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Abstract
Background: Reports on the impact of electronic medical record (EMR) systems on clinicians are mixed. Currently, nurses’
experiences of adopting a large-scale, multisite EMR system have not been investigated. Nurses are the largest health care
workforce; therefore, the impact of EMR implementation must be investigated and understood to ensure that patient care quality,
changes to nurses’ work, and nurses themselves are not negatively impacted.
Objective: This study aims to explore Australian nurses’ postimplementation experiences of an organization-wide EMR system.
Methods: This qualitative descriptive study used focus group and individual interviews and an open-ended survey question to
collect data between 12 and 18 months after the implementation of an EMR across 6 hospital sites of a large health care organization
in Victoria, Australia. Data were collected between November 2020 and June 2021, coinciding with the COVID-19 pandemic.
Analysis comprised complementary inductive and deductive approaches. Specifically, reflexive thematic analysis was followed
by framework analysis by the coding of data as barriers or facilitators to nurses’ use of the EMR using the Theoretical Domains
Framework.
Results: A total of 158 nurses participated in this study. The EMR implementation dramatically changed nurses’ work and how
they viewed their profession, and nurses were still adapting to the EMR implementation 18 months after implementation. Reflexive
thematic analysis led to the development of 2 themes: An unintentional divide captured nurses’ feelings of division related to
how using the EMR affected nurses, patient care, and the broader nursing profession. This time, it’s personal detailed nurses’
beliefs about the EMR implementation leading to bigger changes to nurses as individuals and nursing as a profession than other
changes that nurses have experienced within the health care organization. The most frequent barriers to EMR use by nurses were
related to the Theoretical Domains Framework domain of environmental context and resources. Facilitators of EMR use were
most often related to memory, attention, and decision processes. Most barriers and facilitators were related to motivation.
Conclusions: Nurses perceived EMR implementation to have a mixed impact on the provision of quality patient care and on
their colleagues. Implementing technology in a health care setting was perceived as a complex endeavor that impacted nurses’
perceptions of their autonomy, ways of working, and professional roles. Potential negative consequences were related to nursing
workforce retention and patient care delivery. Motivation was the main behavioral driver for nurses’ adoption of EMR systems
and hence a key consideration for implementing interventions or organizational changes directed at nurses.
https://nursing.jmir.org/2022/1/e39596
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Introduction
Background
The implementation of health care technology systems such as
electronic medical record (EMR) systems causes major changes
in nurses’ workplaces, work, and workflows [1]. Understanding
EMR-related impact on nurses is needed to support their work
in providing round-the-clock, direct patient care [2]. The
implementation of new health care technologies has been shown
to increase nurses’ stress [3-5]; hence, such implementation
may exacerbate existing problems of nurse shortages and high
workloads. There is an urgent need to understand ways to
support nurse retention and productivity in rapidly changing
workplaces [6]. In contrast to international settings, the
implementation of EMR systems throughout Australian hospitals
has been relatively recent and has been promoted as enabling
safe patient care [7] rather than financial incentivization.
Examination of the impact of EMR implementation on nurses
is limited and has largely focused on aspects of EMR
implementation such as integrating EMR knowledge and
exposure into university nursing education [8] or EMR usability
[9]. Although EMR usability is often an enabler of EMR use
and uptake, the study by Lloyd et al [9] focused on the
comparison between nurses and medical colleagues and
differences between clinical settings, rather than nurses’
experiences. Nurses’ attitudes toward health care technology
were the focus of an integrative review of Australian literature;
however, the scope of the review by Mills et al [10] was broader
than EMR systems and identified mixed outcomes related to
nurses’ attitudes toward health care technologies (both positive
and negative perceptions of usefulness and impact on patient
care) [10]. Although 1 observational time and motion study
examined an Australian health care organization’s large-scale
EMR implementation, the focus was on time spent on nursing
activities and time spent with patients and not on the nurses’
experiences of using the system [11]. Another Australian
qualitative study explored nurses’ early experiences after EMR
implementation [12]; however, the EMR was a hybrid system
(mix of paper and electronic documentation) and therefore a
gap remains in understanding nurses’ experiences of a
large-scale full EMR implementation in their workplace [13].
There is a need to investigate nurses’ experiences of an EMR
implementation to ensure any changes to nurses’ work do not
impact the delivery of safe, high-quality patient care. In the
qualitative study underpinning this paper, Australian nurses’
postimplementation experiences of an organization-wide
complete EMR system were examined inductively and
deductively, using a theoretical framework to support the
understanding and contextualization of its influences on nurses’
behaviors.

Purpose
As EMRs become commonplace throughout Australian health
care organizations and demands on nurses increase, it is vital
https://nursing.jmir.org/2022/1/e39596
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to explore nurses’ experiences and monitor and mitigate negative
impacts on nurses’ work and workflows and the nurses
themselves. This study aimed to explore Australian nurses’
EMR experiences after implementation of an organization-wide
EMR system to inform future technology implementation
strategies that enhance nurses’ work, workflows, and well-being.

Methods
Overview
This qualitative descriptive study used data collected from focus
group and individual interviews and free-text responses to an
open-ended question at the end of a survey: “Please use the box
below for any additional comments on your experiences of
EMR.” Qualitative data were collected in the context of a large
mixed methods pre- and postimplementation study.
Preimplementation qualitative data and pre-post survey findings
have been reported elsewhere [14-16].

Inclusion and Exclusion Criteria
All nurses working in inpatient areas throughout 6 hospital sites
of a single health care organization where the EMR was
implemented in 2019 were eligible for inclusion. Nurses working
casually (ie, not in a permanent position) as part of the EMR
implementation team or working in areas where the EMR system
was not fully implemented (ie, using a combination of paper
and electronic documentation) were excluded.

Setting, Recruitment, and Data Collection
A large multisite public health care organization located in
Victoria, Australia, was the setting for this study. The health
care organization provides public health care services to persons
of all ages in inpatient and outpatient settings, employs over
8500 nurses and midwives, and has approximately 3300 beds
across major hospital sites and multiple community locations.
The service caters to a multicultural, linguistically and
sociodemographically diverse community. The Australian health
care system provides public health insurance coverage for all,
with the option for individuals to purchase private health
insurance if desired [17]. The health care organization
implemented the EMR system in 3 stages during 2019: one site
went live in August 2019, two sites in October 2019, and three
sites in November 2019.
Recruitment for participation in the post-EMR implementation
phase included several strategies: nurses provided their email
address at the end of a survey indicating their consent to be
contacted to participate in qualitative data collection; nurses
were invited to provide free-text comments at the end of the
survey; and real-time in-person convenience sampling
recruitment was undertaken in clinical settings. Using these
multiple recruitment strategies helped to minimize the intrinsic
limitations of convenience sampling, limited response bias, and
supported broad participation in data collection. All nurses who
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met the eligibility criteria and indicated interest, verbally or in
writing, were given an opportunity to participate.
Data collection occurred between November 2020 and June
2021. Throughout this period, access to the hospital sites varied
owing to restrictions associated with the COVID-19 pandemic.
Web-based platforms were used when in-person access was
restricted. In-person data collection complied with COVID-19
pandemic–related health care and social distancing restrictions.
All focus group and individual interviews were conducted by
the first author (RMJ; female PhD student employed at the
health care organization) at mutually agreeable times that
included after hours and weekends. To acknowledge their time
for participation, a drink voucher was offered to nurses at the
completion of the focus group or individual interviews
(approved by ethics committees). None of the nurses withdrew
consent or participated more than once.
The semistructured interview guide was based on the “4I” model
for appreciative inquiry [18] and included open-ended questions
such as “How are you feeling about the EMR?” and “What
works well?” The same interview guide was used for all focus
group and individual interviews (Multimedia Appendix 1).
Nurses had the option of providing demographic information,
including their age, gender, nurse classification, years of work
experience, highest education level, hours worked per fortnight,
clinical work area, and the specific site of the health care
organization. In addition, the free-text survey comments
provided in response to the statement “Please use the box below
for any additional comments on your experiences of EMR”
were included in the analysis. The researcher (RMJ) collected
field notes and reflective notes to ensure reflexivity. All
interviews were recorded and transcribed verbatim for analysis.
Nurse participants were not invited to review transcripts or
results owing to logistic issues of repeated contact and privacy
concerns and to minimize any burden.

