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Abstract

EHR (Electronic Health Records) have become a revolutionary force in contemporary healthcare, especially in relation to advancing the
quality and efficiency of nursing documentation in medical-surgical units. This study, which focused on EHR systems to demonstrate
documenting practices, found not only that accuracy, accessibility, and standardization of records of care provided to patients improved
when documented in EHR, but also that by transitioning from paper-based documentation, EHR supports immediate entry of data, includes
features to reduce documentation errors, and expedites communication among interdisciplinary team members in real-time. The EHR
electronic document features of medical-surgical units also provide nurses with structures of templates, automated notifications, and other
decision-support technologies, which foster more accurate assessment documentation, continuity of care, and adherence to clinical practice
guidelines. EHR improves patient safety through improved medication administration records, redundancy of documentation recorded in the
medical record, and adoption of health information technology breaking barriers to communication. Challenges to practice associated with
EHR include perception of increased workload, training access, and usability flaws; however, EHR ultimately supports evidence-based
practice and benefits patient outcomes of care overall. This abstract demonstrates that while EHR may change practices of documentation,
nursing patients in medical-surgical units positively strengthens documentation practices and supports the subsequent quality, safety, and
efficiency of care delivered in healthcare settings.
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Introduction address these issues. EHR systems enable real-time patient

Nursing documentation is a key part of professional practice
that serves both as a communication tool and a legal record
of patient care. Medical-surgical units often have patients
with complex and ever-changing conditions, so timely and
accurate nursing documentation is necessary to provide
continuity of care, support patient safety, and support
collaborative interdisciplinary practice. Traditionally,
nursing documentation was done using paper-based
methods that were associated with potential errors,
inconsistencies, and lack of accessibility. This raised the
urgent need for ways that could support the evolving needs
within the healthcare delivery system. Electronic Health
Records (EHRs), a technological advancement, are used to
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data collection, storage, and retrieval which has changed
how nurses document, access, and use clinical data. EHRs
provide nurses with structured templates, standardized
terminology, and, and the use of tools that assist with
documentation which can minimize redundancy and
omissions. EHRs also assist in conducting comprehensive
assessments, recording accurate medication administration
records, and timely monitoring a patient's change in status
within a medical-surgical unit context, which is critical for
managing acute and chronic conditions. Furthermore, the
implementation of EHRs is aligned with the global health
system's goals to improve quality, safety, and efficiency.
EHRs help to increase patient-centred care by emphasizing

86


https://researchtrendsjournal.com/
https://researchtrendsjournal.com/
https://doi.org/10.5281/zenodo.17455247

International Journal of Trends in Emerging Research and Development

evidence-based  clinical  practice and  improving
communication among healthcare teams. Nevertheless,
challenges persist which can limit adoption of EHRs
including system usability, training and education, and
documentation burden. As a result, it is important to
examine the role of Electronic Health Records in improving
nursing documentation in medical-surgical units. This
examination does not only allow for the identification of
opportunities and limitations associated with EHRs, but also
allowed for identification of factors that can help strengthen
nursing practice and patient care in hospital settings.

Literature Review

Introduction Electronic Health Records (EHRs) have been
implemented to enhance record-keeping, information
access, and patient safety. Nursing documentation - a gist of
clinical communication and continuity of care in medical-
surgical units - has been a common subject of investigations
of EHRs due to its immediate impact upon processes of care
and results. A number of review articles and empirical
studies document strengths and persistent difficulties
subsequent to implementation of EHRs. 2. Accuracy,
Completeness and Standardization One of the systematic
and integrative review consistencies is that EHRs can
enhance completeness and standardization of nursing
documentation by virtue of structured templates, mandatory
fields, and standardized nursing languages/care plans. These
sorts of functionalities minimize missing information and
facilitate better auditing and regulatory compliance. But
enhancements are a result of how templates have been
constructed as well as whether or not they have been
mapped to nursing processes and not workarounds. 3.
Documentation Time, Efficiency and Workload - Evidence
about time spent on documentation because of EHR is
mixed but trending towards modest improvements: some
studies and reviews show reduced time spent on
documentation and reassignment to direct care activities,
while others report initial time burden increases as a
function of roll-out and wusability. Measurement
methodologies vary (self- report, timestamped logs, time-
motion studies) such that studies cannot be compared across
studies. Reviews show that better time efficiency is most
likely when EHR is optimized locally to workflows and
when combined with workflow redesign.

