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Abstract 

Health care business professionals have been slow to implement electronic medical 

records (EMRs), although this is a federal requirement tied to reimbursement from 

Medicare and Medicaid. Guided by the conceptual framework of the technology 

acceptance model (TAM), the purpose of this single-case study was to explore EMR 

strategies that health care business professionals use to increase productivity and revenue. 

The target population was comprised of health care business professionals with EMR 

strategies in Orange County, New York. Methodological triangulation included analysis 

of semistructured interviews with 7 health care business professionals and review of 

organizational documents consisting of emails, meeting minutes, and a handbook. The 

recruitment strategy used was random sampling and snowball sampling. Analysis 

included compiling data, coding the data by disassembling into categories, and 

reassembling the data into emergent themes. The findings of the study included 5 themes 

or strategies focused on EMR implementation, leaders’ efforts to support and sustain the 

EMR, helping users accept the EMR, communication and efficiency for increasing 

productivity and revenue, and helping users improve health care safety.  Health care 

business organizations can benefit by knowing where to focus their resources, 

maximizing return on investment. The findings could effect social change by 

enumerating strategies that businesses can use to improve performance, and productivity 

for health care business professionals and improve quality, care coordination, and 

management of population health and safety of health care for patients.  
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Section 1: Foundation of the Study  

Efforts for health care business professionals to support the use of an automated 

medical record system has been a goal of the George W. Bush and Barack Obama 

administrations (Centers for Medicare and Medicaid Services [CMS], 2012a). Current 

and previous presidential administrations’ visions has been for all health care business 

professionals to use the electronic medical record (EMR) by 2015, based on the 

American Recovery and Reinvestment Act of 2009 (U.S. Department of Health and 

Human Services [HHS], 2009). Moreover, health care business professionals who do not 

implement the EMR could see a percentage decrease in Medicare reimbursement.  

Under health care reform, the assumption made by the Bush and Obama 

administrations is that the EMR adds significant value to the health care system in the 

United States through the improvement of safety and quality (CMS, 2012). Based on the 

requirements of this reform and the substantial effect on businesses, I conducted a 

qualitative single-case study to explore EMR strategies health care business professionals 

use to increase productivity and revenue. I focused on the electronic medical records 

system because the innovation affects productivity and revenue for business professionals 

(e.g., Burns, Bradley, Weiner, & Shortell, 2012). The implications of this study may help 

health care business professionals understand strategies to increase productivity and 

revenue.  

Background of the Problem 

An essential benefit of health care information technology is to improve the 

proficiency of health care business professionals’ practices through successful 
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implementation of the EMR (Cusack et al., 2013). The implementation of EMR in 

hospitals and health care business professionals’ practices may result in benefits for 

safety, quality of care, and efficiency (Lee, Kuo, & Goodwin, 2013). However, when 

health care business professionals implement the EMR technologies, there is often a lack 

of interoperability and compatibility during and after implementation (Wang, Li, Zhang, 

Suzuki, & Araki, 2013). The reason to conduct this qualitative single-case study was to 

explore the EMR strategies health care business professionals use to increase productivity 

and revenue.  

Lee et al. (2013) stated that, although there are efforts to support the integration of 

the EMR in the United States, certain barriers have become problematic. Organizations 

that adopt the EMR often lack interoperability of systems, alternative strategies, adequate 

training of personnel, time, contingency plans for the breakdown, and maintenance and 

financial barriers that limit the EMR’s usefulness (Cagle et al., 2012; Mohammed et al., 

2016). Health care business professionals, through on-going collaboration, increase the 

organization’s productivity and revenue (Gilmer et al., 2012). Findings from this study 

may add value and create positive change for health care business professionals in health  

care organizations. These findings may include leaders support, defining business 

processes, clarifying training needs, and improving communication with the provider, 

patient, and the community. Positive social change may result from improvements in the 

quality of patient care and the efficiency of the health care system facilitated by the EMR 

when used to its full potential. 
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Problem Statement 

Policy makers and health care leaders set aside $30 billion for the adoption of the 

EMR (CMS, 2014) yet physicians are failing to make this transition (Adler-Milstein, 

Salzberg, Franz, Orav, & Bates, 2013). Health care business professionals who did not 

adopt the EMR and abide by the concept of meaningful use, beginning in 2015, were 

subjected to financial penalties in excess of 1% in Medicare and Medicaid reimbursement 

and 1% for the next 5 years by 2020 (CMS, 2015). The general business problem is that 

some health care business professionals in hospitals were not capitalizing on business 

opportunities, which resulted in a loss of productivity and revenue for the business. The 

specific business problem is to explore EMR strategies among health care business 

professionals to increase productivity and revenue.  

Purpose Statement 

The purpose of this qualitative single-case study was to explore EMR strategies 

among health care business professionals to increase productivity and revenue. The target 

population was comprised of health care business professionals in Orange County, New 

York. The population was appropriate for this study because health care business 

professionals were most suited to identify strategies for increasing productivity and 

revenue. The EMR contributed to the business environment by a decrease in health care 

and an increase in revenue and productivity through the implementation of the EMR for 

health care business professionals (Guy et al., 2014). With health care business 

professionals adopting the EMR, the culture also changed for patients, since this led to 

better communication, interaction, coordinated care, improved quality, decrease 
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duplication, and eliminated waste (Lau et al., 2012). The implications for positive social 

change included benefits to patients in terms of decreased health care cost and improved 

health care access, safety, quality, and efficiency (Adler-Milstein et al., 2013; Lau et al., 

2012). Fewer medical errors improve health care for patients and increased productivity 

and revenue for health care business professionals (Lau et al., 2012). 

Nature of the Study 

I selected a qualitative method because the purpose of my study was to explore 

what EMR strategies business professionals use to increase productivity and revenue. To 

explore the experience of the health care business professionals with the EMR, I chose 

the single-case study methodology to explore a real-world case of an everyday situation 

(e.g., Yin, 2014). The case study was specific to health care business professionals 

working in hospitals in Orange County, New York. Unlike a quantitative study, in which 

a researcher uses surveys and interpretation of numbers, a qualitative study opens up new 

options and ideas and gives the researcher an opportunity to hear the participants’ voices 

(Gioia, Corley, & Hamilton, 2013).  

According to Sparkes (2015), the mixed method combines quantitative and 

qualitative strategies, which can produce disjointed, unfocused research. The challenge of 

bridging the data takes time, and researchers may confuse the data (Molina-Azorín, 

López-Gamero, Pereira-Moliner, & Pertusa-Ortega, 2012). The mixed method was not 

suited for this study because the focus was to explore strategies among health care 

business professionals to increase productivity and revenue, rather than apply variables 

and looking for the results of these changes. 
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A single-case study was the preferred design for my study. I collected data using 

semistructured interviews with open-ended interview questions and consulting records 

(e.g., Ozuru, Briner, Kurby, & McNamara, 2013). For purposes of this study, other types 

of qualitative methods would not adequately address the factors influencing the adoption 

of the EMR. For example, ethnography tells a story about peoples’ lives and culture 

(Reeves, Peller, Goldman, & Kitto, 2013). Ethnography requires the researcher to be 

immersed in a prolonged period of observation of the subjects’ culture and activities 

(Reeves et al., 2013). Ethnography design would not benefit my study since the focus 

was not to tell a story of people’s daily lives or culture. Narrative research includes 

individual experiences relating to a sequence of events, which results in a lack of 

understanding of the phenomenon as applied to business (Marshall & Rossman, 2016). 

Phenomenological research consists of studying participants through extensive and 

prolonged engagements (Marshall & Rossman, 2016). Phenomenology was not 

appropriate for this study because the purpose of my study was to explore strategies used 

by health care business professionals, not to explore lived experiences of a phenomenon.  

Research Question  

Health care business professionals seek to obtain EMR meaningful use so as not 

to incur financial penalties. The importance of this study emphasized health care business 

professionals as participants sharing their experiences. The research question applicable 

to this study was: What EMR strategies do health care business professionals use to 

increase productivity and revenue? 
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Interview Questions  

Participants responded to open-ended interview questions in a semistructured 

process. The focus of the discussion consisted of how health care business professionals 

understand the strategies for implementation and application of the electronic medical 

record.  