Study Rigor
Study trustworthiness incorporated consideration of study
credibility, dependability, transferability, and reflexivity [19].
Credibility was upheld by including multiple research team
members in data analysis. The use of illustrative quotes, research
team involvement in discussions of data interpretation and
analysis, and keeping detailed field notes supported study and
data dependability. Transferability was supported by broad
inclusion criteria and recruitment of diverse nurse participants
across multiple hospital sites. Research team reflexivity was
discussed and managed through reflection on roles, biases, and
perceptions in relation to data interpretation and analysis [20].

Jedwab et al
interventions that address specific barriers and promote desired
behaviors [23]. Third, the analytical framework and model have
been widely and successfully used to evaluate and design
interventions related to health care settings and digital health
[24,25]. Finally, the TDF considers a wide range of individual,
organizational, and contextual factors that affect behavior;
hence, it assists in exploring and understanding behavioral
influences on nurses’ postimplementation EMR experiences.

Data Analysis
Overview
Complementary inductive and deductive data analysis methods
over 2 stages were used to create meaning from the data and
elicit a deep understanding of nurses’ perspectives and
experiences post-EMR implementation. All qualitative data
were included in both stages of inductive and deductive data
analysis. Inductive data analysis using reflective thematic
analysis [20] was completed first to minimize the risk of fitting
data to a predetermined idea or model [26] and to explore and
capture meaning across the data set [27]. In the second analytical
stage, the TDF was used as a deductive theoretical coding
framework to support the understanding of factors that affected
nurses’ behaviors in the post-EMR implementation phase [21].

Inductive Data Analysis
The following six steps of reflective thematic analysis by Braun
and Clarke [20] were used to guide the inductive data analysis:
1.

2.

3.
4.
5.

6.

Familiarization: data familiarization included listening to
the audio recordings multiple times and multiple readings
of the interview transcripts and qualitative comments. Field
comments and reflexive notes were also reviewed.
Coding: data were transferred into Microsoft Excel (version
2019), and each quote was defined as up to 3 sentences
long. Coding was undertaken inductively by the first author
in 2 rounds and then grouped into subthemes and themes.
Generating initial themes.
Developing and reviewing themes.
Refining, defining, and naming themes: regular discussions
with the research team throughout data collection and data
analysis were used to support coding, subtheme and theme
development, refinement and naming, and discussion of
data saturation. The lack of new information was reached
by the end of the 19th interview; however, data collection
continued to ensure that opportunities were given for all
nurses interested in participating.
Writing-up: the findings of thematic analysis are included
in their entirety in this paper.

Theoretical Framework

Deductive Data Analysis

Justification for using the Theoretical Domains Framework
(TDF) [21] and Capability, Opportunity, Motivation-Behavior
(COM-B) model [22] as an analytical framework and model
for deductive analysis in this study is 4-fold: First, there is a
lack of theory-informed investigations examining Australian
nurses’ experiences of EMR adoption in their workplace.
Second, the use of this theoretical framework and model to
examine barriers to and facilitators of nurses’ EMR use supports
the identification of targeted theory-informed behavior change

After the completion of inductive data analysis, deductive data
analysis commenced with the coding of each quote to one of
the 14 domains of the TDF [21]. Context was used to identify
each code as either a barrier to or facilitator to nurses’ use of
the EMR. The TDF data were subsequently mapped to the
corresponding COM-B components [22].
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(references
HREC/46439/MonH-2018-154603(v3)
and
2019-003). The Consolidated Criteria for Reporting Qualitative
Studies guidelines were used to guide data reporting [28].

Results
Overview
A total of 158 nurses participated in this study: 35 (22%) nurses
participated through focus group interviews (6/22, 27%) or
individual interviews (16/22, 73%). The survey, sent to 4159
nurses, had a response rate of 9.5%. A total of 31.4% (123/392)
of survey respondents provided free-text responses to an
open-ended question that were analyzed in conjunction with
focus group and individual interview data. In total, 20% (78/392)
of survey respondents provided their email addresses, but despite
initial contact and 2 reminder emails, only 22% (17/78) of these
nurses participated in a focus group or individual interview. A
total of 36% (8/22) of interviews were conducted on-site at the
health care organization and the remainder were web-based
(14/22, 64%). The focus group or individual interviews lasted
between 12 and 70 (median 32) minutes, with up to 9 nurses
per focus group. Nurses who did not wish to provide their
demographic information or refused audio recording but wished
to participate through the collection of field notes were permitted
to do so.

Participant Demographics
Participant demographics information was available for 146
nurses. Most were registered nurses (45/146, 30.8%), aged
between 50 and 59 years (40/146, 27.4%), female (132/146,
90.4%), had worked between 4.5 and 9 years (24/146, 16.4%),
had a postgraduate qualification (55/146, 37.7%), and worked
part-time (60/146, 41.1%) in critical care areas (74/146, 50.7%)
of the health care organization (Multimedia Appendix 2).

Nurses Adopting and Adapting to the EMR
The first stage of data analysis involved inductive data analysis
using reflexive thematic analysis and led to the development of
two overarching themes: (1) An unintentional divide; and (2)
This time, it’s personal. Exemplar quotes for each theme and
subtheme are presented in Multimedia Appendix 3.

Theme 1: An Unintentional Divide
The implementation of the EMR system caused feelings of
division among nursing staff related to the implementation and
adoption of EMR; ongoing support; perceptions of EMR and
how it affected their work; and how EMR impacted the nurse
as an individual and their profession. An unintentional divide
includes three subthemes: (1) Then and now, (2) Clicking or
caring, and (3) Consequences and assumptions.
Subtheme 1: Then and Now
Subtheme 1: Then and Now contrasts nurses’ reflections on their
initial reactions to EMR implementation processes and adapting
to the new system. Nurses reflected on missed opportunities to
improve clinical practice with EMR compared with paper-based
systems and discussed different social influences that impacted
their experience of adapting to a new way of working. Nurses
also discussed the differences in how they thought the EMR
was implemented, that is, whether they thought it was beneficial
https://nursing.jmir.org/2022/1/e39596
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to change all clinical documentation over to a computer system
at once, and factors that influenced their experiences and helped
them to adapt over time, such as culture, training, and support
(offered both during implementation and on an ongoing basis).
Nurses referred to differences between their initial reactions to
the implementation process and support provided at the time of
implementation “then” and “now” when data collection occurred
(between 12 and 18 months after implementation). Nurses felt
that their initial reactions (shock, disappointment, and stress)
had developed over time into some level of acceptance (learning
about different aspects of EMR and getting used to working
with computers).
Nurses discussed their unmet expectations related to specific
aspects of the EMR implementation, such as eliminating
documentation duplication and expanding nurses’ scope of
practice. Some nurses felt their expectations were not met with
the EMR and found the implementation period stressful; hence,
it took them time to adjust (Multimedia Appendix 3, quotes
1-4). The timing of the EMR implementation, and if all clinical
documentation were transitioned to the EMR at once, it affected
whether some nurses deemed it as a positive or negative
experience (Multimedia Appendix 3, quote 5).
Nurses also discussed the factors that influenced their
experiences and adaptation to the new system, such as attitudes
and culture, support, training, and education. Nurses felt that
the implementation was both positively and negatively affected
by the attitudes of their colleagues and the ward culture, as well
as whether nurses were confident in using technology
(Multimedia Appendix 3, quotes 6-8). Some nurses admitted
that getting used to the system was difficult and took some time;
however, as time went on, they adapted and learned. Nurses
acknowledged that EMR adoption was more difficult for
colleagues who worked part-time and therefore lacked EMR
experience or exposure (Multimedia Appendix 3, quotes 9-11,
17, and 18).
The EMR implementation was described as successful by nurses
when they felt that they had learned the system and adapted
their ways of working and workflows. Many nurses attributed
this success to the ongoing support provided by the organization
throughout the EMR implementation and were grateful. Nurses
also identified super users (nurses who had undergone increased
EMR training and education and provided collegial support
specific to EMR implementation) and their training as valuable
and supportive (Multimedia Appendix 3, quotes 14 and 15).
However, it should be noted that some super users
acknowledged that they experienced difficulty and stress, which
they attributed to pressure to support their peers with the EMR
while also caring for their own patients (Multimedia Appendix
3, quote 16). At the time of data collection, some nurses thought
that the EMR could be better used to its full capacity, citing
knowledge gaps from inadequate training and ongoing
education, and poor understanding of new EMR workflows
impacted its use (Multimedia Appendix 3, quote 12). Nurses
provided suggestions for how the health care organization could
better support their workforce during an EMR implementation,
as well as suggestions to improve EMR acceptance that often
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referred to individualization of the screen or alerts (Multimedia
Appendix 3, quote 19).

