I chose 2 articles involving electronic health records and medical practice. The first article I will introduce explores the reluctance of US physicians to use electronic health records. The article was published from The New England Journal of Medicine in 2008 and their theory is that electronic health records have the ability to improve quality of patient care if implemented by physicians . The outcome of this article study was to see how US physicians have adopted the electronic healthcare records and to see what their opinions were of the electronic healthcare records were (as to why maybe they have not used it) .
The article had to define what a fully functional electronic record was and that was described as “These functions generally fall into four domains: recording patients' clinical and demographic data, viewing and managing results of laboratory tests and imaging, managing order entry (including electronic prescriptions), and supporting clinical decisions (including warnings about drug interactions or contraindications)” . Some physicians may have a fully functional system or a basic system which did not have certain order entry capabilities . 
Of 5000 physicians, they had 2758 that completed the survey which yielded a 62% response. Four percent of the physicians had a fully functional system and 13% had a basic system, based on those survey results, 71% with the fully functional system were in conjunction with the hospital where they admit patients compared to the 56% with the basic system . Of the 83% that responded to not having electrical record systems, 16% had them physically, but not implemented them into practice. In addition, 26% said they were going to purchase them in the near future .
Of the physicians that had the fully functional system, only 4 % reported using them some of the time and of the basic system only 13% reported using it some of the time . In conclusion, the systems are in the physicians’ offices, but are not being put into place by all physicians.
A large percentage of the physicians were happy with the electronic health system, but some thought it was a huge investment risk, or found it did not meet their needs, or were concerned that their system would become obsolete . It was found that physicians in smaller groups were more likely to have the fully functional system and then the larger groups were more likely to have the more basic system to incorporate everyone’s needs . 
Three nursing interventions that can be incorporated into the use of electronic healthcare records are: 
1) Timely documentation into the electronic healthcare record after completion of patient care.
2) Formulating complete NANDA approved nursing diagnosis based off of what the electronic health record provides for your client.
3) Providing continuity of care based on the standardized interventions and being able to spend more time performing patient care.

This relates to the second article I chose because it shows the relationship of electronic health records and quality care among diabetics. The statistical analysis looked at the quality care for diabetics with electronic healthcare records and paper based records. The analysis came from 7 health care organizations. According to the
 Better Health's Clinical Advisory Committee approved nine quality standards for diabetes, including four standards of care and five standards of intermediate outcomes. Care standards are reported by standard and as an all-or-none composite19; outcome standards are reported by standard and as a composite indicating achievement of at least four of the five standards. Care standards include receipt of a glycated hemoglobin value, testing for urinary microalbumin or prescription of an angiotensin-converting–enzyme inhibitor or an angiotensin-receptor blocker, an eye examination to screen for diabetic retinopathy, and administration of a pneumococcal vaccination. Intermediate-outcome standards include a glycated hemoglobin value below 8%, a blood pressure below 140/80 mm Hg, a low-density lipoprotein (LDL) cholesterol value below 100 mg per deciliter or documented prescription for a statin medication, a body-mass index (the weight in kilograms divided by the square of the height in meters) below 30, and nonsmoking status. 
Approximately 50% of the patients that were cared for in the health care organization that utilized electronic healthcare records received diabetes care that met 4 out 5 standards and in comparison with the paper based sites – 6%, which is a huge difference of around 44%. For the most part the achievement in outcome standards was higher where there were electronic healthcare records versus paper based records. 
The overall result was as follows:  “We compared EHRs with paper-based records in a long-term regional collaborative that seeks to improve care and outcomes for patients with chronic conditions. EHR sites were associated with higher levels of achievement of and improvement in regionally vetted standards for diabetes care and outcomes” (Cebul, Love, Jain, & Hebert, 2011, p. 830). By implementing the electronic health records the information available for the patient with a chronic condition was readily available and could be brought up easily. Once in the system, they remained in the system. 
Overall, I think that the advance of the electronic health care record can improve quality of care because it can incorporate all aspects of that patients care. But first it needs to be implemented. The purpose of the two articles was to show that not all offices use electronic healthcare records and before that started, everyone used paper, it was not a big deal, but now, half of the population uses computer and the other half paper. This can cause problems in continuity of patient care. I know from personal experience, at work I use paper. I am used to documenting on a flow sheet, and to go to a computer would be difficult, but I think I could provide better quality care for my client if I did use a computer. 
These articles can be used in nursing practice to show that the electronic healthcare records are an advancement in technology that supports continuity of care, incorporates all aspects of patients care and in these specific studies patient care is more efficient. These studies can change nursing practice today (we are already seeing it) by implementing all electronic charting and getting rid of paper trails completely. This would be more convenient for physicians, nurses and other treating practitioners to look up information from a previous visit or a visit from 10 years ago. Some of the disadvantages to using the electronic healthcare records are: at first it is time consuming because you may not understand it, power failure and computer issues. 
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