1. What strategies are used to overcome barriers to implementation? 

2. What alternative strategies were considered based on feedback data? 

3. What strategies are in place to help users understand the usefulness of 

EMR implementation? 

4. What strategies were implemented to help users understand the EMR 

system? 

5. What business processes were eliminated or enhanced in the 

implementation of the EMR? 

6. What type of leader support strategies has the organization received  

  since the implementation of the EMR? 

7. What training if any have you received in using the EMR? 

8. What type of communication has the EMR system provided between  

  provider, patient, and community? 

9. What safety issues have you encountered with the implementation of the 

EMR? 

10. What additional information would you like to add to this interview? 
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Conceptual Framework 

The purpose of the study was to explore business strategies among health care 

business professionals to increase productivity and revenue. The conceptual framework I 

used to explore these strategies was the technology acceptance model (TAM). The TAM 

served as a lens to better understand the strategies health care business professionals use 

to increase productivity and revenue.  

Davis used the Fishbein model as the reference point to develop the TAM 

(Fishbein, 1967). The Fishbein model originally specified in 1967 was extensively 

examined and honed by Fishbein and Ajzen (Fishbein & Ajzen, 1975). The TAM is a 

significant extension of a system grounded in the Ajzen and Fishbein theory of 

reasonable action (TRA) used to explain how individuals’ attitudes influence their 

behavior. The TAM is an intention-based standard developed by Davis (1989) to explain 

different strategies that users employ to accept information systems. Davis further 

acknowledged that the TAM is a model used to explain the extent to which a person 

believes productivity increase through usefulness.  

Davis, Bagozzi, and Warshaw (1989) noted that this is also the level to which a 

person believes that using a specific model decreases effort. Davis (1989), and Lee, 

Xiong, and Hu (2012) advised that there are many factors that affect how people adapt or 

use technology. These factors include perceived usefulness (PU) and perceived ease-of-

use (PEOU) (Egea & González, 2011). Davis (1993) explained that PU was an example 

of satisfaction people achieved when using technology that increases performance. Davis 

also demonstrated that PEOU was the amount of effort put forth when using technology 
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(Davis, 1989; Lee et al., 2012; Oh & Yoon, 2014). These factors were important to 

consider in relation to the implementation of the EMR because they affect acceptance and 

effective use of the system by users. In using the TAM model to explore perceived 

usefulness, ease of use, quality, and efficiency of the process, I explored factors that 

contributed to achieving the goals of EMR use, namely increased productivity and 

revenue.  

Operational Definitions 

Centers for Medicare and Medicaid Services (CMS): The organization that has 

oversight of Medicare and collaborates with other government agencies to manage 

Medicaid (CMS, 2014). 

Electronic health record (EHR): The EHR system is an automated documentation 

compatible with other electronic systems during delivery of health care. The main 

purpose of the EHR is to communicate information that results in safer care for patients 

and providing greater efficiency (Hyppönen et al., 2014). 

Electronic medical record (EMR): An automated system that shows all encounters 

and diagnoses by a medical professional. The EMR allows access to patient data and 

information including providers’ notes, lab and diagnostic test results, and consultation 

reports (Babbott et al., 2014).   

Health care Business professionals: In the doctoral study, this phrase represents 

nurses, physician’s assistant, nurse practitioners, clerks and information technology 

personnel (CMS, 2014). 
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Meaningful use: The CMS defines meaningful use as a mandate that directs health 

care business professionals that provide care, to employ EHR/EMR technology that 

meets specific criteria to earn incentive dollars (CMS, 2014). 

Department of Health and Human Services, (HHS): The organization charged 

with safeguarding the health of American populace and offer necessary services (HHS, 

2016). 

Assumptions, Limitations, and Delimitations 

Assumptions 

Marshall and Rossman (2016) defined assumptions as the lens through which a 

researcher perceives the world. For the researcher, a previous observation or connection 

that might sway the research could be beneficial, or conversely seen, as showing 

preference (Marshall & Rossman, 2016). This qualitative descriptive study included 

several assumptions.  

The first assumption was that the participants are positively inclined to be a part 

of the study and that they understand the significance of confidentiality. Second, 

participants would respond actively, truthfully, and appropriately to questions asked 

during the interview. Third, that I would identify trends correctly from the data collected. 

Fourth, participants were not pressured and answered questions without bias. My fifth 

assumption was that the influence of external factors was insignificant to the responses 

given by participants. Some examples of these external factors are operating revenue, 

financial factors, complexity, and compatibility (Kruse, DeShazo, Kim, & Fulton, 2014). 
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Limitations 

Limitations refer to probable flaws or weaknesses of the study (Marshall & 

Rossman, 2016) and how the results promote understanding of the research problem 

(Grove, Burns, & Gray, 2013). First, the study included health care business 

professionals. I did not interview other personnel such as insurance personnel for the 

study; thus, my results are only applicable to populations similar to this population of 

health care business professionals. Second, time constraints did not allow for further, in-

depth study of the phenomenon. Third, the study was limited to those participants who 

agreed to participate in the study. There may be individuals who are in an experiential or 

structural position such that their responses would benefit the understanding of the 

overall case, but it is possible they might not have agreed to participate. Fourth, some 

participants in the study may have already had exposure to another system in an external 

environment (see Kirkendall, Goldenhar, Simon, Wheeler, & Spooner, 2013). These 

experiences may have affected their responses to my interview questions. 

Delimitations 

Delimitations are the borderlines that are set to conduct the study (Marshall & 

Rossman, 2016). Borderlines include what a researcher is not doing and why a researcher 

has chosen not to do them (Grove et al., 2013). For example, there are other business 

professionals such as insurance personnel who use the EMR system; however, these 

professionals may not be in a position to understand the business strategies to increase 

productivity and revenue. Another delimitation is the sample size; a larger sample would 

have added time by meeting with all the administrators to gain access to their hospital 
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organizations. The location of the study is also a delimitation. I restricted the 

geographical location to Orange County, New York for accessibility purposes.  

Significance of the Study 

The study may be of value to businesses by increasing their understanding of 

business strategies that may be used to overcome barriers to implementation. Some of 

these barriers may include workflow inefficiencies, poor quality of systems, and limited 

understanding of the EMR. The improvements in workflow, system compatibility, and 

alternative strategies that may be implemented could help users understand and more 

effectively use the system. These business strategies may help health care business 

professionals increase productivity and revenue. 

Contribution to Business Practice  

The study may fill a gap in the literature and contribute to business practice by 

providing additional knowledge to health care business professionals for developing 

strategies to increase productivity and revenue. Understanding strategies and alternatives 

that other hospital organizations use could help with implementation and adoption of the 

EMR. Health care business professionals can also understand what strategies 

organizations employ to help increase ease of use and usefulness of the EMR.  

Business leaders may also use the findings from this study to evaluate the 

effectiveness of the current strategies that their organization is using in implementing the 

EMR. The EMR, as a tool, shows great promise to advance the progress of health care 

service (Bardhan & Thouin, 2013). The beliefs held by health care delivery leaders are 

that an organization’s characteristics and priorities may affect EMR implementation. The 
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United States is at the forefront in using technology for innovation to improve business 

practices (CMS, 2013). Despite the standard for using technology, the health care 

industry has stayed behind in implementing EMR systems technology (Payne et al., 

2013). Results from this study may improve the delivery of health care through creating 

vigorous self-assessment, planning, evaluation, accountability, and continuity to health 

care organizations to support sustainable on-going change processes (Florea, Cheung, & 

Herndon, 2013). This sustainability may help health care business professionals increase 

productivity and revenue.  

Implications for Social Change 

Interest in technology may increase for health care business professionals. 

However, health care organizations need to have an awareness of the positive change 

involved with the implementation of the EMR. This study may serve to further the 

knowledge of the EMR by health care business professionals, patients, the community, 

and the United States. Hospital leaders who implement the EMR may embrace the 

mandates of legislation and enact new policies and procedures to streamline critical 

processes in the health care industry (Otto & Nevo, 2013). Business professionals, 

through improved communication, can use the incentives associated with meaningful use 

to maximize the benefits of the program (Lee et al., 2013). Health care practitioners, 

having knowledge of strategies used during implementation, can avoid the risks that are 

inherent to innovation and use of the technology. The knowledge gained could provide 

opportunities for providers to interact and exchange information as well as passing 
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information on best practice implementation models to health care business professionals 

to increase productivity and revenue.  