experiencing changes to their work and interpersonal
relationships.

Subtheme 2: Clicking or Caring
This subtheme reflected nurses’ different feelings about what
they should spend their time on the EMR or their patients. With
limited time, some nurses felt they faced a choice between
having “to click” (ie, use the EMR) versus “care” (ie, spending
time on patient care). Some nurses felt that their duty toward
the EMR took them away from direct patient care and
interpersonal interactions (Multimedia Appendix 3, quotes 20
and 21). Others expressed concerns that colleagues were
completing EMR documentation that did not match their clinical
actions because they were worried about the potential for
negative responses from management (Multimedia Appendix
3, quotes 22 and 23).

Negative changes in nurses’ work satisfaction and personal
well-being also had negative impacts on their intention to remain
in the workforce (Multimedia Appendix 3, quotes 51-53). Some
nurses’ comments indicated that they were questioning whether
they remained in their roles, whereas others stated that they
knew of nurses who had resigned from the organization owing
to the pressure associated with EMR implementation. There
were nurses who acknowledged that there were other work
stressors, not just EMR, contributing to nurses’ decreased
well-being and work satisfaction, including the COVID-19
pandemic. The pandemic was often referred to as an additional
burden on nurses and appeared to exacerbate the stress of EMR
owing to requiring personal protective equipment to work in
isolation rooms while using the EMR (Multimedia Appendix
3, quotes 54 and 55). Conversely, other nurses acknowledged
that having the EMR was useful during the SARS-CoV-2
pandemic, providing up-to-date clinical information accessible
to the entire health care team (Multimedia Appendix 3, quote
56).

Nurses often expressed both positive and negative views about
EMR workflows and their impact on nurses (eg, device
integration not being available for all clinical areas,
communication changes, and medication safety concerns related
to visibility and clarity of orders on EMR; Multimedia Appendix
3, quotes 24-30). Nurses reported negative feelings related to
poor experiences with the privacy of patient information with
the EMR (ie, anyone being able to read the computer screen),
not finding the EMR easy to use, the layout of the EMR, and
vast amounts of information (Multimedia Appendix 3, quotes
34-36). Negative experiences of using the EMR caused nurses
to develop workarounds to circumnavigate EMR aspects they
were unhappy with or that did not fit their desired way of
working (Multimedia Appendix 3, quotes 37 and 38). This
negativity was often voiced in the context of the time taken to
perform nursing tasks or documentation, time spent finding out
where to document on the EMR, or correcting documentation
from other colleagues (Multimedia Appendix 3, quotes 39-42).
In contrast, nurses’ positive EMR experiences related to patient
care delivery included the ability to view all clinical information
in one location, improved legibility owing to eliminating
handwriting, and less duplication of documentation (Multimedia
Appendix 3, quotes 32 and 33).
Nurses felt that their autonomy had been negatively impacted
by EMR and that their clinical documentation on the EMR was
of lower quality than when it was on paper (Multimedia
Appendix 3, quotes 43 and 44). The EMR was perceived as
both a physical and psychological barrier to providing patient
care, and the EMR hardware and software disrupted nursing
care (Multimedia Appendix 3, quotes 41, 42, and 45-48). When
asked what matters most, nurses most often responded that
nursing documentation quality and meaningfulness in the context
of providing quality and safe patient care (Multimedia Appendix
3, quotes 49 and 50).
Subtheme 3: Consequences and Assumptions
Consequences and assumptions captured the impact of the EMR
implementation on nurses’ work satisfaction and well-being,
and how this affected different groups of nurses. Many nurses
reported how they were impacted by the EMR implementation.
Some attributed their decrease in work satisfaction since EMR
implementation to having less time with patients and
https://nursing.jmir.org/2022/1/e39596
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Differences in nurses’ assumed or actual EMR knowledge
created unrest among groups of nurses, including older and
younger nurses, and those who were more knowledgeable or
proficient with the EMR and those who were not. Nurses felt
that some colleagues who were not competent or confident in
using the EMR negatively impacted them because of subsequent
challenges with documentation, where missing information
from previous shifts made it difficult for nurses to complete
their work. Some nurses reported that they felt divided from
their colleagues, and they were being judged on their EMR
ability, not their clinical knowledge or nursing experience
(Multimedia Appendix 3, quotes 57-59). Judgment related to
EMR knowledge and capability extended to assumptions about
groups of nurses, specifically related to age. When referring to
younger nurses, it was assumed they were more
computer-literate and therefore would be more competent with
EMR. Older nurses were acknowledged as valuable peers who
were not as competent with technology as their younger
colleagues and felt the largest negative impact of the EMR
implementation (Multimedia Appendix 3, quotes 60-62).
However, some nurses expressed surprise that there were older
nurses coping with the EMR implementation (Multimedia
Appendix 3, quote 63).

