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Abstract. Electronic medical records (EMR) have revolutionized the healthcare
landscape as a digitized rendition of conventional (paper-based) medical records,
prominently adopted across various health facilities. These digital archives
encapsulate a plethora of records and information meticulously curated by healthcare
personnel within the facility, primarily aimed at facilitating the process of diagnosing
and treating patients' health conditions. Nursing documentation, an integral aspect of
healthcare practice, entails the comprehensive recording of all activities pertaining to
the nursing process. It serves as a vital tool benefiting not only clients but also nurses
and collaborative partners. The process of documenting nursing activities
encompasses a series of interconnected actions that form an uninterrupted cycle
spanning various stages including assessment, nursing diagnosis, intervention,
implementation, and evaluation. This manuscript aims to conduct a thorough concept
analysis of electronic medical records (EMR) nursing documentation, delving into its
antecedents, attributes, and consequences, supported by empirical references.
Additionally, the elucidation of concepts will be augmented through the utilization of
case models, borderline instances, and contrary cases. Furthermore, the quality of
nursing documentation will be assessed employing the D-Cacth instrument,
contributing to a deeper understanding of its efficacy and implications within
healthcare settings.

Keywords: Concept Analysis, Electronic Medical Records (EMR), Nursing
Documentation.

1. Introduction

Hospitals serve as vital institutions offering a spectrum of healthcare services encompassing
outpatient, inpatient, and emergency care [1]. Within these facilities, the nursing profession
plays a pivotal role in delivering essential patient care [1,2]. However, despite the critical
function of nurses, concerns persist regarding the perceived quality of their services, leading
to widespread dissatisfaction [3]. Nursing documentation, an integral aspect of healthcare
practice, involves the systematic recording of activities pertinent to the nursing process,
serving the interests of clients, nurses, and collaborative partners alike [4]. This
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documentation process entails a cohesive sequence of interrelated activities forming an
uninterrupted cycle spanning assessment, nursing diagnosis, intervention, implementation,
and evaluation [5-7]. Nevertheless, challenges persist in traditional paper-based
documentation methods, including issues related to legibility, time consumption, and
financial constraints associated with paper procurement [8].

The transition to electronic documentation emerges as a promising alternative, addressing
many of the shortcomings of paper-based systems [9]. In Indonesia, the documentation
system has evolved to embrace the 3S (SDKI, SLKI, SIKI) framework, reflecting a shift
from the previous 3N (NANDA, NOC, NIC) model [7]. This transition necessitates
theoretical comprehension and clinical proficiency among nursing students to effectively
adapt to the new standards and contribute to the enhancement, prevention, and restoration
of health outcomes for clients, families, and communities [10,11].

Amidst the contemporary era's rapid information proliferation, the healthcare sector has
witnessed significant advancements, particularly in the realm of information technology
[12]. EMR exemplify one such advancement, offering a digital alternative to traditional
paper-based medical records. EMRs streamline record-keeping processes, enabling
healthcare providers to track patient data longitudinally, identify individuals for preventive
care initiatives, and monitor patient progress more effectively [13]. Moreover, the
utilization of EMRs translates into cost efficiencies, eliminating expenses associated with
printing and storage.

2.  Purpose

The aim of this concept analysis is to provide a comprehensive elucidation of EMR as a
tool facilitating nurses in executing streamlined, efficient, and accountable nursing
documentation. Additionally, the analysis seeks to explore the concept by delineating its
antecedent components, attributes, and consequential implications within the nursing
practices.

3. Methods

The methodological framework for conducting concept analysis in this study draws upon
the conceptual model proposed by Walker & Avant [14]. According to this model, there
are eight sequential stages involved in concept analysis: 1) Selecting a concept; 2)
Determine the objectives of the analysis; 3) Identify all possible uses of the concept; 4)
Determine attribute definitions; 5) Identify a model; 6) Identify borderline cases, related
cases and contrast cases; 7) Identification of antecedents and consequences; and &)
Establish empirical references. Data for this study were gathered from diverse sources,
including various scholarly databases accessible through Google Scholar. The search for
relevant literature encompassed journal articles published between 2015 and 2023, written
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in either English or Indonesian, focusing on the definition and utilization of Electronic
Medical Records (EMR). The search terms employed were "EMR" and "nursing
documentation.”