Social change involves geographic mobility. Patients migrate throughout the 

United States because of jobs, economic or other reasons. When people move, they 

change doctors and their medical history may be accessible to the new provider. With the 

adequate implementation of the EMR, physicians can share records and avoid duplication 

and the associated costs, as well as improve coordination of care. Hsiao et al. (2013) 

explained that the EMR provides continuity of care, reduction of errors, patient medical 

history, improved quality, increased revenue, and productivity. Lin et al. (2014) noted 

with more physicians implementing the EMR, access to health care for communities in 

rural areas as well as in big cities improves. The findings of the proposed study may fill 

the gap in an entirely integrated effort enumerating strategies toward improving 

performance, revenue, and productivity for health care business professionals as well as 

increasing quality, coordination, and safety of health care for patients. 

A Review of the Professional and Academic Literature 

The purpose of this single qualitative case study was to explore EMR strategies 

health care business professionals use to increase productivity and revenue. My 

focus was on the TAM, rationale of the EMR, the cost of health care, the American 

Rehabilitation and Reinvestment Act, the TAM theory, technology and acceptance of the 

organization, education and training for the EMR, barriers to adoption of the EMR, 

benefits of the EMR, safety and security concerns with EMR use, leaders and transition, 

and how the conceptual framework related to my literature review. 



14 

 

 

The literature review included peer-reviewed journal articles, U.S. government 

websites and documents, books, and encyclopedias. The documents were less than 5 

years old for current relevance to the study. The journal articles used were from 

Academic Source Premier, electronic databases such as Google Scholar, Business Source 

Premier, and Medline Cinahl. The searches included phrases and keywords such as the 

history of EMR, ethics, technology, attitude, organizational learning, barriers to 

adoption, environment, reimbursement, change, and medical professionals delay in 

adopting the EMR. I also reviewed other documents older than 5 years for the study. In 

the literature review, I have 139 references, 93% of which are peer-reviewed, and within 

5 years prior to expected year of doctoral study completion. Throughout the entire 

doctoral study, I have 317 references, 94% of which are peer-reviewed and published 

within 5 years of expected year of completion of the doctoral study.  

Technology Acceptance Model 

 The TAM is a significant extension of a system grounded in the Fishbein and 

Ajzen (1975) TRA. Fishbein and Ajzen explained by means of the TRA model, how 

individual’s attitude influences their behaviors to adapt to a particular norm. Sheppard, 

Hartwick, and Warshaw (1988) indicated that, with the TRA theory, if others see the 

value of a positive innovation then people are more apt to use the technology. Richard 

Bagossi and Fred Davis coined the TAM (Davis, 1993; Davis et al., 1989). Ajzen (1991) 

indicated one example of the application of TRA is in fields such as health care. Ajzen 

extended the TRA initiative model by introducing the theory of planned behavior (TPB) 

and showed the connection between the views of someone and their actions.  
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Researchers questioned the value of the TAM for decades. Researchers proposed 

other models, but the TAM was the most popular and validated system to study how 

people use information technology. The original TAM provided a parsimonious account 

of technology adoption based on the TRA (Fishbein & Ajzen, 1975). Iqbal et al. (2013) 

stated that the TAM model also explains perception and the adoption of behavior. Other 

areas measured using the TAM include security and privacy (Kirkendall et al., 2013). 

Similarly Sternard and Bobek (2013) explained that the TAM describes usage and 

influences that improve efficiency and effectiveness. Likewise, Svendsen, Johnsen, 

Almas-Sorensen, and Vitterso (2013) stated that when people find technology that is user 

friendly, they are more apt to use it, although they explained that there are few studies 

conducted on perceived usefulness.  

The discussion in the literature review about the TAM is what I used as the 

theoretical model for my study. Because effective use of the EMR is paramount to 

reaching the goals the system was designed to achieve, acceptance of the technology is a 

key concept to understand how users interact with the EMR (Lee, Lin, Yang, Tsou, & 

Chang, 2013). I used the model as a guide to writing interview questions and 

interpretations of the responses. Further analysis of these responses may be used to serve 

as vital information among health care business professionals to understand strategies to 

increase productivity and revenue. 

Overview of the EMR 

The earliest use of an EMR was called the patient-oriented medical record. 

Lawrence Weed developed the record with the intent to reorganize patient medical 
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records to improve patient care (CMS, 2012). The initiative was to place emphasis on 

organizing patient data to include information on the patient, the objective, the 

assessment, progress notes and a care plan (Alonso et al., 2013; CMS, 2012). However, 

practitioners thought that it was incompatible with their office practice.  

Hannan and Brooks (2012) stated that using the e-technologies that were available 

at the time showed many benefits. These advantages included computer-generated alerts 

and reminders for clinical decision support systems. In addition, there was a connection 

between best practice alerts for improved access and functionality (Hannan & Brooks, 

2012). King, Patel, Jamoon, and Furukawa. (2014) agreed the EMR had many benefits 

including quality of care, ordering tests and communication. Lau et al. (2012) noted the 

organizations did not understand the strategies that would give meaningful use and 

thereby increase productivity and control costs to increase revenue for health care 

business professionals. Likewise, Terry (2013) found the handwritten charts were missing 

information, were not updated, and documentation was scattered throughout the chart, 

creating a lack of consensus in treatment. Edwards (2012) stated the EMR improved 

patient care, provided health care savings, reduce medical errors, and promoted efficiency 

savings and revenue. 

A theoretical model that researchers may use to understand user acceptance is the 

TAM. The TAM is one of the most accepted and recognized models (Melas, Zampetakis, 

Dimopoulou, & Moustakis, 2011). Davis (1989) further acknowledged the TAM is a 

system that may be used to explain the extent to which a person believes job performance 

should increase. Hu, Chau, Sheng, and Tam (1999) described the TAM model as a model 
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conceived by Fred Davis on how people respond to or accept computer technology. 

Ketikidis, Dimitrovski, Lazuras, and Bath (2012) indicated the TAM may be used to 

analyze how people respond to and accept technology. By analyzing how people respond, 

organizational leaders may develop strategies so health care business professionals can 

understand perceived use and usefulness of the EMR (Hu et al., 1999; Ketikidis et al., 

2012). 

 Government leaders also played a role in the integration of the EMR (CMS, 

2012). The government leaders had an initiative for organizations to implement and adopt 

an automated record system to document patient care by 1999. Based on patient-privacy 

grounds, groups abandoned computerization of the patient record (Bruen, Ku, Burke, & 

Buntin, 2011).  

Another deterrent was the cost of transferring earlier records and purchasing 

equipment. Higgins et al. (2012) suggested a change to the EMR increases productivity 

through data capture and coding efficiency. With time, expenditures decrease because of 

the electronic documentation rather than dictation, which results in a greater return on 

investment for health care business professionals (Higgins et al., 2012).  

Higgins et al. (2012) defined in his analysis that there are many benefits 

associated with EMR use. Some of these benefits include access to care, documentation 

of patient care, and efficiency, which translates into increased productivity and a greater 

return on investment for health care business professionals. The problem is health care 

business professionals lack the strategies to maximize productivity and revenue through 

EMR implementation. One model to understand perceive use and user acceptance is the 
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TAM. With researchers using the TAM to understand acceptance, they can provide 

knowledge and strategies that health care business professionals may use to maximize 

EMR use and thereby increase productivity and revenue. 

Cost of Health Care 

Compared to the rest of the world the United States spends more on health care 

than any other country, yet, many Americans lack quality affordable health care. Basole, 

Bodner, and Rouse (2013) stated that health care was a concern for government agencies, 

business organizations, and the community. Jost (2012) stated a committee got together 

to discuss health care costs in the 1930s. They found health care costs were 4% of the 

gross domestic product, with health care accounting for 16% of our GDP or over 2 

trillion dollars a year. In the 1950s, the United States spent $12.7 billion a year on health 

care, rising in1965 to $41.6 billion, and by 1972, $92.3 billion (Jost, 2012).  