Theme 2: This Time, It’s Personal
Nurses reported that the EMR implementation was a bigger
change and had had more personal consequences for both the
nurse individually and nursing as a profession than other
workplace changes they had experienced. This time, it’s personal
includes two subthemes: (1) A constantly changing profession
and (2) What will nursing become?
Subtheme 1: A Constantly Changing Profession
Subtheme 1: A constantly changing profession reflects nurses’
experiences of the change of an EMR and how the EMR
implementation compared with previous workplace changes
they had experienced. Nurses also discussed their fears and
JMIR Nursing 2022 | vol. 5 | iss. 1 | e39596 | p. 5
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frustrations with the changes introduced by the EMR
implementation.
Many nurses felt that as a profession, nurses were used to
change; however, EMR implementation appeared to have a
greater impact on their professional practice than previous
changes they had experienced (Multimedia Appendix 3, quotes
64 and 65). Nurses discussed their colleagues’ different
responses, their resistance to change, and how the change
affected other nurses, leading to a loss of confidence. The
physical change to electronic documentation on EMR and
discontinuation of paper-based documentation appeared to be
what mostly challenged nurses, although some nurses noted it
was a positive change owing to the reduced incidence of lost
information and poor communication (Multimedia Appendix
3, quotes 66-69). Some nurses felt that the changes increased
their time spent on documentation, and this was often compared
with other EMR systems perceived as easier to use (Multimedia
Appendix 3, quotes 70 and 71).
Nurses acknowledged the inevitability of moving to an
electronic documentation system, several fears and frustrations
with the system and workflows upset nursing staff, including
potential negative consequences for themselves individually
and for nursing as a profession. Fear of negative consequences
owing to changes to the visibility and legality of nursing
documentation was often voiced, with nurses’ frustration
extending to having to use and adapt to a system that they felt
was not easy or intuitive to use (Multimedia Appendix 3, quotes
74-78). Unfortunately, despite extensive consultation with nurses
across clinical areas throughout the health care organization,
some felt there was insufficient nursing input in the development
of the EMR. (Multimedia Appendix 3, quotes 79 and 80).
Subtheme 2: What Will Nursing Become?
Subtheme 2: What will nursing become? reflects nurses’
concerns regarding perceptions of their roles in this new era of
technology use. Nurses expressed concern about the increasing
busyness of nurses’ work and how the EMR would impact this
busyness, and were also unsure how the EMR would change
the perceptions and roles of their profession. However, nurses
were also grateful to be able to provide their opinions regarding
the EMR and to provide feedback and suggestions regarding
EMR optimization.
Nurses were worried that their valuable story and insight, which
came only from the unique role of providing 24/7 patient care,
was missing from the EMR (Multimedia Appendix 3, quotes
81 and 82). To some nurses, their work, and the visibility of
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their work had become more task focused with the EMR, and
they felt that nursing had become depersonalized. Nurses also
expressed the view that some colleagues from other disciplines
have different views of clinical documentation on EMR and
felt this changed the relationships among professions
(Multimedia Appendix 3, quotes 83 and 84). Intradisciplinary
relationships were also seen to be affected by EMR, with nurses
stating that the previously useful incidental role modeling that
came from observing colleagues’ nursing documentation, patient
interactions, or interprofessional collaboration were gone with
EMR (Multimedia Appendix 3, quotes 85 and 86). There were
also concerns voiced by nurses that graduate nursing staff or
new nurses entering the profession would be limited in their
critical thinking owing to their habits of following EMR
prompts.
Some nurses felt that their scope of practice was limited owing
to the EMR functionality limiting their actions, or the inbuilt
automation that accompanies the EMR, which differed from
the workflows in practice when paper-based documentation was
in use. Despite this limitation, some nurses appreciated the
heightened visibility of information within EMR and believed
that accountability was beneficial in supporting quality patient
care (Multimedia Appendix 3, quotes 87-90).
Nurses were hopeful that having the EMR throughout the health
care organization would be an ongoing process of evaluation
and optimization. They were grateful to be asked to participate
in the research project and felt that this empowered them to
provide feedback to the organization. Nurses were also asked
how they could continue to develop the EMR, as they felt their
voice was missing and wanted to be included in ongoing
optimization and use of improvement strategies (Multimedia
Appendix 3, quotes 91 and 92).

Facilitators and Barriers to Change
Overview
The second stage of data analysis involved coding and mapping
data to the TDF [21] (deductive analysis). A total of 1236 codes
were identified and mapped to 13 of the 14 domains of the TDF
[21]. Most of these data were related to barriers to nurses’ use
of the EMR (819/1236, 66.26%), while just over a third were
related to facilitators (417/1236, 33.74%). The underlying
determinants of nurses’ behaviors were identified by mapping
the TDF data to their corresponding COM-B [22] model
components (capability, opportunity, and motivation). Table 1
presents exemplar quotes and the percentages of total coded
barriers and facilitators for each TDF domain.
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Table 1. Percentage of total coded barriers and facilitators for each Theoretical Domains Framework (TDF) domain with exemplar quotes (N=1236).
TDF domain

Total coded
barriers
(N=819), n (%)

Exemplar quotes—barriers

Total coded facil- Exemplar quotes—facilitators
itators (N=417),
n (%)

1. Knowledge

28 (3.4)

1. “So many mistakes being made as so

11 (2.6)

a

then it’s brilliant” [FGb8Pc1]

many ways to interpret” [SP 313]
2. Skills

72 (8.8)

3. “Everyone’s not proficient in EMRd
and different level experience” [FG6P1]

2. “If people know how to use it properly

64 (15.4)

4. “We were actually talking at work um
before maybe we needed just another session, like maybe 6 months into EMR,
which we are doing now...which is wonderful.” [FG4P1]

3. Social or professional 82 (10)
role and identity

5. “I just wonder where the, you know,
63 (15.1)
the future of nursing is going to go if this
is if this is how we're going to do our job.
You know, we're ticking boxes.”
[FG16P1]

6. “But I think most important thing would
obviously still just be the patient care and
then your EMR and then I think the fact
that you can just double click on things
means that you could spend more time
with your patient and you're not stressing
about documentation, cause you can always go back to it...you can just do everything you need for your patient and then
document everything after.” [FG9P2]

4. Beliefs about capabil- 47 (5.7)
ities

7. “I do default to asking the 20 year olds 29 (7)
help me I don’t know where to find that
thing. And it actually gives me a feeling
of being very disempowered...I was previously a really experienced senior nurse
that people would come to for help, and
now I’m like, I’m useless at this.”
[FG1P1]

8. “Where you feel you've done a good
thing...where you, you find your worth in
your job...if you've engaged with someone,
and you've made a difference, then you go
home feeling better about the job that you
do.” [FG16P1]

5. Optimism

30 (3.7)

9. “The program is not user friendly.”
[SP175]

10. “It’s so time efficient. It’s so easy to
ah communicate with other team members
through EMR um and it’s easy to look up
things, everything is on the computer in
front of you. So I have really, really loved
using EMR.” [FG21P1]

6. Beliefs about consequences

18 (2.2)

11. “It does slow things down when it
0 (0)
comes to the double checking and administering the medications.” [FG21P1]

N/Ae

7. Reinforcement

13 (1.6)

12. “To me if the system's not as good, if
not better than the system we've got, not
for the coroner, but for each other, then
it's not meaningful, and it's not worth it.”
[FG1P1]

9 (2.2)

13. “And that was the one of the other
success to be honest...policies updated.”
[FG5P1]

9. Goals

4 (0.5)

14. “I actually don't know where to give
advice on the EMR or where to give
feedback on it.” [FG1P2]

21 (5)

15. “It’s most important to be like, very
user friendly, so that we can make sure
that everything's documented properly for
patients and for their safety.” [FG22P1]

10. Memory, attention
and decision processes

106 (12.9)

16. “Sort of find EMR more complicated 67 (16.1)
than it needed to be...there's more stuff in
there then you really need from a day-today point of view.” [FG16P1]

17. “For the most part, it’s an effective
system and helps I think, the teams, nursing, allied health, everyone work a bit
more cohesively because it’s all in one
spot. And things can’t go missing on
EMR, which, which can only benefit patient care at the end of the day.” [FG20P2]

18. “I feel that my nursing assessment is
less valuable, I can only record limited
data that fits in to pre-determined tick
boxes.” [SP231]

19. “Everything is a click away, or a couple of clicks away...information about the
patient...rather than rummaging through
paperwork and decipher someone's writing, whether they've been referred,
whether they've been seen, everything's
so yeah, clearer and easy to find”
[FG20P1]

11. Environmental con- 250 (30.5)
text and resources
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TDF domain

Total coded
barriers
(N=819), n (%)

Exemplar quotes—barriers

Total coded facil- Exemplar quotes—facilitators
itators (N=417),
n (%)

12. Social influences

27 (3.3)

20. “And I think praising that, and role
44 (10.6)
modeling, that is super important. And I
think that’s the risk when you've got senior
nurses that are not role modeling the appropriate management or the appropriate
use of the system.” [FG14P1]

21. “But then the other helpful thing is
your colleagues...share with your colleagues...because they will know something that you don't know, and you know
something that they don't know, and then
you communicate and you, you get these
things done, and it it's not as difficult.”
[FG4P1]

13. Emotion

142 (17.3)

22. “I was in tears, like, three times over
EMR...everyone knew I was struggling
with EMR.” [FG15P1]

2 (0.5)

23. “With EMR medication mistakes have
reduced to such a great extent like personally for myself, I don't have that anxiety
anymore that am I looking through the
chart properly and not missing anything,
EMR is doing that for me.” [FG21P1]

14. Behavioral regulation

0 (0)

N/A

3 (0.7)

24. “I know some, I'm probably one of
them still sort of pine a little bit for the
paper but I think we, you know, things
went missing with paper or things don't
go missing on EMR, we have to adapt and
move on, we've all sort of resigned ourselves to it.” [FG20P2]

SP: survey participant number.

b

FG: focus group interview or individual interview number.

c

P: participant number.

d

EMR: electronic medical record.

e

N/A: not applicable.