4. Results and Discussion

The articles utilized in this concept analysis span various disciplines within scientific
inquiry. Among these, there is a particular focus on articles addressing the concept of
EMR within the nursing field. This discussion will delineate the stages of concept analysis
in accordance with Walker & Avant's model [14], proceeding sequentially as follows:

4.1. Choose a Concept

The EMR concept of nursing documentation was chosen in the theoretical analysis based
on the phenomenon that electronic medical records are an electronic device that has an
important role in improving the quality of care, ensuring the quality and convenience of
information, and increasing patient satisfaction. Minister of Health Regulation Number 24
of 2022 explains that electronic medical records must meet three principles of data and
information security [15], such as: principle of confidentiality (the principle of
confidentiality aims to ensure that data and information are protected from access by
unauthorized parties), principle of integrity (the principle of integrity aims to maintain the
accuracy of data and information, so that only people who have access rights can make
changes to the data), availability principle (the principle of availability gives priority to
the availability of information when connected with related parties. medical records are
a communication tool that must always be available appropriately and be able to display
data that has been previously stored).

4.2. Determining the objectives of the analysis

This concept analysis was conducted to develop an operational definition of EMR in
nursing documentation. The aim is to identify all uses of the concept and to provide
direction for research related to EMR in nursing documentation in order to improve the
quality of nursing documentation.

4.3. Identify all uses of the concept

A comprehensive literature search encompassing various scientific fields was conducted
to elucidate the characteristics of the concept, as advocated by Walker & Avant [14]. This
approach allows for a nuanced understanding of the concept, considering diverse
perspectives from different scientific domains. The focus of the literature search was
directed towards the concept of EMR within the realm of nursing documentation.

EMR, as conceptualized in nursing documentation, represents a digital adaptation of
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traditional paper-based medical records commonly utilized in healthcare facilities [16].
These digital archives store records and information compiled by healthcare professionals
within the facility, serving the purpose of diagnosing and treating patient ailments [17].
EMRs offer numerous advantages, including the ability to track patient data
longitudinally, identify individuals for preventive and screening measures, and enhance
overall healthcare quality [16,18]. Moreover, EMRs are cost-efficient, eliminating
expenses associated with printing and storage [19]. They play a pivotal role in enhancing
the efficiency and quality of services across various healthcare settings, improving
accuracy, form, ease of use, service speed, and facilitating case management and
collaboration among healthcare professionals. Consequently, EMRs have the potential to
significantly enhance the delivery of quality healthcare services, reducing waiting times,
ensuring continuity of care, minimizing redundant examinations, and augmenting service
efficiency [17-19].

Nursing documentation, on the other hand, involves the meticulous recording of all
activities related to the nursing process, serving the interests of clients, nurses, and
collaborative partners. This documentation process comprises a series of interrelated
activities forming an unbroken cycle from assessment, nursing diagnosis, intervention,
implementation, to evaluation stages [18,20]. Recognized as a crucial aspect of nursing
practice, documentation serves as a vital proof of performance for nurses [21]. However,
conventional paper-based documentation methods pose various challenges, including
readability issues, time constraints, and financial burdens associated with paper
procurement [22]. Consequently, the adoption of electronic documentation emerges as a
more suitable and promising alternative [21,23].

Hence, within the context of nursing documentation, EMR serves as a digital system adept
at storing information pertaining to the recording of nursing activities. This system
facilitates an interconnected cycle spanning assessment, nursing diagnosis, intervention,
implementation, and evaluation stages, thereby catering to the needs of clients, nurses,
and collaborative partners [21].

4.4. Determine Attributes

Determining attributes stands as a fundamental step within the concept analysis procedure.
This phase is critical as it entails defining the characteristics or attributes that constitute the
concept. These identified attributes serve to distinguish one concept from another. Walker
& Avant emphasize the importance of identifying attributes that delineate the concept of
EMR nursing documentation [14]. Documentation of nursing care that applies in several
hospitals in Indonesia generally still uses written documentation. The nursing information
system is a combination of computer science, information science and nursing science
which is designed to facilitate management and the process of retrieving information and
knowledge used to support the implementation of care. Nursing information systems relate
to the legality of obtaining and using data, information and knowledge regarding
documentation standards, communication, supporting decision-making processes,
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developing and disseminating new knowledge, improving the quality, effectiveness and
efficiency of nursing care and empowering patients to choose the desired health care,
includes:

Completeness

According to Minister of Health Regulation Number 269 of 2008 regarding medical
records, it is mandatory for every doctor or dentist engaged in medical practice to maintain
medical records for health services. This obligation extends to hospitals, which are
required to uphold medical records standards. Medical records must be promptly created
and diligently completed subsequent to the patient's receipt of services. Each entry within
the medical record should include the name, timestamp, and signature of the attending
doctor, dentist, or specific healthcare personnel directly involved in administering health
services [24].