The policy makers introduced four strategies to control the rise in health care 

costs in the 1970s. The four strategies were health planning, utilization review, health 

maintenance organizations, and hospital price controls (Jost, 2012). First, health planning 

was implemented to control excess capacity. The more hospital beds in the community, 

the more days of hospital care organizations were likely to use (Ferrier, Leleu, Moises, & 

Valdmanis, 2013). Second, the professional standards for Medicare and Medicaid were 

reviewed to determine if it was medically necessary. The third strategy was the Health 

Maintenance Organization program (HMOs) used in health care organizations to lower 

hospital utilization (Robinson & Miller, 2014). The fourth was a 90-day freeze on wages 

and prices imposed to control costs, including hospitals (Jost, 2012).  
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However, with the implementation of these interventions, the 1980s saw an 

increase in care utilization with organizations. Providers and policy makers realized the 

health care in the United States needed much attention. Qaseem et al. (2012) noted in 

1980, the United States spent $253 billion on health care, increasing to $714 billion in 

1990, and to more than $2.2 trillion in 2008.  

According to Chandra and Skinner (2012), between 1980 and 2008, the health 

care spending in the United States had grown by seven percentage points. The growth 

was in comparison to Organization of Economic Corporation and Development (OECD) 

countries with growth rated at two percentage points. Despite slower growth in prices and 

utilization in 2011, spending increased by $2.7 trillion (Ferrier et al., 2013). In contrast, 

Cutler and Sahni (2012) stated that the United States’ growth spending slowed in the past 

4 years. Due to cutbacks in Medicare spending and private insurance, the United States 

could realize a decrease in spending which could result in $770 billion less than predicted 

in health care costs (Cutler & Sahni, 2012).  

Although it is not clear whether the data supports the change, health care data 

shows that the trend in spending slowed down. White and Ginsburg (2012) explained that 

because of stringent policies enacted by the government, Medicare spending decreased. 

Jost (2012) also acknowledged that private insurance spending growth decreased in 

recent years. Marmor and Oberlander (2012) posited that one of the most common 

explanations for a reduction in health care spending is the recession of 2007 to 2010.  In 

contrast, Roehrig, Turner, Hughes-Cromwick, and Miller (2012) speculated spending in 

health care decreased before the recession in 2007. The policy makers turned their 
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attention on other interventions that perhaps could lower the escalating costs of health 

care.  

One of these interventions that perhaps could lower health care costs was the 

integration of the EMR, although there are high costs associated with implementation 

(Burwell, 2015). Adler-Milstein, Ronchi, Cohen, Winn, and Jha (2014) explained that as 

health care business professionals develop processes and implement strategies, an 

important factor is to understand how others implemented the EMR. Because there are 

high costs and failure is high, health care business professionals need to benchmark using 

measures and comparable metrics to develop best practices for EMR implementation 

(Adler-Milstein et al., 2014). Sinsky, Beasley, Simmons, and Baron (2014) stated the 

integration of the EMR is a strategy that increases communication between provider and 

patient which makes efficient use of health care resources.   

Prudent use of health care resources means decreased waste, increased cost 

savings, and increased revenue with the integration of the EMR (Sinsky et al., 2014). 

Burwell (2015) explained that, with the integration of EMR and interoperability, patients’ 

records would be available promptly and at the point of care. Transparency increases in 

the health care market and by means of the EMR, organizations compare costs of 

delivery, productivity, and for performance measurement to help health care business 

professionals increase revenue (Burwell, 2015). Another benefit is that an EMR system 

could reduce errors made by providers that are costing the health care industry 

approximately $2 billion on an annual basis in liability costs for business professionals 

(Kumar & Bauer, 2011). 
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The discussion supports the purpose of the study because high medical costs and 

implementation of the EMR are costly to health care business professionals. One factor 

that may reduce health care costs is the implementation of the EMR. The problem is the 

cost of implementation is high and there is resistance. An alternative strategy to assess 

before implementation is benchmarking. Business professionals may benchmark from 

other organizations to understand their implementation model and avoid the failures of 

high costs and inadequate implementation, which may result in increased productivity 

and revenue. Some of these high costs include interoperability of systems, and medical 

errors, which results in decreased productivity and increased liability costs for health care 

business professionals. 

The American Recovery and Reinvestment Act  

Two presidential administrations pursued a strategy to implement health 

information technology (HIT) through the adoption of an EHR (CMS, 2013). The G. W. 

Bush administration, through an executive order, founded the position of national 

coordinator (CMS, 2013). The purpose was to help bring about the adoption of the EHR. 

To further control health care costs through preventative measures, Congress passed the 

Health Information Technology for Economic and Clinical Health Act (HITECH; 

Mihalko, 2012). Williams and Gold (2014) noted some of the purposes of the HITECH 

Act were to improve patient care, decrease errors by improving HIT, and strengthen the 

privacy and protection of patient health information. The HITECH Act became effective 

in 2010 along with the Patient Protection and Affordable Care Act (PPACA) creating a 

national information exchange (HHS, 2009).  
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With the enactment of legislation mandating its use, the urgency to shift from 

paper documentation to a paperless system for record keeping became an imperative 

(DesRoches et al., 2013). This shift would not only change the culture, but it offered 

health care business professionals a new standard by which to view patient's needs. The 

EHR would serve as a tool for health care business professionals to develop new 

strategies to improve the quality of care and interoperability across organizational 

boundaries, streamline processes, reduce rework, improve patient safety, increase 

revenue, and gain market share for health care business professionals. If health care 

business professionals can improve the quality of care for patients they can sustain or 

grow market share, which translates into increased revenue (Higgins et al., 2012). 

Technology Acceptance in the Organization 

The health care financing and delivery models of the United States are being 

driven by disruptive innovation, obliging health care business professionals to rethink 

technology use by improving on the EMR technology and developing its appeal (Norman 

& Verganti, 2014). One such change is EMR technology. DesRoches et al. (2013) 

indicated that regulators emphasized HIT by means of the Clinical Health Act passed in 

2009. Another piece of legislation that has affected the EHR system implementation is 

the PPACA (Weiss & Nunes Amaral, 2013). The goal is to enable providers to move 

patient data from paper-based to electronic health records (CMS, 2014) with policy 

makers setting aside incentives for the implementation of the EMR worth more than $30 

billion.  
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In a longitudinal survey conducted by Iglehart (2013), 44% of the practices had a 

basic EHR system. Iglehart’s findings showed 72% of hospitals had adopted an electronic 

system. Some of the challenges were that although the EHR bolstered patients’ 

satisfaction, physician's work increased. In contrast, Kellermann and Jones (2013) 

reported that physicians and nurses complained the IT system slowed them down. A key 

finding was that cost is elusive and requires expensive technology (Kellermann & Jones, 

2013). This finding does support other research that has been conducted by other 

researchers.  

Bardhan and Thouin (2013) conducted a longitudinal study using archival data 

and noted quality indicators showed there was no meaningful association between EMRs 

and clinical decisions with better quality. Bardhan and Thouin’s results showed a 

significant relationship between usage of clinical information systems and applications 

for best practices. Similarly, Jarvis et al. (2013) stated that, although the EHR improved 

workload and productivity, research was lacking in understanding these constructs. 

Bardhan and Thouin emphasized further studies are needed to benefit the physician 

practices by measuring decision support capabilities and quality of meaningful use and 

integration of the EMR.  

The issue of integrating HIT is nothing new in the health care industry. Lee et al. 

(2013) conducted a study to examine whether HIT could improve health care delivery. 

Lee et al. collected data covering a period between 1997 and 2007 from the California 

Office of Statewide Health Planning and Development (OSHPD).  
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A total of 309 hospitals participated in the study from which Lee et al. (2013) 

drew four conclusions. The first conclusion was that there was no evidence to show how 

IT affected costs, return on investment, or quality of patient care. Similarly, Sinsky et al. 

