREC: A Phenomenological 

Exploration [Ryerson University]. 

https://digital.library.ryerson.ca/islandora/ob

ject/RULA%3A6446/datastream/OBJ/downl

oad/Nurse_practitioners_and_eMedRec__a_

phenomenological_exploration.pdf 

Mold, F., de Lusignan, S., Sheikh, A., Majeed, A., 

Wyatt, J. C., Quinn, T., Cavill, M., Franco, 

C., Chauhan, U., Blakey, H., Kataria, N., 

Arvanitis, T. N., & Ellis, B. (2015). Patients’ 

online access to their electronic health 

records and linked online services: A 

systematic review in primary care. British 

Journal of General Practice, 65(632), e141–

e151. 

https://doi.org/10.3399/bjgp15X683941 

Murphy, D. R., Giardina, T. D., Satterly, T., Sittig, 

D. F., & Singh, H. (2019). An Exploration of 

Barriers, Facilitators, and Suggestions for 

Improving Electronic Health Record Inbox-

Related Usability: A Qualitative Analysis. 

JAMA Network Open, 2(10), e1912638. 

https://doi.org/10.1001/jamanetworkopen.20

19.12638 

Polit, D. F., & Beck, C. T. (2012). Nursing 

research: Generating and assessing evidence 

for nursing practice (9th ed.). Wolters 

Kluwer Health | Lippincott Williams & 

Wilkins. 

Saxena, K., Lung, B. R., & Becker, J. R. (2011). 

Improving patient safety by modifying 

provider ordering behavior using alerts 

(CDSS) in CPOE system. AMIA ... Annual 

Symposium Proceedings. AMIA Symposium, 

1207–1216. 

http://www.ncbi.nlm.nih.gov/pubmed/22195

181 

Schopf, T. R., Nedrebø, B., Hufthammer, K. O., 

Daphu, I. K., & Lærum, H. (2019). How well 

is the electronic health record supporting the 

clinical tasks of hospital physicians? A 

survey of physicians at three Norwegian 

hospitals. BMC Health Services Research, 

19(1), 1–9. https://doi.org/10.1186/s12913-

019-4763-0 

Skagerström, J., Ericsson, C., Nilsen, P., Ekstedt, 

M., & Schildmeijer, K. (2017). Patient 

involvement for improved patient safety: A 

qualitative study of nurses’ perceptions and 

experiences. Nursing Open, 4(4), 230–239. 

https://doi.org/10.1002/nop2.89 

Taylor, D. N. (2017). A Literature Review of 

Electronic Health Records in Chiropractic 

Practice: Common Challenges and Solutions. 

Journal of Chiropractic Humanities, 24(1), 

340 
 



Faletehan Health Journal, 10 (3) (2023) 332-341 

www. journal.lppm-stikesfa.ac.id/ojs/index.php/FHJ 
ISSN 2088-673X | 2597-8667 

322 30 
 

31–40. 

https://doi.org/10.1016/j.echu.2016.12.001 

Thenu, V. J., Sediyono, E., & Purnami, C. T. 

(2016). Evaluasi Sistem Informasi 

Manajemen Puskesmas Guna Mendukung 

Penerapan Sikda Generik Menggunakan 

Metode Hot Fit Di Kabupaten Purworejo. 

Jurnal Manajemen Kesehatan Indonesia, 

4(2), 129–138. 

https://doi.org/10.14710/JMKI.4.2.2016.129

-138 

Tubaishat, A. (2019). The effect of electronic 

health records on patient safety: A qualitative 

exploratory study. Informatics for Health and 

Social Care, 44(1), 79–91. 

https://doi.org/10.1080/17538157.2017.1398

753 

Walker, E., McMahan, R., Barnes, D., Katen, M., 

Lamas, D., & Sudore, R. (2018). Advance 

Care Planning Documentation Practices and 

Accessibility in the Electronic Health 

Record: Implications for Patient Safety. 

Journal of Pain and Symptom Management, 

55(2), 256–264. 

https://doi.org/10.1016/j.jpainsymman.2017.

09.018 

Winter, A., Takabayashi, K., Jahn, F., Kimura, E., 

Engelbrecht, R., Haux, R., Honda, M., 

Hübner, U., Inoue, S., Kohl, C., Matsumoto, 

T., Matsumura, Y., Miyo, K., Nakashima, N., 

Prokosch, H.-U., & Staemmler, M. (2017). 

Quality Requirements for Electronic Health 

Record Systems. Methods of Information in 

Medicine, 56(S 01), e92–e104. 

https://doi.org/10.3414/me17-05-0002 

Wondmieneh, A., Alemu, W., Tadele, N., & 

Demis, A. (2020). Medication administration 

errors and contributing factors among nurses: 

a cross sectional study in tertiary hospitals, 

Addis Ababa, Ethiopia. BMC Nursing, 19(1), 

4. https://doi.org/10.1186/s12912-020-0397-

0 

Zadvinskis, I. M., Garvey Smith, J., & Yen, P.-Y. 

(2018). Nurses’ Experience With Health 

Information Technology: Longitudinal 

Qualitative Study. JMIR Medical 

Informatics, 6(2), e38. 

https://doi.org/10.2196/medinform.8734 

Zhu, X., Tu, S. P., Sewell, D., Yao, N. (Aaron), 

Mishra, V., Dow, A., & Banas, C. (2019). 

Measuring electronic communication 

networks in virtual care teams using 

electronic health records access-log data. 

International Journal of Medical Informatics, 

128(January), 46–52. 

https://doi.org/10.1016/j.ijmedinf.2019.05.0

12 

  

 

 

341 
 