Capability
Just over a quarter of the barriers (206/819, 25.2%) and a third
of the facilitators (145/417, 34.8%) related to nurses’ use of the
EMR system were associated with their capability. Barriers
were often related to memory, attention, and decision processes
(106/819, 12.9% of the total barriers; Table 1, quote 16). For
example, cognitive overload attributed to nurses looking for
information in multiple areas of the EMR was perceived to
impair memory. Nurses also expressed frustration with needing
to remember how to use EMR and where to find information.
Capability-related facilitators involved skills such as competence
and confidence in using EMR, skills development, and time
and opportunities for ongoing practice, education, and training
(64/417, 15.4% of total facilitators; Table 1, quote 4).
Facilitators related to memory, attention, and decision processes
were as follows: easier decision-making support with prompts
within EMR to assist medication safety; less cognitive burden
owing to improved legibility and clarity of patient information
within the EMR compared with paper-based documentation;
and use of and access to clinical information from anywhere
within the health care organization (67/417, 16.1% of total
facilitators; Table 1, quote 17).

Opportunity
Overall, 33.8% (277/819) of the reported barriers to and 23%
(96/417) of facilitators of nurses’ use of the EMR related to
opportunity. Barriers related to the environmental context and
resources included nurses’ difficulty using the EMR, more time
spent on the EMR than with their patients, and negative impacts
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of the EMR on communication (250/819, 30.5% of total
barriers). The layout of the EMR was identified by nurses as
problematic owing to multiple areas and ways of inputting
information, and lack of standardization between organizations
and between clinical areas (eg, critical care and pediatrics).
EMR downtime and hardware issues, including slowness of the
system, also emerged as barriers to nurses’ EMR use. Nurses
felt that the EMR restricted their scope of practice; for example,
selection of options rather than free-text input and restrictions
related to editing or viewing of information within the system
(Table 1, quote 18). Absence in the EMR of both patients’ and
nurses’ narratives of care caused concerns about quality of care.
Some nurses reported that the EMR contributed to negative
impact on communication, with fewer clinician-clinician and
clinician-patient interactions. In contrast, environmental
facilitators included having a single point of access to clinical
information, clinicians documenting contemporaneously, and
nurses supporting their colleagues (52/417, 12.5% of total
facilitators; Table 1, quote 19). Social facilitators included
supportive colleagues and leadership (44/417, 10.6% of total
facilitators; Table 1, quote 21).

Motivation
Motivation emerged as the most common behavioral driver
among both barriers and facilitators (336/819, 41% of barriers
and, 176/417, 42.2% of facilitators). Facilitators included the
EMR supporting nurses’ professional identity and role by
enabling them to do their work and prioritize patient care
(63/417, 15.1% of total facilitators; Table 1, quote 6). Time to
adjust to EMR and build confidence as well as previous EMR
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use were other facilitators of nurses’ EMR use. Support and
leadership from colleagues, including senior staff and managers,
were voiced as important facilitators in supporting nurses’
transition to EMR.
Nurses’ anxiety about needing to learn and use a new system,
stress related to additional pressures in an already busy work
environment, and fear and resistance to change with the EMR
implementation emerged as emotional barriers to EMR use by
nurses (142/819, 17.3% of total barriers; Table 1, quote 22).
Nurses’ burnout was discussed in the context of the EMR being
an additional stressor for already exhausted and stressed nurses
(especially older nurses, defined as nurses >50 years of age,
and those opposed to using technology).

Discussion
Principal Findings
The implementation and adoption of an organization-wide EMR
system was an ongoing and dynamic experience for nurses who
had to adapt to new ways of working. Nurses were divided in
their positive and negative perceptions of the EMR and how it
had impacted their work and their profession. The EMR
implementation was a large organizational change that forced
some nurses to reflect on their professional roles and identity
and how they pictured their work moving forward.
Motivation was the underlying behavioral driver for nurses to
use the EMR. Although motivation is a known element of the
psychological dimension of user experience [29], many previous
EMR nursing studies have simply focused on satisfaction with
the system, documentation, and time spent using the EMR as
influences on nurses’ EMR use [30]. Interestingly, motivation
was also the main behavioral driver for nurses in pre-EMR
implementation qualitative data from the same health care
organization [16] and was found to be an important nurse
priority for EMR implementation in a Canadian Delphi study
[31].
The use of the COM-B model [22] to understand behavioral
drivers for nurses’ responses to the EMR implementation
identified both reflective and autonomous motivation processes
that were influential and may help to explain consequences for
nurses’ well-being. For example, the positive effect of
motivation impacting well-being is greater when the motivation
is internally driven (autonomous) rather than externally
influenced [32], and autonomous motivation has been found to
positively influence both well-being and behavior change in
health care settings [29]. Examples of internally driven
motivation in this study included nurses’ feelings of
self-confidence in using the EMR and nurse-led improvements
to local EMR use. Externally driven motivation was
demonstrated by collegial encouragement and the completion
of EMR components for fear of negative consequences. Many
nurses in this study indicated low levels of autonomy and
negative impact of the EMR. Possible reasons included the
EMR being overprescriptive with documentation requirements
and automated tasking, low visibility of some key nurses’ work,
decreased time spent with patients, and not feeling involved in
the EMR’s development or content. In this study, factors related
https://nursing.jmir.org/2022/1/e39596
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to nurse well-being in relation to using EMRs were identified,
as well as plausible links between nurse well-being and
motivation, helping to fill a gap in the current literature [33].
The loss of nurses’ narrative owing to EMR use was raised as
a concern for patient safety as well as nursing workforce
retention. The absence of some clinical information and nurses’
narrative from EMR, as well as concerns about the loss of
nurses’ professional identity and work visibility, created feelings
of poor work satisfaction and may have had negative impacts
on patient care delivery. Consistent with previous nursing
literature, nurses identified time spent with patients and
colleagues as well as reinforcement of their hard work and
quality patient care outcomes as influential on their work
satisfaction and intention to stay in their roles [34].
Unfortunately, some nurses felt their work had reduced to simply
documenting for the sake of “ticking the box” on EMR, which
did not fully demonstrate their work or support understanding
of what was completed or still needed to be done [35]. Nurses
also expressed concern about the loss of patients’ narratives in
the EMR owing to changed workflows and the potential for
negative impacts on patient care owing to a lack of cohesive
patient information, an issue that has been previously identified
in international literature [36,37].
Social influences, although viewed as an important influence
on EMR use by nurses, were expressed as both positive (ie,
nurses frequently providing support to each other) and negative
(ie, dividing colleagues, assumptions about groups of nurses
such as older nurses and younger nurses). The impact of social
influences on EMR use by nurses identified in this study is
consistent with findings reported in international literature and
could be used as leverage by health care organizations to support
nurses’ adoption and use of EMR [38,39].
End-user buy-in, through the inclusion of nurses during the
design and implementation process, was intended to ensure that
the system was fit for purpose [40,41]. However, at 12 to 18
months after implementation, many nurses argued that they
would benefit from more time to practice and learn EMR.
Although an intensive change management, training and
education program was delivered to all nurses before EMR,
with follow-up support after implementation, nurses identified
specific scenarios and varied clinical settings as requiring further
supportive measures and ongoing EMR practice. Nurses who
self-identified as needing further EMR support, training, or
education may benefit from engaging in organizational support
available to assist with EMR knowledge or practice gaps [42].
By identifying barriers and facilitators to nurses’ EMR use,
providing a safe space for nurses to voice their concerns, and
feedback loops to communicate findings back to the health care
organization, this study has the potential to support Australian
nurses’ EMR acceptance. Supporting nurses’ use, acceptance,
and knowledge of EMR may prevent EMR workarounds and
deviations in workflows that can result from lack of knowledge,
frustration regarding software layout, hardware slowness, and
downtimes [43-45].
Nurses were concerned that it took them a long time (up until
the time of data collection, ie, 12-18 months after
implementation) to adjust to using the EMR in their work. The
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ongoing apprehensions about the EMR not meeting their
expectations, inconsistent EMR use among colleagues, and
cynicism regarding the legal implications of clinical
documentation in the EMR indicate that these nurses may still
be in the early acceptance phase. Similarly, a large Australian
study examining nurses’ adoption of health care technology
found that competing work demands, insufficient hardware
access, and lack of support, as well as age-related decreased
confidence and computer knowledge, were the main barriers to
adoption [46]. Similarly, an analysis of American nurse and
hospital survey data identified EMR usability and the work
environment as influential factors in nurses’ adoption of EMR
[47].