(2014) mentioned the EMR could result in substantial waste and as a support resource 

diminishing the value of the technology. Second, Lee et al. indicated that hospital 

leaders’ business practices, for example, may benefit from other systems implemented in 

supply, finance, and other service industries. Iglehart (2013) purported hospitals need to 

develop an effective business model with strategies developed to understand the 

transformation of the EMR technology. Third, Lee et al. indicated that IT could reduce 

costs and improve resource allocation. On the contrary, Kellermann and Jones (2013) 

argued IT has failed to show increased productivity and promised gains of savings and 

revenue for health care business professionals. The fourth conclusion from Lee et al. was 

that the EMR might be used as a platform to improve on patient errors and coordinate 

workflow, enhancing quality and productivity.  

Lee et al. (2013) stated the value of health IT was 6% whereas the data collected 

during the same period was more than 210%. Similarly, Jarvis et al. (2013) conducted a 

cross analysis in 2012 to assess the connection between EHR use and the Health care 

Information Management Systems Society (HIMSS). Jarvis et al. investigated the effects 

of the EHR by analyzing hospital quality and patient satisfaction. In the study, 2,988 

hospital organizations participated with 248 hospitals meeting the requirements of 

progressive EHR users. Jarvis et al. found the quality of care improved in U.S. hospitals 
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that had implemented an EHR. Jarvis et al. specified the greatest gain in the EHR use 

would materialize when hospitals implement a fully integrated EHR.  

Due to the drawbacks in adopting IT and the different systems on the market, the 

lack of adoption was because of interoperability or ease of use and functionality of the 

system. Kellermann and Jones (2013) stated the lack of adoption of health IT systems 

was because of poor interoperability, design, implementation, and ease of use. Cresswell, 

Bates, and Sheikh (2013) drew similar conclusions that the design in the technology 

affected the workflow, interface, and computer compatibility. Kellerman and Jones found 

health care business professionals delayed the adoption of the EMR due to uncertainty 

about government policy and regulations. Future research is relevant to understand how 

the government incentivized investments in EHR adoption measures affects outcomes 

(Jarvis et al., 2013).  

A system that is compatible with other systems can change and improve health 

care delivery (Price & Lau, 2014). How organizations implement IT is not consistent, and 

adoption remains low. An example is an analysis of 50 practitioners examined for 

diabetes care quality by comparing randomly sampled charts against accepted care (Price 

& Lau, 2014). Of these practices, 37 used paper for documentation and 13 used EMRs. 

Price and Lau found when organizations implement technology, alignment has to exist 

between the task, the individual, and the technology. In contrast, Cresswell et al. (2013) 

reported innovation does not always mean new technology. For example, nurses may 

have different needs from other business professionals. Cresswell et al. ascertained that to 
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incorporate technology, an organization needs to develop strategies that focus on value 

added rather than just need. 

The analysis is important for my study because the discussion addresses 

advantages and disadvantages of the EMR. Some users view the technology as a 

disruptive innovation that is costly, slow, wasteful, and produces poor quality (Bardhan 

& Thouin, 2013; Kellermann & Jones, 2013). Other health care business professionals 

view the EMR technology as a best practice model, that when properly integrated reduces 

costs, improves quality and productivity, and gives business practices an opportunity to 

gain market share, thereby increasing revenue (Lee et al., 2013). A strategy discussed 

was organizations need to develop strategies that include tracking productivity and 

improving quality measures using the EMR, and focus on value added rather than just 

need. 

Education and Training 

The EMR is rapidly changing the health care system. Reis et al. (2013) that noted 

in order to get the most benefit from these systems, users must have proficiency in their 

use. Although integrating the EMR has its advantages, educators had many unanswered 

questions about the EMR and educating students. Many educators were concerned that 

students are not using the templates that are offered by the EMR (Hammoud et al., 2012). 

A significant observation was that students are using the EMR at higher rates than 

physicians in practice.  

Ketikidis et al. (2012) specified education programs are more than health care IT. 

Educational programs should include information about a health care provider's efficacy 
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and competency skills about computer interaction to have a higher acceptance of the 

adoption of the EMR. Ketikidis et al. also stated training in the applicability of health IT 

systems may result in higher acceptance. Lee et al. (2013) noted that a challenge in the 

health care industry, besides training, was the support by management in the acceptance 

of the technology. Although the benefits are well known, it presents a challenge to get 

medical personnel to adapt to new information technologies. Top, Yilmaz, and Gider 

(2013) conducted a study in Turkey and found nurses understood the usefulness, 

however, the EMR system was not integrated into their workflow processes and nurses 

received little or no training. Top et al. stated the organization lacked strategies in 

leadership support and training for nurses. 

Strategies that include continuous training and technical support are necessary for 

users in the introduction of clinical systems (Lee et al., 2013). Reis et al. (2013) 

compared two methods of training on a computer program used for doctors and patients 

to communicate with each other. The participants were 36 physicians in training 

residencies, who were tested using simulation patient encounters before actual training. 

The experimental training took place via a realistic simulation scenario as opposed to 

training lectures received by the control group. The assumption was that a real life 

scenario was more important than formal or traditional classroom training (Reis et al., 

2013). Reis et al. explained both methods of training led to improved performance and 

proficiency on the program.  

One advantage of the EMR and IT for hospitals is to improve health care delivery. 

Baillie, Chadwick, Mann, and Brook-Read (2013) specified certain barriers such as skill, 
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training, and abilities would seem relevant to address before deployment of the EMR. 

Watson, Benett, and Al-harbi (2014) conducted a study to understand the perceived 

barriers such as skill, training, and abilities and how these factors affected EMR training. 

In the study, the authors gathered data through a survey of employees. Watson et al. 

found that the benefits and ultimate success of HIT depended on factors of training, skill, 

and use. Top et al. (2013) purported because of lack of training, the result was an 

increased financial cost, with minimum on return on investment and high time costs.  

Pageler, Friedman, and Longhurst (2013) explained there is increasing concern by 

medical schools questioning how to educate students on EMR integration. According to 

Pageler et al. first institutions have the option to create real scenarios or simulation-based 

training to track and test medical students. Second, centers may allow medical student’s 

to have access to the EMR during their clinical rotations when they are entering data and 

documenting information. Hammoud et al. (2012) surveyed medical students to 

determine the usage of EMRs. The purpose of this study was to understand the challenges 

that medical students experience when interacting with the EMR. The students answered 

24 survey questions. A total of 346 respondents participated, equaling a 32% response 

rate. The results indicated that 64% of medical programs allow students the use of EMRs 

(Hammoud et al., 2012). Almost two-thirds of the medical students were still using 

written notes on paper.  

Pageler et al. (2013) reported that, although students see very few patients when 

they practice using the EMR, it becomes more meaningful and realistic than a simulation-

based scenario. Bassi, Kushniruk, and Borycki (2013) also noted in preparing students to 
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enter the workforce it was imperative that students obtain competencies about the EMR. 

How to integrate this technology in the classroom is the question. In the real-world, 

EMRs have many functionalities to support health care. Some instructors have made a 

concentrated effort to explore the integration, yet, there are no real strategies and 

competencies to address the issue (Bassi et al., 2013). 

In this section of the literature review, I discussed issues surrounding training and 

support for EMR technologies. Inadequacies in either of these areas can lead to 

inefficient use of the systems, as well as frustration that impedes acceptance of the 

technology. The end result is there is lost potential to maximize the financial benefits of 

such a system if attention is not paid to these issues. In this study, I sought to discern 

from participants how training and support affect their acceptance and proficiency in 

using the EMR. 

Barriers and Challenges to EMR adoption 

The health care delivery models of the United States are being driven by 

disruptive innovation, for example, technology (Norman & Verganti, 2014). The goal 

was to enable providers to move patient data from paper-based to electronic health 

records (CMS, 2014). DesRoches et al. (2013) stated that, despite fiscal incentives, the 

nation was not yet close to meeting the goals of widespread adoption of the EMR. The 

operability needed to support the information exchange for hospitals was incompatible in 

the United States. Under the HITECH, incentives were authorized worth over $30 billion 

(CMS, 2014). The purpose of the incentives was to help hospitals accelerate the 

implementation of the EMR. In DesRoches et al. longitudinal survey, 44% of the 
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practices had a basic EMR system. Some of the challenges were that although it bolstered 

patient’s satisfaction, it increased physician’s work.  