Medical records contain notes and documents that explain the patient's identity,
examination, treatment, actions and other services provided to the patient. These medical
records can be made in writing, or electronically to ensure completeness and clarity of their
contents [24].Electronic recording of medical records includes demographic data, medical
data and other supporting data which have been integrated in one input. Good
documentation has uniform standards, rules for maintaining data, clear writing, legibility
of writing, validation and input provided, not writing too late, input format accuracy and
completeness of data. A medical record is said to be complete if it contains at least the
patient's biographical and biographical data [25].

Complete and accurate medical records serve multifaceted purposes, acting as a crucial
resource for healthcare services, legal documentation, quality improvement initiatives,
medical research endeavors, and as a foundation for evaluating hospital performance.
According to Minister of Health Regulation Number 129 of 2008 concerning Minimum
Service Standards for Hospitals, medical records are considered complete if they have been
diligently filled out by the attending doctor within 24 hours following the provision of
services, both for inpatient and outpatient cases. However, despite regulatory standards,
many hospitals still struggle to achieve completeness in their medical records. For instance,
Sumber Waras Hospital reported a completion rate of 73% in 2018 indicating a significant
gap in adherence to the prescribed standards. Similarly, Panembahan Senopati Bantul
Regional Hospital achieved a completion rate of 98% in 2019, suggesting varying levels
of success among healthcare facilities in meeting the requirements outlined by regulatory
authorities [26].

Caring

Caring is a form of nurse concern for clients as a form of attention, appreciation and being
able to meet their needs [27]. The phenomenon that four out of five clients interviewed
stated that nurses were not caring enough for clients. Nurses' lack of caring is characterized
by the nurse's lack of concern for the client, so that the client complains that the nurse in
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the room does not pay enough attention to the client's comfort. The electronic nursing
documentation system is a good system if implemented in Indonesia because it is more
efficient, many nursing actions require along time, this of course reduces nurses' time in
writing and makes nurses more caring towards clients, but this is a challenge for nurses in
meeting client needs. various obstacles that can be experienced such as human resources,
the need for training and hospital service systems in using management information
systems [28].

Effectiveness

The use of electronic-based nursing documentation is very effective for nurses. The
development of knowledge is so fast, nurses will quickly be left behind if they do not take
advantage of various things to adapt to the latest developments [19]. Knowledge is the
result of knowing and this occurs after someone senses a particular object. The use of
records in the handover process improves communication in conveying necessary
information and effectively prevents errors [29].

Efficiency

Efficiency is an approach to achieving goals by using minimal resources but producing
maximum results. Implementation of electronic nursingdocumentation can improve the
quality and efficiency of health service provision[18,20]. That the implementation of
EMR reduces the use of paper and medical record folders, thus shows that the
implementation of EMR affects theefficiency of costs spent by hospitals on medical record
units [30].

4.5. Create a case model

Creating a case model is an attempt to explain each characteristic of the concept in the
exemplary case. Cases can come from facts that occur in the environment, literature and
the results of the case model described below come from observations thatoccur in the
environment.

A nurse in charge of patients in the internal medicine room, has worked in that room for
7 years, before the nurse carried out documentation at EMR the nurse providednursing
care to the patient by giving attention, respect and being able to meet their needswhich
included assessment, formulating a diagnosis, formulating interventions, carryingout
nursing implementation and nursing evaluation. Before entering the EMR systemthe
nurse enters the user and password into the EMR, after that during the patient assessment
the nurse enters the patient data into the EMR system, including collecting patient
demographic data, such as name, date of birth, address and contact information, after the
patient data entered into EMR, it will automatically be distributed to various related
parties, such as doctors, nurses and other health facilities that provide medical services to
patients.
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The nurse performs input after obtaining data from reviewing medical information about
the patient, including medical history, examination results, diagnosis, drug prescriptions,
and other medical procedures. Nurses also make input in formulating nursing diagnoses,
making nursing interventions, implementing and evaluating nursing. After nurses and
those providing care to patients make input in the EMR, the documents written by the
Doctor in Charge of the Patient (DPJP) will be verified. Nurses also input the costs of
actions carried out by nurses on patients and Consumable Goods (BHP) used by patients
into the EMR. Nurses can also checkpatient transaction costs for funding claims from
insurance or certain health programs. EMR in hospital nurses work is stored on an
encrypted internal server, thereby preventing the risk of loss or damage.

