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Introduction

Digital innovation has become a defining feature of health and social care reform in the United Kingdom since around the 1970’s. Increasing demand for services, an ageing population, workforce shortages and financial pressures have driven the National Health Service (NHS) to adopt digital technologies that promise improved efficiency, safety and quality of care. One of the most significant and widely implemented digital innovations during this period is the Electronic Health Record (EHR) (NHS England, 2019). In this report I will critically evaluate how this digital transformation has been implemented and what impacts it has made within health and social care in the Uk. 

Electronic Health Records are digital systems that store and share patient information across health and care settings. In the UK, EHR systems such as EMIS, SystmOne, and   EPIC have replaced paper-based records across primary, secondary and community care (NHS England, 2019). These systems aim to support safer clinical decision making, enhance continuity of care and improve communication between professionals.

Despite their widespread adoption, the implementation of EHRs has generated debate regarding their impact on healthcare professionals and patients. While EHRs are often presented as solutions to inefficiency and risk, evidence suggests their effects are complex and uneven. This report critically evaluates the impact of Electronic Health Records on the healthcare workforce and patients/service users within UK health care, considering both positive and negative outcomes supported by evidence. The analysis highlights key challenges and draws conclusions about the extent to which EHRs have achieved their intended goals.

Impact on the Workforce
The implementation of Electronic Health Records has fundamentally altered healthcare professionals’ roles and daily practices. Documentation, clinical communication, prescribing and referrals are now predominantly completed within digital systems. This has embedded technology use into routine clinical work, making digital competence an essential professional requirement (Topol, 2019).
A key positive impact is improved access to patient information. Clinicians can view comprehensive, up-to-date records across care settings, which supports more informed decision making and reduces duplication of assessments (Boonstra and Broekhuis, 2010). Multidisciplinary teams benefit from shared access to records, improving coordination and reducing reliance on broken communication methods.
However, this shift has also expanded clinicians' administrative responsibilities. Evidence indicates that EHRs can increase time spent on documentation, often at the expense of direct patient interaction (Robertson et al., 2016). This change has altered professional identity for some staff, who report feeling that they spend more time “managing data” than delivering care. Critically, this suggests that EHRs may unintentionally reconfigure clinical work in ways that conflict with professional values of patient-centred care.



Digital Skills, Training and Adaptation
EHR adoption has increased demand for digital literacy across the workforce. Healthcare professionals must be proficient in navigating systems, entering accurate data, understanding clinical decision support tools and complying with information governance requirements. For some staff, particularly older professionals or those trained before widespread digitalisation, this transition has been challenging (Greenhalgh et al., 2017).

Effective training programmes and ongoing technical support have been shown to improve confidence and engagement with EHR systems. Where staff feel supported, EHRs can enhance efficiency and reduce clinical risk. However, evidence suggests that training is often inconsistent, time-limited or focused on technical functions rather than clinical integration (Boonstra and Broekhuis, 2010).

Poor usability and insufficient training can contribute to frustration, cognitive overload and workarounds that undermine data quality and safety. From a critical perspective, this highlights a disconnect between policy ambitions for digital transformation and the practical realities of workforce capability and support.



Workload, Stress and Wellbeing
One of the most contested impacts of EHRs is their effect on workload and staff wellbeing. Proponents argue that EHRs reduce paperwork, streamline processes and save time (NHS England, 2019). In practice, however, evidence suggests that EHRs often redistribute rather than eliminate work.

Studies have linked EHR use to increased documentation time, particularly in hospital settings, where clinicians must complete extensive electronic forms to meet organisational and regulatory requirements (Robertson et al., 2016). This has been associated with longer working hours and increased risk of burnout, particularly among doctors and nurses.

Furthermore, EHRs can create a sense of constant monitoring, as digital audit trails track clinical activity. While this may support accountability, it can also reduce professional autonomy and increase stress (Greenhalgh et al., 2017). Critically, this suggests that without careful implementation and workload redesign, EHRs may exacerbate existing workforce pressures rather than alleviate them.


Impact on Patients /Service Users

Electronic Health Records are widely promoted as tools for improving patient safety. Digital documentation reduces the risks associated with illegible handwriting, missing records and incomplete information. Electronic prescribing systems can identify medication allergies, interactions and dosage errors, contributing to safer care (Wachter, 2015).

Evidence from NHS settings indicates that EHRs improve continuity of care, particularly for patients with complex or long-term conditions who require input from multiple services (NHS England, 2019). Shared access to records reduces fragmentation and supports more coordinated care planning.