Similarly, Babbott et al. (2014) stated that time was a significant factor, and 

managing information overload resulted in decreased productivity and revenue. A key 

finding was that hospitals needed to develop a sustainable business model to integrate the 

EMR into their workflow. Iglehart (2013) stated the cost is indefinable and requires 

expensive technology. Likewise, Or, Wong, Tong, and Sek (2014) stated that one of the 

greatest concerns was the return of investment for health care business professionals.  

Similarly, Colombo, Piva and Rossi-Lamastra (2014) reported that innovation that is 

state-of-the-art is appropriate. However, there is an importance in defining and outlining 

the process of the technology to achieve the growth in a business (Colombo et al., 2014). 

There are other factors that have created barriers to the adoption of the EMR. 

Mohammed et al. (2016) conducted a study to identify, categorize and analyze barriers 

perceived by health care professionals. Mohammed et al. stated 158 respondents 

participated from a private and public hospital in a survey. After final analysis of the 

data, two broad categories of barriers surfaced. The two general types were human and 

financial barriers that the researchers noted as challenges in the implementation of the 

EMR. These barriers translated into a lack of leadership support and no increased 

productivity and revenue for health care business professionals (Mohammed & Yusof, 

2013). For this study, Mohammed and Yusof chose six selected best practices and 

frameworks based on how computers affect technology. The purpose was to evaluate 

how humans viewed HIT from a technological and organizational point of view. 
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Mohammed and Yusof noted organizations and people set the tone for implementation 

and acceptance and was significant in influencing HIT information quality (IQ). 

Organizations did not develop strategies to provide support during implementation to 

help users understand the EMR system and communication resulted in poor IQ in health 

care organizations (Mohammed & Yusof, 2013). These factors, along with leadership 

involvement, staff behavior, attitude, and lack of information caused physicians to view 

the EMR as time-consuming and demanding.  

Abramson, McGinnis, Moore, and Kaushal (2014) conducted a study in which 

members of leadership in 375 nursing homes leadership completed a survey. The survey 

was made up of questions that included EMR implementation and barriers to adoption. 

The authors found that none of the incentives was directed toward the 16,100 nursing 

homes across the country. Besides escalating costs to implement the EMR, lack of 

incentives and training was a barrier that affected implementation (Abramson et al., 

2014). Abramson et al. explained that respondents also expressed their concern for 

computerized functionalities rather than use. One limitation was that the study conducted 

in New York State and New York does not represent the entire United States. At the 

National Ambulatory Medical Care Survey, Hsiao et al. (2013) carried out a study 

between 2010 and 2012 to understand the level of implementation. The author found that 

non-primary care physicians, older physicians, and physicians in small practices had 

failed to implement the EMR and that barriers still existed in transitioning from paper-

based records to electronic systems. Lin, Jiao, Biskupiak, and McAdam-Marx (2013) 

agreed that in the United States older, single physicians and lower income practices were 
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slow in implementing the EMR. Due to lack of interoperability, it may affect external 

validity and hinder efforts to more globally address issues (Lin et al., 2013).  

One factor that keeps surfacing is how the cost has affected the implementation of 

the EMR on the cost-effectiveness of the technology for health care business 

professionals. Mandi, Khorasani, and Kohane (2012) explained that EHR systems and 

information technology, in general, have not been proven to control costs. Also, the 

disparity between products, product versions, settings, and configurations created an 

enormous variance when it came to the intervention. Gilmer et al. (2012) noted the 

adoption of the EMR can improve quality and control costs, but additional research could 

substantiate understanding of how the EMR could shape the benefits and control costs. 

Wolf, Harvell, and Jha (2012) explained vendors and providers alike might not 

understand the type of system to buy that may increase their functionality. Similarly, 

Reina, Cristofaro, Lacroce, and Ventura (2012) stated there are many systems out on the 

market sold by vendors that are not compatible for some organizations since they already 

have certain systems in place. An example cited is the computerized order entry used for 

ordering tests. Mandi et al. (2012) reported the vendors did not provide guidance or 

appropriateness to use the order entry along with the EMR intervention. Wolf et al. 

(2012) explained that if large portions of the health care system remained without and 

EHR, then the system would remain paper-based, reducing quality and efficiency gains. 

The limitations of this study were that ineligible hospital respondents that participated in 

the study were low. Secondly, the participants self-reported, and there was no 

verification. 
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Another factor considered a barrier to EMR adoption is time. Boswell (2013) 

conducted a case study on a group of physicians in Pennsylvania in which 16 employees 

participated in a one-on-one interview. Boswell noted barriers that physicians had were 

fear, the learning curve, reduced productivity, resistance, impersonality and increased 

frustration. Although the EMR is an essential tool for improving communication, quality, 

and sharing, Ajami and Bagheri-Tadi (2013) explained support, facilitation, and user 

attributes are necessary essentials. One finding was employees that had a positive attitude 

were champions ready to promote EHR implementation (Boswell, 2013). The study only 

included physicians and was not representative of all medical offices implementing the 

EHR.  

Health care policy also effected the adoption of the EMR. Otto and Nevo (2013) 

noted that, although there were many promises and benefits associated with the EMR, 

only a small percentage of organizations have adopted the system. According to Otto and 

Nevo because of the lack of adoption, included in health care policy, and inability to 

achieve information standards, there was perceived resistance from health care business 

professionals. The policies and standards across organizations determined EMR 

implementation and acceptance by users.  

Other barriers included training and support, software and perceived use and 

usefulness. Otto and Nevo (2013) explained policymakers do not understand how 

compatibility and interoperability of systems work. When policymakers make policy, 

they sometimes neglect to see how the decisions affect organizations or the workplace. 

Goldstein (2014) reported policies and regulations were concerns for organizations 
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implementing the EMR. Similarly, Sinsky et al. (2014) stated that policies and regulation 

added value to implementation and organizations require time to implement and meet 

compliance.  

There are many facilities and physicians that use the EMR. A barrier to adoption 

of the EMR is systems crash or downtime. The scale of the problem is even larger when 

an outage occurs (Or et al., 2014). A bigger drawback was whenever a system collapsed, 

for example, in Boulder, Colorado or the East Bay area of California (Collier, 2014). The 

hospitals either did not have a backup plan, or management’s inability to adapt the best 

strategies to prevent downtime was a failure. Outages were common and hospital 

organizations did not have a contingency plan, or their warranty had expired (Collier, 

2014). For example, when hospital leaders lost their EMR system the problem was traced 

to a faulty server 10 hours later. The 5-year-warranty had just expired. Due to these 

outages, communication was a challenge between departments and tasks such as billing 

for services rendered cost the organization millions of dollars (Collier, 2014). Hasanain 

and Cooper (2014) reported that in the United States, 44% of hospitals did not implement 

EMR systems because of the high maintenance costs. This was due to hardware or 

networks breaking down frequently, which has become a maintenance burden. Business 

professionals lacked strategies for contingency plans during systems breakdown which 

resulted in lost productivity and revenue. 

Electronic medical records are essential to high performing health care 

organizations. Sittig, Gonzalez, and Singh (2014) conducted a study to determine the 

disruption caused by EMR failure and what other systems exist to maintain consistency 
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and uninterrupted care. Sittig et al. used other studies and professional opinion to assess 

implementation of useful practices. The responses received came from 84% of member 

institutions, with 96% mentioning a minimum of one unscheduled interruption in an 8-

hour period (Sittig et al., 2014). Respondents reported that unplanned downtime directly 

resulted in patient injuries in the hospitals. Zadvinskis, Chipps, and Yen (2014) explored 

nurses’ expectations regarding IT and found that a majority of nurses conveyed their 

frustration with operational failures, including software issues and power loss.  

Unexpected downtime appeared to be relatively common among organizations, 

and they did not follow useful practices to mitigate the disruptive availability. Park, 

Sharman, Rao (2015) found to decrease a hospital’s disruptions during vulnerabilities, a 

solution was to increase IT capabilities. Sittig et al. (2014) explained hospital 

organizations were lacking backup power and generators, supplies, paper backup, and 

writing protocols. An example was with Hurricanes Sandy and Katrina in which 

widespread communication systems were broken down and the loss of extensive clinical 

information realized (Sittig et al., 2014). 