The case model presented includes all attributes. A nurse in charge of patients in the
internal medicine room has worked in that room for 7 years. Before the nurse carriedout
documentation in the EMR, the nurse carried out comprehensive nursing care which
included assessment, formulating a diagnosis, formulating interventions, carrying out
nursing implementation. and nursing evaluation. Patient registration: during the patient
assessment, the nurse enters patient data into the EMR system, including collecting patient
demographic data, such as name, date of birth, address and contact information.
Distribution of EMR data: Patient data entered into EMR will automatically be
distributed to various related parties, such as doctors, nurses and other health facilities that
provide medical services to patients. Filling in clinical information: The nurse inputs
after obtaining data from reviewing medical information about the patient, including
health history, examination results, diagnosis, drug prescriptions, and other medical
procedures. Nurses also provide input in formulating nursing diagnoses, creating nursing
interventions, implementing and evaluating nursing. Processing EMR information:
nurses and those providing care to patients input EMR and the documents written by DPJP
will be verified. Inputting data for financing claims: Nurses also input the costs of
actions carried out by nurses on patients and consumables used by patients into the EMR.
Nurses can also check patient transaction costs for funding claims from insurance or
certain health programs. EMR Storage: Before entering the EMR system, the nurse enters
the user and password into the EMR and the EMR in the hospital where nurses work is
stored on an encrypted internal server, thereby preventing the risk of loss or damage.

4.6. Conceptualize borderline and contrary cases

Creating borderline cases aims to explain examples where some characteristicsof the
concept are not present in the case. Meanwhile, contrary cases are cases that do not
describe the concept in question because there are no characteristics of the conceptat all.

Borderline case

A nurse who is responsible for patients in the surgical room has worked in that room for
10 years. Before the nurse carried out documentation in the EMR, the nursecarried out
nursing care which included formulating a diagnosis, formulating interventions, carrying
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out nursing implementation and nursing evaluation. Before entering the EMR system the
nurse enters the user and password into the EMR, after that during the patient assessment
the nurse enters the patient data into the EMR system, including collecting patient
demographic data, such as name, date of birth, address and contact information, after the
patient data entered into EMR, it will automatically be distributed to various related
parties, such as doctors, nurses and other health facilities that provide medical services to
patients. Nurses make inputs after getting the data. Nurses also make inputs in
formulating nursing diagnoses, making nursing interventions, implementing and
evaluating nursing, after nurses and those providing care to patients make inputs in the
EMR, the documents written by the doctor in charge of the patient will be verified by
DPJP.

The case model presented does not include all attributes. A nurse in charge of patients in
the internal medicine room has worked in that room for 10 years. The nurse did not provide
complete nursing care, the nurse did not carry out direct assessments and did not enter the
correct data into the EMR and not inputting the costs of actions carried out by nurses on
patients and consumables.

Contrary case

A nurse implementing the internal medicine room, has worked in that room for 2years,
the nurse does not carry out documentation in the EMR. The nurse carries out nursing
care which includes assessment, formulating a diagnosis, formulating interventions,
carrying out nursing implementation and nursing evaluation. Before entering the EMR
system the nurse enters the user and password into the EMR belonging to another
implementing nurse friend, after that during the patient assessment the nurse enters
incorrect patient data into the EMR system, including collecting patient demographic data,
such as name, date of birth, address, andcontact information, after patient data is entered
into EMR it will automatically be distributed to various related parties, such as doctors,
nurses and other health facilities that provide medical services to patients.

The nurse performs input after obtaining data from reviewing medical information about
the patient, including medical history, examination results, diagnosis, drug prescriptions,
and other medical procedures. Nurses also make input in formulating nursing diagnoses,
making nursing interventions, implementing and evaluating nursing, after nurses and
those providing care to patients make input inthe EMR, the documents written by DPJP
will beverified.

Nurses also input the costs of actions carried out by BHP used by patients into the EMR.
Nurses can also check patient transaction costs for funding claims from insurance or
certain health programs. EMR in hospital nurses work is stored on an encrypted internal
server, thereby preventing the risk of loss or damage.