Reflections on the Use of Multiple Methodological and
Analyses Techniques
There were several benefits to using multiple data sources (focus
group interviews, individual interviews, and free-text comments)
and using complementary inductive and deductive analyses.
Compared with comments made in the focus group and
individual interviews where a researcher was present, many
free-text comments were written using very direct and blunt
language, a difference that may be owing to the anonymity
provided by the survey. Differences in language between the
interviews and free-text comments may also be a consequence
of the Hawthorne effect. However, nurses who participated in
the interviews also expressed appreciation for the opportunity
to speak openly and frankly about the EMR.
The opportunities provided by multiple data sources were
deemed beneficial in enabling participation and eliciting
information from a wide range of participants to obtain a
comprehensive understanding. Despite a limitation of survey
data collection that clarification about responses could not be
sought through further questioning, the free-text data provided
important information about nurse workflows and aspects of
nursing work not captured elsewhere. The breadth of the
responses supports the transferability of the study findings to
various health care settings. In addition, the use of multiple
complementary data sources supported nurses’ participation
and contributed honest opinions and perceptions about the
effects of the EMR on them professionally and personally.
Using inductive and theory-informed deductive qualitative
analyses provided a deep understanding of nurses’ perspectives
and experiences and behavioral drivers, and issues influencing
EMR adoption, and how it impacts their work, workflows, and
the nurses personally. These results differ from previous reports
in the literature that have typically examined nurses’ ease of
use of EMR, satisfaction, or specific clinical outcomes related
to nurses’ work and workflows with EMR systems. This study
also fills a gap in the literature of theory-informed investigations
of Australian nurses’ experiences of EMR.
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aged >50 years, which may have influenced data interpretation.
As of December 2021, only 36% of registered Australian nurses
and midwives were aged >50 years [48]. Furthermore, only
22% (17/78) of the survey respondents who indicated they
wished to participate in a focus group or individual interview
(ie, by providing their email address at the end of the survey)
could be contacted despite 2 follow-up emails. The reason for
their nonresponse is not known. They may have been too busy,
changed their minds, lacked interest in participating, been averse
to a web-based focus group or individual interview, had privacy
concerns, or been preoccupied with activities associated with
the organization’s COVID-19 pandemic response. Strategies
to mitigate these concerns included visiting clinical areas in
person (when permitted) and explaining that nurses did not need
to provide contact details to participate.
COVID-19 pandemic restrictions on research activities at the
hospital sites meant that the researcher was only able to attend
each hospital site in-person once. During these interactions,
ward staff were often willing to briefly and honestly discuss the
EMR (with the researcher), but declined to have their comments
recorded or transcribed. The potential effects of the COVID-19
pandemic on nurses’ experiences of the EMR cannot be directly
accounted for; however, nurses made both positive and negative
comments related directly to both adapting to the EMR and its
implementation in the context of the COVID-19 pandemic. The
timing of COVID-19 pandemic restrictions led to an interrupted
change management, training, and education program.

Conclusions
Undertaking both inductive and deductive data analyses enabled
an in-depth examination of Australian nurses’ experiences of
an organization-wide full EMR system implementation. The
findings revealed that barriers were most frequently related to
the domains of environmental context and resources, and most
facilitators were related to the domains of memory, attention,
and decision processes. Motivation has emerged as the leading
factor influencing nurses’ EMR adoption behaviors; hence, it
should be the main component addressed in future behavior
change strategies to improve EMR adoption and optimization.
Implementing the EMR before the COVID-19 pandemic was
seen as beneficial by some nurses owing to having a planned
organizational change and facilitating access to clinical
information. In contrast, it was perceived as an additional
stressor by some nurses owing to isolation and use of personal
protective equipment. For the benefits of EMR systems to be
realized to their full potential by nurses, perceptions of the
system must change from a system for retrospective
documentation requiring completion compliance and taking a
nurse away from providing care, to a tool that can facilitate
prospective
nursing
decision-making
that
enables
multidisciplinary care planning, improves clinical practice, and
supports nurses’ work.

Limitations and Reflexivity
Limitations of this study relate to the potential for sampling
bias and low response rate; a large percentage of nurses were

https://nursing.jmir.org/2022/1/e39596

XSL• FO
RenderX

JMIR Nursing 2022 | vol. 5 | iss. 1 | e39596 | p. 10
(page number not for citation purposes)

JMIR NURSING

Jedwab et al

Acknowledgments
The authors thank all study participants. The first author is a grateful recipient of an Australian Government Research Training
Program Scholarship and has received Scholarships from the Australian Nurses Memorial Centre Australian Legion of
Ex-Servicemen and Women and Victorian Nursing and Midwifery Trust. These funders had no role in the design of the study;
in the collection, analyses, or interpretation of data; in the writing of the manuscript, or in the decision to publish the result.

Authors' Contributions
RMJ worked on conceptualization, methodology, validation, formal analysis, investigation, data curation, resources,
writing—original draft, writing—review and editing, visualization, supervision, project administration, and funding acquisition.
EM worked on conceptualization, methodology, validation, resources, writing—review and editing, visualization, supervision,
and project administration. AMH worked on conceptualization, methodology, validation, resources, writing—review and editing,
visualization, supervision, and project administration. ND worked on conceptualization, methodology, resources, writing—review
and editing, visualization, supervision, and project administration. BR worked on conceptualization, methodology, validation,
formal analysis, investigation, data curation, resources, writing—original draft, writing—review and editing, visualization,
supervision, and project administration.

Conflicts of Interest
None declared.

Multimedia Appendix 1
Semistructured interview guide.
[DOCX File , 13 KB-Multimedia Appendix 1]

Multimedia Appendix 2
Nurse participant demographic characteristics (N=146).
[DOCX File , 19 KB-Multimedia Appendix 2]

Multimedia Appendix 3
Illustrative quotes for reflexive thematic analysis themes.
[DOCX File , 33 KB-Multimedia Appendix 3]

References
1.

2.
3.
4.
5.

6.

7.
8.

9.

