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ABSTRACT 

Staff Nurses' Willingness toward Using Electronic Patient Record 

in Nursing Documentation 

Background: an electronic patient record (EPR) is a secure and private 

electronic lifetime record of an individual‟s key health history and care.  

Aim: this study aim was to assess staff nurses' willingness towards 

using Electronic Patient Record (EPR) in nursing documentation. 

Setting: it was conducted in the Intensive Care Units (ICUs) at Zagazig 

University Hospitals. Design: a descriptive design was used to conduct 

this study. Subjects: this study included 150 staff nurses.  Tools: a 

self-administrated questionnaire was used for data collection.  Results: 

the main study findings revealed that the staff nurses in the study 

setting have deficient computer knowledge and skills. However, their 

attitudes towards the use of computer is mostly positive, and this is 

associated with a high willingness to learn and apply computer use at 

work as in Electronic Patient Records (EPR). Staff nurses‟ knowledge, 

skills, attitude, as well as their willingness are influenced by certain of 

their personal characteristics such as age, gender, marital status, and 

experience. There are also some variations among different units. 

Conclusion: training in computer is an unmet need among these  staff 

nurses. Their willingness to learn and apply need to be invested by 

hospital administration. Recommendation: it is recommended that the 

hospital administration identify nurses‟ learning needs in the context of 

EPR implementation, and provide support. Nurse managers should be 

trained to be able to supervise the application of electronic nursing 

documentation. Basic computer knowledge and skills should be 

included in the curricula of nursing schools. 

Keywords:  Electronic Patient Records, Knowledge, Willingness, 

Nursing Documentation , Staff nurses. 
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INTRODUCTION 

 Nursing documentation is an integral component of 

nursing and a pre-requisite for quality nursing care. It is an 

important communication tool amongst caregivers in nursing 

homes and between aged care providers and other healthcare 

professionals. Documented evidence enables nursing 

managers to assess whether care provided by individual 

caregivers was professional, safe and competent. It also 

increases the visibility of nursing care activities. 

Reimbursement for the provision of care services also 

benefits substantially from having thorough and accurate 

nursing records (Chapman et al., 2006). 

 Paper-based nursing documentation practice is time 

consuming. Records are often illegible, missing or incorrect, 

which may lead to medical errors. Also, the manual 

documentation process is often repetitive and data may not 

be easy to retrieve or update. The paper record is thus 

incomplete and inadequate for supporting caregivers in the 

provision of quality nursing care. Since the introduction of 

information technology into nursing practice, various 

applications have been developed and used by nurses with 
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the hope of reducing paperwork, improving the quality of 

nursing data and saving caregivers‟ time (Hailey et al., 

2008). 

 The introduction of computers at hospitals has 

paralleled the rapid increase in the volume of record keeping 

forced by governmental regulations, technological 

innovations, and increase awareness of the importance of 

planning many hospitals administrators and healthcare 

experts believe that computerized information handling 

reduces or helps stabilize the cost of healthcare (Stay, 2012). 

 An electronic patient record (EPR) is defined as a 

secure and private electronic lifetime record of an 

individual‟s key health history and care within the health 

system. This record is available electronically to authorized 

health providers and the individual anywhere, anytime in 

support of high quality care. This record is designed to 

facilitate the sharing of data across the continuum of care, 

across healthcare delivery organizations, across time and 

across geographical areas (Anderson, 2007). 

 The EPR is not only maintaining an individuals' 

lifetime health information, but that they also facilitate the 
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capture, storage, processing, communication, security, and 

presentation of non-redundant health information. The 

movement from a narrative system of charting to an EPRs 

system requires major changes in mindset, knowledge, 

performance and skills. In addition, providing a translation of 

the required content areas and documentation needs is crucial 

to the planning and implementation a high technology EPRs 

system (Ammenwerth et al., 2007). 

 There are many benefits of using EPRs for both 

patients and hospitals: reducing the cost, improving the 

quality of health services, ease of access for a large number 

of authorized people, information storing and ensuring 

confidentiality when required. Electronic patient records 

provide many benefits to the government and healthcare 

providers as whole. It can be accessible from multiple 

locations and units within the enterprise. Therefore, the time 

of accessing the patient‟s medical record is reduced. Hence, 

the productivity will increase and the quality of care will 

improve (Richard and Holden, 2010). 

 The EPR systems have the potential to bring huge 

benefits to patients and are being implemented in health 

systems across the developed world. Storing and sharing 
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health information electronically can speed up clinical 

communication, reduce the number of errors, and assist 

doctors in diagnosis and treatment. Patients can have more 

control of their own healthcare. Electronic data also have 

vast potential to improve the quality of healthcare audit and 

research. However, increasing access to data through EPR 

systems also brings new risks to the privacy and security of 

patient records (Fetter, 2008). 

 However, if the practice is ready to implement an EPR, 

there are basic practical implementation steps to ensure that 

the probability of success will increase dramatically. 

Willingness is a key first factor along with the eagerness of 

personal, availability of a champion, perceived usefulness of 

the EPRs and teamwork. One of the most important lessons 

that people working in this field have discovered is that 

people-based skills (cooperation, leadership, creative, 

thinking) are as important the technology itself (Sitting, 

2008).  

 The essential steps in the process of EPR 

implementation begin not by thinking about an EPR for the 

practice because other practices have one, but by thinking 

about how members of the practice would like their practice 
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to operate in the future. With this focus, an EPR is about 

implementing the vision, rather than technology. The 

important concerns for any practice considering the 

introduction of an EPR are its own internal willingness for 

this major change and change management (Lorenzi, 2009).  

 More and more healthcare organizations are 

introducing electronic systems to store patient information 

(Francke et al., 2008). The data in EPRs is considered a 

significant resource for clinical evidence that has been used 

for evidence-based practice research in multidiscipline. 

However, several studies suggested that poor understanding 

of EPRs functionality may lead to medical error. Therefore, 

healthcare professionals need to be trained to be 

knowledgeable and have a true understanding of the use of 

EPR to prevent medical error and improve the quality of 

patient care (Kushniruk and Borychi, 2008).  

 Moreover, since computerized documentation has 

become a major part of delivering care and as such providers 

of healthcare must be competent in the use of computerized 

documentation in order to deliver safe and effective care 

(United State Department of Health and Human Services, 

2010). 