The case model presented does not describe the concept in question because there are no
characteristics of the concept at all. A nurse implementing the internal medicine room, has
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worked in that room for 2 years, the nurse does not carry out documentation in the EMR,
the nurse carries out nursing care and the nurse does not carry out complete nursing care,
the nurse does not carry out direct assessments and does not enter the correct data into the
EMR and the nurse enters the user and password into the EMR belonging to another
implementing nurse friend.

4.7. Identify antecedence and consequences

Antecedent

Antecedents are factors that have occurred previously that influence theattributes that
are characteristic of the concept Walker & Avant [14]. Antecedents in EMR nursing
documentation are factors that influence the condition of EMR nursing documentation,
including knowledge, education, motivation, supervision, facilities [31-34]:

Knowledge

Knowledge is a very important domain in the formation of a person's actions. So, a
person's practice can be influenced by knowledge, education, cultural influences and mass
media. This opinion is supported by previous study that states that knowledge is a very
important domain for the formation of one's actions, knowledge will encourage one's
practice. Knowledge is very influential in the EMR filling process, thisis in accordance
with research journals which state that there is a significant influence between nurses'
knowledge and the completeness of Electronic Medical Records with a very strong
correlation. Outpatient Installation at Prof. Dr. R.D Kandou Manado Hospital [35].

Education

Education is a planned basic effort to create a learning atmosphere and learning process
so that students actively develop their potential to have religious spiritual strength, self-
control, personality, intelligence, morals, life sciences, general knowledge and the skills
they need for society based on the Laws. A high level of education will influence a person's
individual knowledgeas well as an increase in filling out medical record files [31].

Motivation

Motivation is the driving force that causes a member of an organization to be willing and
willing to surrender abilities in the form of expertise or skills, energy and time to carry out
various activities that are their responsibility and fulfill their obligations in order to
achieve the goals and various targets of the organization that have been determined
previously, there are important three points in understanding motivation: the relationship
between needs, drives andgoals. Needs arise because there is something that a person
lacks, both physiological and psychological. Encouragement is a direction to fulfill these
needs, while the goal is the end of a motivation cycle. Motivation is divided into 2
according to Herzberg's theory, namely intrinsic motivation and extrinsic motivation. In
this study, the extrinsic motivation that influences the documentation of nursing care is
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stated,namely the protection of nurses in legal matters and the form of medical records
in the form of EMR or electronic medical records. Where nurses need protection if legal
problems arise which make it important for nurses to carry out complete documentation.
Another motivation that supports nurses in documentation is intrinsic motivation in the
form of nurses' sense of responsibility in the practice of documenting nursing care,
assessing achievement and performance [30].

Supervision

Supervision is an important part in the completeness of filling in medical record files and
cannot be separated from service, this is proven by the more frequent supervision, the
more impact it has on the completeness of filling in medical record files. Managing
nursing care requires the ability of nursing managers to supervise. The head of the room
is the frontline manager and the person in charge of the room must be able to be a good
supervisor of the implementing nurse in an effort to complete the medical record file. The
implementation of supervision that has not been optimal is in the head aspect. Supervision
is the process of providing the resources needed by nurses to complete tasks in order to
achieve goals in the form of guidance, guidance or supervision by managers regarding
implementation from low, middle and upper levels in order to determine activities in
accordance with the goals and objectives that have been set [32,33,36]

Facilities

The role of Electronic Medical Records certainly has many roles, namelyto store patient
identity data when inputted into the Application, as well as patient Medical Record
Numbers, patient reservations, drug prescriptions, viewing patient visit history and patient
medical history, list of drug names andprices, consumables until the cashier. The role of
Electronic Medical Records makes it easier for officers to provide services to patients so
that they can help more effectively in providing services to patients. There are several
factors that influence the effectiveness of electronic medical records, namely the network
which sometimes suddenly becomes slower, the application suddenly errors while
carrying out the service process so the officer must immediately contact customer service
for repairs. However, electronic medical records also have benefits, including: they can
increase productivity, are more efficient, it is very easy to issue patient medical records
both in summary and in detail, and doctors and nurses can easily access patient data by
logging in using their passwords [33,34,37]

Consequences

Consequences are the outcome of the concept. The consequences of electronic medical
record (RME) nursing documentation are the quality of nursingdocumentation.