Ash JS, Berg M, Coiera E. Some unintended consequences of information technology in health care: the nature of patient
care information system-related errors. J Am Med Inform Assoc 2004;11(2):104-112 [FREE Full text] [doi:
10.1197/jamia.M1471] [Medline: 14633936]
Strudwick G, McGillis Hall L. Nurse acceptance of electronic health record technology: a literature review. J Res Nurs
2015 Nov 25;20(7):596-607 [FREE Full text] [doi: 10.1177/1744987115615658]
Califf CB, Sarker S, Sarker S. The bright and dark sides of technostress: a mixed-methods study involving healthcare IT.
MIS Q 2020 Jun 1;44(2):809-856 [FREE Full text] [doi: 10.25300/misq/2020/14818]
Gephart S, Carrington JM, Finley B. A systematic review of nurses' experiences with unintended consequences when using
the electronic health record. Nurs Adm Q 2015;39(4):345-356. [doi: 10.1097/NAQ.0000000000000119] [Medline: 26340247]
Kaihlanen A, Gluschkoff K, Laukka E, Heponiemi T. The information system stress, informatics competence and well-being
of newly graduated and experienced nurses: a cross-sectional study. BMC Health Serv Res 2021 Oct 15;21(1):1096 [FREE
Full text] [doi: 10.1186/s12913-021-07132-6] [Medline: 34654427]
International Council of Nurses, Policy Brief: The Global Nursing shortage and Nurse Retention. International Council of
Nurses. 2021. URL: https://www.icn.ch/sites/default/files/inline-files/
ICN%20Policy%20Brief_Nurse%20Shortage%20and%20Retention_0.pdf [accessed 2022-02-25]
Victoria's digital health roadmap. Victorian Government Department of Health. Melbourne, Australia: Victorian Government;
2021. URL: https://www.health.vic.gov.au/publications/victorias-digital-health-roadmap [accessed 2022-02-25]
Mollart L, Newell R, Geale SK, Noble D, Norton C, O'Brien AP. Introduction of patient electronic medical records (EMR)
into undergraduate nursing education: an integrated literature review. Nurse Educ Today 2020 Nov;94:104517. [doi:
10.1016/j.nedt.2020.104517] [Medline: 32853983]
Lloyd S, Long K, Oshni Alvandi A, Di Donato J, Probst Y, Roach J, et al. A National Survey of EMR Usability: comparisons
between medical and nursing professions in the hospital and primary care sectors in Australia and Finland. Int J Med Inform
2021 Oct;154:104535. [doi: 10.1016/j.ijmedinf.2021.104535] [Medline: 34425552]

https://nursing.jmir.org/2022/1/e39596

XSL• FO
RenderX

JMIR Nursing 2022 | vol. 5 | iss. 1 | e39596 | p. 11
(page number not for citation purposes)

JMIR NURSING
10.

11.

12.

13.
14.

15.

16.

17.
18.
19.
20.
21.

22.
23.
24.

25.

26.
27.
28.

29.
30.
31.

32.

Mills J, Chamberlain-Salaun J, Henry R, Sando J, Summers G. Nurses in Australian acute care settings: experiences with
and outcomes of e-health. An integrative review. Int J Manag Inform Technol 2013 Jan 23;3(1):1-8 [FREE Full text] [doi:
10.24297/ijmit.v3i1.1384]
Bingham G, Tong E, Poole S, Ross P, Dooley M. A longitudinal time and motion study quantifying how implementation
of an electronic medical record influences hospital nurses' care delivery. Int J Med Inform 2021 Sep;153:104537. [doi:
10.1016/j.ijmedinf.2021.104537] [Medline: 34343955]
Wynter K, Holton S, Nguyen L, Sinnott H, Wickramasinghe N, Crowe S, et al. Nurses’ and midwives’ experiences of the
first phase of the implementation of an electronic medical records system. Aust Health Rev 2022 Apr;46(2):188-196. [doi:
10.1071/AH21118] [Medline: 34454640]
Williams C, Hamadi H, Cummings CL. Optimizing the cognitive space of nursing work through electronic medical records.
Comput Inform Nurs 2020 Nov;38(11):545-550. [doi: 10.1097/CIN.0000000000000666] [Medline: 32826398]
Jedwab RM, Hutchinson AM, Manias E, Calvo RA, Dobroff N, Redley B. Change in nurses' psychosocial characteristics
pre- and post-electronic medical record system implementation coinciding with the SARS-CoV-2 pandemic: pre- and
post-cross-sectional surveys. Int J Med Inform 2022 Jul;163:104783 [FREE Full text] [doi: 10.1016/j.ijmedinf.2022.104783]
[Medline: 35512624]
Jedwab RM, Hutchinson AM, Manias E, Calvo RA, Dobroff N, Glozier N, et al. Nurse motivation, engagement and
well-being before an electronic medical record system implementation: a mixed methods study. Int J Environ Res Public
Health 2021 Mar 08;18(5):2726 [FREE Full text] [doi: 10.3390/ijerph18052726] [Medline: 33800307]
Jedwab RM, Manias E, Hutchinson AE, Dobroff N, Redley B. Understanding nurses' perceptions of barriers and enablers
to use of a new electronic medical record system in Australia: a qualitative study. Int J Med Inform 2021 Nov 29;158:104654.
[doi: 10.1016/j.ijmedinf.2021.104654] [Medline: 34883386]
Dixit SK, Sambasivan M. A review of the Australian healthcare system: a policy perspective. SAGE Open Med 2018 Apr
12;6:2050312118769211 [FREE Full text] [doi: 10.1177/2050312118769211] [Medline: 29686869]
Coghlan AT, Preskill H, Tzavaras Catsambas T. An overview of appreciative inquiry in evaluation. New Dir Eval 2003
Dec 11;2003(100):5-22 [FREE Full text] [doi: 10.1002/ev.96]
Long T, Johnson M. Rigour, reliability and validity in qualitative research. Clin Eff Nurs 2000 Mar;4(1):30-37 [FREE Full
text] [doi: 10.1054/cein.2000.0106]
Braun V, Clarke V. Thematic Analysis: A Practical Guide. Thousand Oaks, CA, USA: Sage Publications; 2021.
Atkins L, Francis J, Islam R, O'Connor D, Patey A, Ivers N, et al. A guide to using the Theoretical Domains Framework
of behaviour change to investigate implementation problems. Implement Sci 2017 Jun 21;12(1):77 [FREE Full text] [doi:
10.1186/s13012-017-0605-9] [Medline: 28637486]
Michie S, van Stralen MM, West R. The behaviour change wheel: a new method for characterising and designing behaviour
change interventions. Implement Sci 2011 Apr 23;6:42 [FREE Full text] [doi: 10.1186/1748-5908-6-42] [Medline: 21513547]
Collins CS, Stockton CM. The central role of theory in qualitative research. Int J Qual Methods 2018 Aug
30;17(1):160940691879747 [FREE Full text] [doi: 10.1177/1609406918797475]
Debono D, Taylor N, Lipworth W, Greenfield D, Travaglia J, Black D, et al. Applying the Theoretical Domains Framework
to identify barriers and targeted interventions to enhance nurses' use of electronic medication management systems in two
Australian hospitals. Implement Sci 2017 Mar 27;12(1):42 [FREE Full text] [doi: 10.1186/s13012-017-0572-1] [Medline:
28347319]
Kent B, Redley B, Wickramasinghe N, Nguyen L, Taylor NJ, Moghimi H, et al. Exploring nurses' reactions to a novel
technology to support acute health care delivery. J Clin Nurs 2015 Aug;24(15-16):2340-2351. [doi: 10.1111/jocn.12881]
[Medline: 26041122]
Sandelowski M. Theory unmasked: the uses and guises of theory in qualitative research. Res Nurs Health 1993
Jun;16(3):213-218. [doi: 10.1002/nur.4770160308] [Medline: 8497673]
Braun V, Clarke V. Reflecting on reflexive thematic analysis. Qual Res Sport Exerc Health 2019 Jun 13;11(4):589-597
[FREE Full text] [doi: 10.1080/2159676x.2019.1628806]
Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research (COREQ): a 32-item checklist for
interviews and focus groups. Int J Qual Health Care 2007 Dec;19(6):349-357. [doi: 10.1093/intqhc/mzm042] [Medline:
17872937]
Peters D, Calvo RA, Ryan RM. Designing for motivation, engagement and wellbeing in digital experience. Front Psychol
2018 May 28;9:797 [FREE Full text] [doi: 10.3389/fpsyg.2018.00797] [Medline: 29892246]
Tolentino DA, Gephart SM. State of the science of dimensions of nurses' user experience when using an electronic health
record. Comput Inform Nurs 2020 Jul 28;39(2):69-77. [doi: 10.1097/CIN.0000000000000644] [Medline: 32732645]
McGinn CA, Gagnon MP, Shaw N, Sicotte C, Mathieu L, Leduc Y, et al. Users' perspectives of key factors to implementing
electronic health records in Canada: a Delphi study. BMC Med Inform Decis Mak 2012 Sep 11;12:105 [FREE Full text]
[doi: 10.1186/1472-6947-12-105] [Medline: 22967231]
Ryan RM, Deci EL. Intrinsic and extrinsic motivations: classic definitions and new directions. Contemp Educ Psychol
2000 Jan;25(1):54-67. [doi: 10.1006/ceps.1999.1020] [Medline: 10620381]