 In another case study conducted by Melin and Axelsson (2014), the success or 

failure of implementation of the EMR depended on whether physicians accepted or 

resisted EMR implementation. One outcome of the result was that management needs to 

clarify the needs, values, and preferences of users (Melin & Axelsson, 2014). Reina et al. 

(2012) and Woolthuis, Hooimeijer, Bossink, Mulder, Brouwer (2013) reported 

organizations that did not have a clear vision lacked the knowledge of how to adopt the 

EMR. Reina et al. (2012) explained because of the lack of vision the move towards 
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implementation of the EMR was often unsuccessful. The lack of vision by management 

often causes conflict because of financial and legal processes in the adoption of the EMR 

(Reina et al., 2012).  

The articles that I identified in the review demonstrated a wide scope of potential 

barriers in implementing the EMR. Despite the encouraging effects of using the EMR in 

business practices, the resistance was high and the adoption was low. The EMR requires 

a system and user attributes, support from managers, time, and a sustainable business 

model to integrate workflow and productivity. For the EMR to have a positive effect on 

increased productivity and revenue, health care business professionals need to look at 

systems with compatibility, time for integration, finance, and the human factor of user 

acceptance and PEOU. Considering these factors identified in the review, the possibility 

exists for business professionals to increase productivity and revenue. 

Benefits of the Electronic Medical Record 

The EMR has many benefits and advantages that may improve health care. 

Widespread EMR use may lead to significant benefits to include cost savings for 

providers and customers that may result in improved health for the nation (Lau et al., 

2012). Kumar and Bauer (2011) used a RAND Corporations analysis estimate that 

nationwide adoption may save annual savings of approximately $81 billion with 

transcription savings of  $12 billion a year. Another benefit was that an EMR system 

could reduce errors made by business professionals that are costing the health care 

industry $2 billion on an annual basis (Kumar & Bauer, 2011).  
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After the implementation of an EMR, health care providers reported 50% to 90% 

in cost savings over the first 5 years. Lau et al. (2012) found that hospitals and 

organizations are making increased investments in the EMR. The outcome that business 

professionals are hoping to achieve is for the EMR system to improve productivity, care 

coordination, patient safety, and to control costs. Kumar and Bauer (2011) agreed health 

care business professionals have concerns about the cost to consumers and on increasing 

revenue for their business practice. Payne et al. (2013) explained that because the EMR 

was expensive to implement increased revenue for physicians and hospital organizations 

decreased in the short term. Instead on a long term basis increased revenues came from 

strategies implemented on how well they maintained records from improved billing and 

collections with an EMR system. 

Part of the rationale for using the EMR was the clinical benefits that it provides to 

providers and other staff. King et al., (2014) assessed whether the EMR generates 

benefits or had a correlation with EMR implementation. King et al. stated that 30% to 

50% of physicians communicated that the EHR accounted for benefits. These benefits 

included patient care, ordering tests, and communication. Physicians reported that the 

EHR enhanced the quality of patient care overall. King et al. indicated that while 

physicians were among the highest users that reported EMR satisfaction and benefits, 

nurses also used the EMR.  

Although nurses use the EMR in hospitals, researchers have shown there are 

limited studies conducted universally. Top et al. (2013) conducted a study based on how 

nurses managed management information, entries into the database system, quality and 
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service rendered to patients. Top et al. examined how nurses perceived the EMR and if 

there were any differences. Top et al. used a Likert scale to measure the responses to a 

questionnaire in which 517 nurses participated in a survey with a total of 66.70% 

response rate. Top et al. stated the nurses felt implementation of the EMR improved the 

quality of information by eliminating excess paperwork. Goldsack and Robinson (2014) 

argued one area where the technology was unlikely to show success and improvement 

was with efficiency since certain operational efficiencies were misunderstood by nurses. 

The results are consistent with results from previous studies examining nurses’ attitudes 

towards the use, quality, and value of the EMR. The information contributes to the study 

of the adoption of the EHR since the findings are consistent with prior research. 

Another rationale for implementing the EMR system is hospital leadership can 

use the system to coordinate between providers and public health officials and 

constituents. The EMR may be part of the triad along with providers and community 

leaders that may help communities meet their health goals. Calman, Hauser, Lurio, Wu, 

and Pichardo (2012) noted providers used the EMR system to retrieve current 

information to assist in maintaining healthy communities and promote health activities. 

Public health leadership and providers used the EMR to monitor and act as a surveillance 

tool to manage communicable disease and to monitor patient demographics (Calman et 

al., 2012). Klompas et al. (2012) explained that EMRs may be used to support public 

health through quicker scanning of data and transmission to other departments.  

Providers and local community leadership used data from the EMR and 

monitored trends in real time about shifting needs of the population during outbreaks 
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(Calman et al., 2012). An example of the local community leadership that used the EMR 

was the Institute for Family Health centers providing care to more than 80,000 patients in 

New York City and the Hudson Valley. The family health centers use the EMR to 

analyze and communicate data to public health agencies to sustain the development of 

disease outbreaks (Calman et al., 2012; Klompas et al., 2012). 

Although there was much discussion about EHR and how the system may be used 

to control costs, results show that the benefits are not consistent (Kiah, Haiqi, Zaidan, & 

Zaidan, 2014). Reed et al. (2013) performed a study at Kaiser Permanente in Northern 

California between 2005 and 2008. The goal of this study was to examine changes related 

to the use of the EHR using a sample of 169,711 diabetic patients. The purpose was to 

quantify the effect of EHR use on negative clinical occurrences using a multivariable 

regression analysis. Reed et al. indicated that there were less patient visits, accounting for 

28.80 fewer visitations per 1000 in hospital organizations that had implemented the EHR. 

The authors found the EHR also accounted for fewer hospitalizations, to a mean of 

238.50 per 1000 patients compared to a hospital with no EHR with an average of 251.50. 

Reed et al. noted there was a lack of studies conducted that show how the EHR affects 

increased or reduced costs.  

Electronic medical records have been shown to enhance data sharing among 

physicians that help hospital leaders reduce costs and increase the quality of medical 

services (Payne et al., 2013). The EMR improved the integrity of information concerning 

coping with missing records. Ting, Lp, Tsang, and Ho (2012) noted sharing of data 

increased in organizations that implemented the EMR. The exchange of data helped to 
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reduce costs and raise medical service standards for organizations. Likewise, Payne et al. 

(2013) found these costs, in turn, would mean an increase in revenue for health care 

business professionals (Payne et al., 2013). Another value added besides the distribution 

of data was that communication increased among providers. One form of communication 

was that physicians received an alert when they prescribed the wrong drugs to patients 

from the EMR system (Guy et al., 2014; Ting et al., 2012).  

One system that providers use to track and manage the quality assurance data 

within the health care system in hospitals is the EMR (Zheng, Rokoske, Kirk, Lyda-

McDonald, & Bernard, 2014). Zheng et al. conducted a study to explore the use of EMR-

based Quality Improvement (QI) in hospices. The method used was self-reporting, with 

911 hospices participating nationwide collecting data for quality assurance purposes. 

Reporting (QIs) was at 34.3% in comparison to paper reporting used by hospices at 

12.5%. Similarly, Guy et al. (2014) used a mixed-method approach to understanding the 

benefits of the EMR system and the effect on government policies. In the study, 21 

experts participated in a Delphi study with surveys completed by 431 physicians. Guy et 

al. found first, professionals can use the EMR to solve a logistical, organizational 

problem through automation. Second, professionals can spend more time in clinical 

decision making with the use of the EMR. Third, with the use of the EMR physicians can 

focus more on patient care while lowering the costs of overseeing medical information.  

Guy et al. (2014) suggested that if the government and other stakeholders can 

understand the importance of the benefits and barriers, they can focus on implementing 

policies to support hospitals and other practices. For example, Weiss and Nunes Amaral 
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(2013) stated that the Veterans Affairs (VA) leadership used the EHR system to 

restructure their processes from a research study to decision support. The VA used the 

EMR in the H1N1 outbreak in the United States, where leaders used the data repository 

to diagnose other diseases and for geographic tracking (Weiss & Nunes Amaral, 2013). 

