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Incorporation of Electronic Health Record (EHRs) throughout the US 
healthcare system has created a common need for all nursing students to 
learn how and when to electronically document patient data. 
• Use of an EHR is a critical component of quality and safety initiatives 

in clinical nursing education 
• EHR training can provide student a more comprehensive 

understanding of the value technology brings to the patient’s quality 
of care 

• Increased training should alleviate issues related to EHR system 
navigation and documentation 

• Electronic Health Record (EHR) = clinical software system based in a 
healthcare facility

• Academic Electronic Health Record (AEHR) = any open source or 
proprietary clinical software system used within the school setting. 

Prelicensure nursing educational programs have not fully standardized 
best practice criteria for the use of EHR/AEHR technology to teach 
clinical informatics skills. 

Access to EHR/AEHR technology allows students to improve 
documentation skills and provide safer patient care. 

Universal adoption of EHR/AEHR technology into nursing curricula is 
being hindered by a lack of resources: funding, student and faculty 
training, and adequate access to technology support personnel.

Prelicensure nursing educational programs need to purposefully plan 
how best to integrate this essential technology to assure their graduates 
are prepared to provide quality patient care. 

The review process targeted the following research question: “How are EHRs being used to teach clinical 
informatics in prelicensure nursing education courses?” Results were organized into three categories: 1) attitude, 2) 
student skills and, 3) patient safety. 

Category 1: Attitude. The literature highlighted the connection between attitude towards technology and the 
successful use of EHRs/AEHRs. 

Category 1: Student Skills. The ability to work within either an EHR/AEHR improved student informatics skill 
levels.

Category 3: Patient Safety. The use of an EHR/AEHR allowed students to realistically document nursing 
interventions, such as history and physical assessments, medication administration, nursing diagnoses, activity levels, 
procedures, wound care, and any necessary safety precautions.

Scan for a complete list of references.

Recommendations for future research include:

• Additional research on the link between the use of EHRs/AEHRs and 
patient safety

• More research on potential relationship between the use of 
standardized languages to improved EHR/AEHR documentation skills 

Study purpose was to gather current evidence related to the use of 
electronic health records (EHRs), and academic electronic health records 
(AEHRs), in prelicensure nursing education through an integrative 
review of the literature. 
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REFERENCES METHODOLOGY 

The five-step process of Whittemore and Knafl’s (2005) integrative 
literature review methodology was used in this appraisal of quantitative, 
qualitative and mixed methods research. 

1. Problem identification

2. Literature Search

3. Data Evaluation

4. Data Analysis

5. Presentation 

SEARCH PROCESS
Keywords: ‘informatics competencies,’ 
‘nursing education,’ ‘nursing curriculum’ 
‘clinical education,’ and ‘electronic health 
records’

Dates: January 2013 - December 2018

Primary Search: 474 articles

Secondary Search: 19 articles 

Reviewed: 71 articles

Critically Appraised: 46 articles
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Author(s) Findings
Hosseini et al. (2018) 56.7% of students (n = 60) reported written clinical  documentation did not 

motivate them to learn
70% of the students felt written documentation did not help to meet the educational 
objectives of the course

Kowitlawakul, Chan, Pulcini, & Wang 
(2015)

Perceived ease of use key determinant of attitude towards learning (n = 212)

Smith & Cambers (2017) Increased confidence in skills with use of EHRs in clinical (n = 10)
Warboys, Mok, & Frith (2014) Increased confidence reported by students with opportunity to interact with EHR 

technology (n = 203)

Authors(s) Findings
Eardley et al. (2018) 
Erdogan et al. (2013)

Omaha System demonstrated as useful collection tool for evaluating problems, interventions, and 
outcomes in home health care.

Pobocik (2014) Use of a researcher-created educational electronic documentation system resulted in the students in the 
intervention group (n = 19) being able to more accurately identify nursing diagnoses, compared to the 
results of the students in the control group (n = 18).

Whitt et al. (2017) More than 50% of students (n = 51) found factors that could contribute to potential adverse patient 
outcomes using the Safety and Assurance Factors for EHR Resilience (SAFER) checklist for the EHR 
they used in either their clinical or professional settings. 

Author(s) Findings

Choi, Lee, & Park (2015) 
Choi, Park, & Lee (2016)

Time and effort involved in teaching EHR/AEHR documentation skills results (n = 75; n = 18) 
in student competence. 

Mountain et al. (2015) Study results (n = 38) show improved ability to document after exposure to AEHR during 
simulation exercises. 

Titzer, Swenty, & Wilson (2015) Mixed methods research (n = 58) showed statistically significant (p < .05) increase in 
documentation skill and increased sense of clinical informatics knowledge after AEHR use. 
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