https://nursing.jmir.org/2022/1/e39596

XSL• FO
RenderX

Jedwab et al

JMIR Nursing 2022 | vol. 5 | iss. 1 | e39596 | p. 12
(page number not for citation purposes)

JMIR NURSING
33.

34.
35.

36.
37.

38.
39.

40.

41.
42.

43.

44.
45.
46.
47.

48.

Jedwab et al

Nguyen OT, Shah S, Gartland AJ, Parekh A, Turner K, Feldman SS, et al. Factors associated with nurse well-being in
relation to electronic health record use: a systematic review. J Am Med Inform Assoc 2021 Jun 12;28(6):1288-1297 [FREE
Full text] [doi: 10.1093/jamia/ocaa289] [Medline: 33367819]
Phillips C. Relationships between workload perception, burnout, and intent to leave among medical-surgical nurses. Int J
Evid Based Healthc 2020 Jun;18(2):265-273. [doi: 10.1097/XEB.0000000000000220] [Medline: 32141948]
Sims S, Leamy M, Levenson R, Brearley S, Ross F, Harris R. The delivery of compassionate nursing care in a tick-box
culture: qualitative perspectives from a realist evaluation of intentional rounding. Int J Nurs Stud 2020 Jul;107:103580
[FREE Full text] [doi: 10.1016/j.ijnurstu.2020.103580] [Medline: 32380263]
Moros DA. The electronic medical record and the loss of narrative. Camb Q Healthc Ethics 2017 Apr;26(2):328-331. [doi:
10.1017/S0963180116000918] [Medline: 28361728]
Manias E, Bucknall T, Wickramasinghe N, Gray K, Schaffer J, Rosenfeld E. Patient and family engagement in communicating
with electronic medical records in hospitals: a systematic review. Int J Med Inform 2020 Feb;134:104036. [doi:
10.1016/j.ijmedinf.2019.104036] [Medline: 31835159]
Holtz B, Krein S. Understanding nurse perceptions of a newly implemented electronic medical record system. J Technol
Hum Serv 2011 Oct;29(4):247-262 [FREE Full text] [doi: 10.1080/15228835.2011.639931]
De Benedictis A, Lettieri E, Gastaldi L, Masella C, Urgu A, Tartaglini D. Electronic Medical Records implementation in
hospital: an empirical investigation of individual and organizational determinants. PLoS One 2020 Jun 4;15(6):e0234108
[FREE Full text] [doi: 10.1371/journal.pone.0234108] [Medline: 32497058]
Fennelly O, Cunningham C, Grogan L, Cronin H, O'Shea C, Roche M, et al. Successfully implementing a national electronic
health record: a rapid umbrella review. Int J Med Inform 2020 Dec;144:104281 [FREE Full text] [doi:
10.1016/j.ijmedinf.2020.104281] [Medline: 33017724]
Brown J, Pope N, Bosco AM, Mason J, Morgan A. Issues affecting nurses' capability to use digital technology at work: an
integrative review. J Clin Nurs 2020 Aug;29(15-16):2801-2819. [doi: 10.1111/jocn.15321] [Medline: 32416029]
De Leeuw JA, Woltjer H, Kool RB. Identification of factors influencing the adoption of health information technology by
nurses who are digitally lagging: in-depth interview study. J Med Internet Res 2020 Aug 14;22(8):e15630 [FREE Full text]
[doi: 10.2196/15630] [Medline: 32663142]
Bristol AA, Nibbelink CW, Gephart SM, Carrington JM. Nurses' use of positive deviance when encountering electronic
health records-related unintended consequences. Nurs Adm Q 2018;42(1):E1-11. [doi: 10.1097/NAQ.0000000000000264]
[Medline: 29194338]
Lee S. Measuring nurses' experiences with unintended adverse consequences in EMR use in acute care settings. Comput
Inform Nurs 2021 Jul 12;39(11):747-754. [doi: 10.1097/CIN.0000000000000788] [Medline: 34238833]
Fraczkowski D, Matson J, Lopez KD. Nurse workarounds in the electronic health record: an integrative review. J Am Med
Inform Assoc 2020 Jul 01;27(7):1149-1165 [FREE Full text] [doi: 10.1093/jamia/ocaa050] [Medline: 32651588]
Eley R, Soar J, Buikstra E, Fallon T, Hegney D. Attitudes of Australian nurses to information technology in the workplace:
a national survey. Comput Inform Nurs 2009;27(2):114-121. [doi: 10.1097/NCN.0b013e318197557e] [Medline: 21685837]
Kutney-Lee A, Sloane DM, Bowles KH, Burns LR, Aiken LH. Electronic health record adoption and nurse reports of
usability and quality of care: the role of work environment. Appl Clin Inform 2019 Jan;10(1):129-139 [FREE Full text]
[doi: 10.1055/s-0039-1678551] [Medline: 30786302]
Nursing and Midwifery Board of Australia. Nursing and Midwifery Board of Australia Registrant data. Australian Health
Practitioner Regulation Agency. 2021. URL: https://www.nursingmidwiferyboard.gov.au/documents/default.
aspx?record=WD19%2F29030&dbid=AP&chksum=a9wMxcTS2JDE1aLACqBpbw%3D%3D [accessed 2022-02-25]

Abbreviations
COM-B: Capability, Opportunity, Motivation-Behavior
EMR: electronic medical record
TDF: Theoretical Domains Framework

Edited by E Borycki; submitted 16.05.22; peer-reviewed by K Turner; comments to author 23.06.22; revised version received 29.06.22;
accepted 02.07.22; published 26.07.22
Please cite as:
Jedwab RM, Manias E, Hutchinson AM, Dobroff N, Redley B
Nurses’ Experiences After Implementation of an Organization-Wide Electronic Medical Record: Qualitative Descriptive Study
JMIR Nursing 2022;5(1):e39596
URL: https://nursing.jmir.org/2022/1/e39596
doi: 10.2196/39596
PMID: 35881417

https://nursing.jmir.org/2022/1/e39596

XSL• FO
RenderX

JMIR Nursing 2022 | vol. 5 | iss. 1 | e39596 | p. 13
(page number not for citation purposes)

JMIR NURSING

Jedwab et al

©Rebecca M Jedwab, Elizabeth Manias, Alison M Hutchinson, Naomi Dobroff, Bernice Redley. Originally published in JMIR
Nursing (https://nursing.jmir.org), 26.07.2022. This is an open-access article distributed under the terms of the Creative Commons
Attribution License (https://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and reproduction
in any medium, provided the original work, first published in JMIR Nursing, is properly cited. The complete bibliographic
information, a link to the original publication on https://nursing.jmir.org/, as well as this copyright and license information must
be included.

https://nursing.jmir.org/2022/1/e39596

XSL• FO
RenderX

JMIR Nursing 2022 | vol. 5 | iss. 1 | e39596 | p. 14
(page number not for citation purposes)