Quality of nursing documentation

Patient health records or medical records are the main work process of doctors and nurses
and are the most important part of the patient information system which is needed to
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improve patient safety, quality of care and work efficiency. As technology advances, so
do documentation practices. Electronic records have made dramatic progress and have the
potential to improve the quality of nursing care documentation [36]. Health services
throughout the world have now switched to electronic health records and are starting to
abandon paper health records. The benefits of electronic health records are well
understood by hospital management andhealth workers, but the change process has
experienced many obstacles. The shift in health care from paper to electronic has
impacted not onlythe quality of nursing care documentation but also the broader
organizational culture. Transformation must be supported as a whole in the organizational
system so that this transition can run and be managed well because if it is not implemented
well, it will cause poor service quality. Overall, EMR helps improve the quality of nursing
documentation so that nursing documentation becomes completer and more
comprehensive [36].

Satisfaction of medical record users

User satisfaction in using electronic medical records is one measure of the level of success
in implementing or using an information system. This satisfaction is an assessment
regarding whether the performance of an information system is good or bad, and whether
the information system used is suitable or not with the user's goals. Users are also the main
key to the success of an information system implemented, because no matter how good a
programor system is, it will not run well without support from users [32].

Quality of nursing care

Recording complete and accurate patient data will make it easier for nurses to help patients
solve patient nursing problems and can also find out the extent to which patient problems
can be resolved. This is what will improve thequality of documentation of nursing care
[21].

Patient safety

The use of electronic nursing documentation can improve patient safetyin hospitals if
supported by good nursing competency and good infrastructure. In Jung's research, 84%
of health facilities have used EHRs in the US, while in Korea, 50.2% of hospitals have
used electronic-based documentation systems [38]. A study conducted by Charalambous
and Goldberg explained that 76% of nurses believed that electronic-based documentation
would improve patient safety. Information system support, infrastructure and good
competencyof nurses in using electronic nursing documentation can improve patient
safety,be useful in ensuring safe care and treatment, reduce medication errors, increase
data completeness, increase data sustainability, reduce nurse errors in the documentation
process, improve communication in conveying necessary information, and effectively
prevent errors in the handover process [39].



158 M. Sulaiman et al.

4.8. Determining empirical referents

Empirical referents are tangible data points whose presence signifies the manifestation of
a concept and can be utilized to identify the characteristics or attributes constituting that
concept (Walker & Avant). In the context of assessing nursing documentation quality, the
D-Cacth instrument serves as a conceptual tool derived from previous research [31]. This
instrument was developed by adapting and refining existing documentation quality
assessment tools, specifically incorporating elements from the D-Catch instrument and
Lunney's Scale for Degrees of Accuracy in Nursing Diagnoses. The D-Catch instrument,
validated for its reliability and validity [40], offers a comprehensive evaluation of nursing
documentation, encompassing various dimensions such as note structure, data acquisition,
quality of nursing diagnoses and interventions, progress evaluation, and legibility.

Knowledge
Education

Motivation

Supervision

Facilities

L

Completeness
Caring

Effectiveness

Efficiency

U

Quality of nursing documentation

Satisfaction of medical record users
Quality of nursing care

Patient safety

Fig 1. Concept of the electronic medical record model (EMR) for nursing documentation.

Previous study demonstrated the D-Cacth instrument's efficacy in assessing nursing care
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quality with a high degree of accuracy. Psychometric evaluations conducted in the same
study revealed a stable factorial structure, affirming the instrument's ability to provide
reliable indicators of nursing documentation accuracy and overall care quality in hospital
settings. Additionally, it also corroborated the suitability and recommendation of the D-
Cacth instrument for utilization in documentation audit processes [40].

5. Conclusion

The analysis of EMR nursing documentation reveals six key attributes: patient
registration, MR data distribution, clinical information entry, EMR information
processing, funding claim data input, and EMR storage, alongside factors influencing
EMR conditions. Perceived usefulness, convenience, and social influence are integral
components of EMR nursing documentation, significantly impacting its quality. The D-
Cacth instrument emerges as a superior tool for assessing nursing documentation quality
due to its comprehensive evaluation capabilities, including note structure alignment with
the nursing care process, reception interview data analysis, assessment of nursing
diagnoses and interventions, progress tracking, and legibility assessment. The theoretical
definition, antecedents, attributes, and consequences of EMR nursing documentation have
been elucidated. Continuous analysis and study are essential as this concept evolves,
ensuring ongoing optimization and refinement of EMR systems for nursing
documentation.
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