However, EHRs also introduce new safety risks. Errors in data entry, over-reliance on automated alerts and alert fatigue can undermine clinical judgement (Wachter, 2015). System failures or downtime can disrupt care delivery and delay treatment. Critically, this demonstrates that digital systems do not eliminate risk but transform it, requiring new safety strategies and competencies.


Patient Experience and the Therapeutic Relationship

From the patient perspective, EHRs can improve experience by reducing repetition and improving communication between services. Patients often value the sense that clinicians have access to accurate, comprehensive information (Robertson et al., 2016). Patient portals linked to EHRs can further enhance transparency and engagement by allowing individuals to access test results and health information.

Conversely, concerns have been raised about the impact of EHRs on the patient–professional relationship. Observational studies suggest that clinicians may spend significant portions of consultations interacting with screens, which can reduce eye contact and active listening (Greenhalgh et al., 2017). Some patients report feeling less heard or valued when technology dominates interactions.

Critically, while EHRs may improve technical aspects of care, they risk undermining relational care if not integrated sensitively into clinical encounters. This tension highlights the need to balance efficiency with empathy in digital health practice.






Digital Exclusion and Inequality

Although EHRs are primarily clinician facing, increasing integration with patient portals and digital communication tools raises concerns about digital exclusion. Not all patients have the skills, access or confidence to engage with digital health technologies. Older adults, individuals with disabilities, people with low literacy and those from disadvantaged backgrounds are particularly at risk (The King’s Fund, 2021).

If digital systems become the default mode of engagement, these groups may experience reduced access to services and information. This contradicts NHS principles of equity and universality. From a critical standpoint, digital innovation that does not address inequality may inadvertently widen existing health disparities.

Data privacy and confidentiality also influence patient trust. High-profile data breaches and concerns about secondary use of health data can reduce public confidence in digital systems (Department of Health and Social Care, 2022). Maintaining trust requires transparent governance, clear communication and robust security measures.


Critical Evaluation

The evidence suggests that Electronic Health Records have delivered important benefits for workforce coordination, patient safety and continuity of care. However, these benefits are uneven and context dependent. EHRs often increase administrative workload, contribute to staff stress and risk depersonalising care if poorly implemented.

Critically, EHRs should not be viewed as neutral tools. They shape professional behaviour, patient experiences and organisational priorities. Successful digital transformation depends not only on technology but also on leadership, training, system design and cultural change (Topol, 2019). Without attention to these factors, EHRs risk reinforcing inefficiencies and inequalities rather than resolving them


Conclusion
Electronic Health Records (EHRs) represent one of the most transformative and influential digital innovations introduced into UK healthcare over the past decade. Their implementation has fundamentally reshaped the way information is recorded, accessed, and shared across services. For the healthcare workforce, EHRs have facilitated faster access to patient data, improved interdisciplinary communication, and enhanced coordination of care across different settings. At the same time, however, their adoption has brought significant challenges, including increased documentation requirements, administrative workload, workplace stress, and evolving professional roles that require new technical competencies and ongoing training.

For patients and service users, EHRs offer clear advantages in terms of improved safety, continuity, and consistency of care. The ability to share accurate, up-to-date information across teams can reduce duplication, minimise errors, and support more informed clinical decision-making. Nevertheless, the expansion of digital systems also raises important concerns. Issues such as digital exclusion, particularly among vulnerable or disadvantaged populations, the safeguarding of confidential health information, and the potential impact on the quality of therapeutic relationships must be carefully considered.

In summary, while Electronic Health Records hold considerable promise for enhancing the efficiency, safety, and overall quality of healthcare delivery, their successful integration is not automatic. Realising their full potential requires thoughtful implementation, adequate staff support and training, robust data protection measures, and a continued commitment to patient-centred practice. A balanced and critical approach is essential to ensure that digital systems strengthen, rather than compromise, both staff wellbeing and the quality of care provided to patients.


Recommendations
1. Improve User-Centred Design
EHR systems should be co-designed with frontline staff and patients to ensure usability and alignment with clinical workflows.
2. Strengthen Workforce Training and Support
Ongoing, role-specific digital training should be embedded into professional development to reduce stress and improve competence.
3. Protect Relational Care
Organisations should promote consultation practices that integrate technology without compromising patient–professional interaction.
4. Address Digital Inequality
Non-digital alternatives and targeted support should remain available to ensure equitable access for all patients.
5. Enhance Data Governance and Transparency
Clear communication about data use and robust security measures are essential to maintain public trust.
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