4.  Communication, Continuity = of Care and
Multidisciplinary Integration Operationally accessible and
discipline-intergrating EHRs improve communication (e.g.,
handover, medication reconciliation, test results)
particularly in medical-surgical settings where shifts are
typical and multidisciplinary teams operate. Several
integrative review articles report improved coordination of
care when interoperability and role-based access are
functioning well and when systems are siloed or poorly
integrated, they lead to fragmentation and double-
documentation. 5. Patient Safety and Quality Outcomes -
Several studies correlate EHR-enhanced documentation
with measurable quality and safety enhancements (decrease
in  documentation errors, enhanced  medication
documentation, enhanced safety check completeness).
Causal attribution is tricky, though: improvements tend to
be concurrent with more extensive safety programs and
process redesign. Design decisions within the system (alerts,
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defaults, required fields) have a significant impact on
whether safety is enhanced or unintentionally compromised
(e.g., alert fatigue or auto-population of erroneous
information). 6. Usability, Human Factors and Nurse
Satisfaction - Usability is consistently identified as a
determinant of success. Inadequate design of interfaces adds
burden to documentation, interferes with clinical workflows,
and leads to nurse dissatisfaction and burnout. Human-
factors design strategies (task analysis, iterative usability
testing, clinician co-design) enhance acceptance,
productivity, and data quality. Current work emphasizes
ongoing evaluation of EHR design, not just at the time of
procurement. 7. Training, Competence and Organizational
Factors- Training and continuous education are necessary.
Inadequate orientation, low computer literacy, and absence
of role-specific training have been linked to poor-quality
entries and EHR resistance. Organizational support (super-
users, downtime procedures, continuous feedback loops) is
again and again mentioned as a mediator between
availability of EHRs and enhanced documentation.
Electronic Health Records (EHRs) play an important part in
improving nursing documentation in medical-surgical units
through increased data completeness, traceability, and
safety. The Delphi Method is often used in health research
to progressively construct expert agreement on measures of
care quality, so it is an apt method for assessing the effect of
EHRs on nursing documentation practices. EHRs and
Nursing Documentation EHRs and electronic nursing
records (ENRs) assist nurses to document information about
patients more comprehensively and accurately than paper-
based systems. They facilitate rapid access, retrieval, and
exchange of patient data, hence decreasing documentation
time and errors. Research indicates EHRs enhance
traceability of vital signs and infusion administration, with
significant positive effects on patient safety and quality
measures, albeit having some gaps, including traceability of
inter-team handovers.

Advantages of EHRs in Medical-Surgical Units Better data
completeness: EHRs enable nurses to document precise and
comprehensive patient information. Better traceability:
EHRs allow for easier monitoring of care processes,
interventions, and results. Faster efficiency: Electronic
documentation enables nurses to accomplish documentation
tasks quicker, resulting in more time for direct patient care.
Improved patient safety: EHRs minimize medication errors
and facilitate improved clinical decision-making.
Standardized documentation: EHRs allow for standard data
entry and reporting across sites, improving consistency.
Delphi Method in Evidence Generation - Delphi Method is a
systematic, recursive process where a group of nursing
experts examines, analyzes, and concurs on care quality
indicators or guidelines pertinent to EHR implementation. It
is especially useful where there is a lack of empirical
evidence or where expert opinion is required. Utilized for
the identification and validation of primary quality and
safety indicators impacted by EHRs in nursing. Experts
engage in several rounds to improve and score the relevance
and feasibility of indicators and enhance the validity of
research results. Supports integration of various nursing
views into EHR intervention design and evaluation. Key
Takeaways EHR implementation on medical-surgical units
results in  substantial improvements in  nursing
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documentation,

particularly in wvital signs and care

processes. The Delphi Method assists in quality indicator
validation and guarantees that nursing documentation
practice changes are grounded on strong expert consensus.

Continuous assessment and adaptation, though, are
necessary to fill gaps, such as between teams, and to
accommodate digital documentation systems to local
realities.
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