Besides the integration of care and flow of information, the EMR used as a medium of 

communication may decrease health care costs, increase workflow, and improve 

collaboration among community leaders (Weiss & Nunes Amaral 2013). 

 Another rationale for implementation is that managers see the EHR as a partial 

solution to enable the efficient delivery of care to the elderly in nursing homes (Zhang, 

Yu, & Shen, 2012). Zhang et al. (2012) conducted a study using semi-structured 

interviews with 110 staff members to develop and understand the type of care rendered in 

nursing facilities. Examples of questions asked during the interviews included what were 

the biggest challenges faced in delivering excellent care to residents, and how well does 

the EHR enable communications with external providers, such as business professionals? 

Zhang et al. explained the benefits realized by the managers include improved 

documentation, information, knowledge, growth, and empowerment of staff. Health care 

business professionals believed that the effectiveness and record documentation increased 

and inputting data was effortless when compared to writing in a chart. These findings 

show that to understand the resistance and barriers to implementation of the EMR, health 

care business professionals have to realize the benefits that are appropriate strategies to 

overcome barriers (Weiss & Nunes Amaral, 2013). Van Eaton et al. (2014) explained the 
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EMR systems were not standardized, features were different and there was a high rate of 

vendor turnover.  

 In my review of the selected articles, I have shown a wide array of potential 

benefits to implementing the EMR. In these articles, the benefits offset the costs of 

implementation and adoption of the EMR. Besides reducing health care costs and 

improving workflow, the EMR is a great success for business professionals that show 

productivity increase and revenue. With business professionals leveraging the advantage 

of the EMR, increases in revenue may not be noticeable in the short term, but prove 

viable for sustainability in the long term. Through interviews with the participants, I 

asked questions about benefits of the EMR and the strategies needed to maximize the 

benefits. From the responses, I gained insight into how to increase acceptance of the 

EMR by business professionals and their organizations, which in turn can maximize 

productivity and revenue. 

Safety and Security Concerns With the EMR 

The ability to share information via the EMR is a powerful tool. However, 

privacy and confidentiality concerns related to the EMR are significant and difficult to 

predict. The government leadership offered $19.2 billion worth of incentives for 

deployment of the EMR by 2015 (CMS, 1202a). With the subsequent increased use of 

EMR systems, there is a concern for providers, patients and the government about 

privacy, confidentiality, safety, and security (Cooley & Smith, 2013). Despite the 

advances in technical capabilities, Gkoulalas-Divanis, Loukides, and Sun (2014) stated 

provisions for privacy and anonymity of patients is lacking in EMR systems used by 
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organizations. In general, vendors have not addressed the confidentiality requirements 

that are essential to providing quality care (Anoshiravani, Gaskin, Groshek, Kuelbs, & 

Longhurst 2012).  

Meslin et al. (2013) stated there are guidelines to help manage information 

security with the use of the EMR, yet there are some areas that are vulnerable and could 

prove to be consequential when applied inappropriately. These guidelines come under the 

Health Insurance Portability and Accountability Act (HIPAA), that covers a patient’s 

protected health information (CMS, 2013). The concern is that integration of the EMR 

has created some ethical and privacy dilemmas. An example of a breach of 

confidentiality can be as simple as calling to make or confirm an appointment; the EMR 

contains a wealth of information about the patient that they may consider to be private. 

Beard and Hamid (2014) explained users have immediate access to patient records, with 

little restraint for unapproved access. One reason for concern was that everyone may have 

access to patient information unless restrictions are enforced.  

Based upon what Beard and Hamid (2014), explained previously about 

confidentiality, having many users able to access patients information is detrimental to 

security and privacy. Meslin et al. (2013) specified when organizations design EMR 

systems and policies they need to balance risks such as these ethical considerations. The 

hospital leadership may need to change their culture of primary risk management and 

adopt a new paradigm to manage ethical considerations. 

Anoshiravani et al. (2012) stated that because state laws differ, individual 

hospitals have addressed confidentiality issues independently of each other. Due to the 
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fragmented nature of how the privacy laws support critical capabilities related to security 

and confidentiality, controls are often missing or randomly implemented (Anoshiravani et 

al., 2012). Brooks and Erickson (2012) suggested that to meet compliance a formal 

institutional policy needs to be in place to address concerns of privacy, information 

security, legal affairs, risk management and compliance. These ethical concerns include a 

lack of familiarity with the EMR, cost, security and ethics. Taking all these factors into 

account, both ethical considerations and access to information was an important solution 

to implementation. 

When government leaders write policies and regulations, there is little doubt that 

they consider the end use. How government leaders write these policies affects the 

understanding and application of the policy for the United States (CMS, 2013). Vest, 

Campion, Kern, and Kaushal (2014) stated the governments of both the federal and the 

state levels support HIT and information exchange by establishing policy. Vest et al. 

(2014) conducted a study and collected data using semi-structured interviews with health 

organization staff, providers, and federal state agencies. The questions were open-ended, 

and data gathered using phone interviews. The areas assessed were value, privacy, and 

security.  

Vest et al. (2014) found that policy and regulation varied amongst states and the 

federal government. Due to the differences in policies and the way government writes 

laws, interpretation of meaning has created complications for providers and developers of 

HIT (Otto & Nevo, 2013; Sinsky et al., 2014). Vest et al. explained the states should have 

a focus on the implementation of HIT, and the federal government should have a greater 
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focus on policy-setting. Because of how these policies are written, hospitals may be at 

greater risk based on who has access to the EMR. If there is unauthorized use of access 

hospitals can have lawsuits which drive up cost and decrease revenue for health care 

business professionals. 

In addition to security, there have been reports of safety issues that are linked to 

use of the EMR. For example, problems with missed medication orders or documentation 

errors have been reported (Or et al., 2014). These issues dictate that the organization 

needs to focus on its culture of safety with relation to the EMR.  Every organization has 

its own unique culture and health care organizations are no exception. How people 

interact, leadership actions, and shared values determines the outcome of the safety 

culture in a health care organization (Górny, 2014). McGuire et al. (2013) evaluated and 

measured the safety culture of an organization after implementation of the EMR. The 

safety culture was assessed using a questionnaire given to primary care practices. 

McGuire et al. indicated there were concerns, even though time constraints, 

communications, and acceptance of the EMR by patients improved the safety culture. 

McGuire et al. suggested to avoid an adverse effect, safety organizations should 

continuously monitor how the staff uses the EMR. One example is having a change 

champion and give training to staff before, during and after implementation. The 

continuous training and monitoring may avoid an adverse effect on safety.  

Modern health care environments are tasked with implementation of EMR 

systems intended to benefit patients and the health care system, yet are fraught with risks 

(Anoshiravani et al., 2012). Managers should consider a framework of quality, safety and 
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security concerns, and an organization’s culture for successful implementation of the 

EMR, refocusing the staff’s roles and improving functionalities (Górny, 2014). These 

issues are integral to this study because failure to manage these risks threatens to limit the 

benefits and acceptance of patients, as well as the productivity and revenue associated 

with the EMR.  

Leadership and Transition 

 How health care business professionals achieve the medical record transition from 

paper documentation to the EHR determines the outcome of the adoption of the EHR. 

Health care business professionals need to develop a strategy and get input from all 

stakeholders on the adoption of the EHR to obtain results (Guy et al., 2014). Cresswell 

and Sheikh (2013) found the steps taken from adoption to implementation of the EMR is 

important to create the balance needed to achieve these goals.  

How leaders streamline these efforts accelerates the business opportunities and fit 

for the organization (Cresswell & Sheikh, 2013). Likewise, Mayfield, Mayfield, and 

Sharbrough (2015) explained that when outcomes are addressed through the vision of the 

organization, and this vision communicated to employees, performance increases. To 

analyze leadership’s role, Cresswell et al. (2013) studied a series of national evaluations 

of information technology systems to enhance EHR implementation efforts. First, 

leadership has to define the vision, purpose, and direction the organization develops to 

execute the strategy by clarifying what the technology is designed to solve. When health 

care business professionals explain the vision, seek collaboration, and communicate to 
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employees, the outcome is the adoption of the EMR resulting in increased productivity 

and revenue.  

Cresswell et al. (2013) recommended leadership should use words such as shared 

vision rather than improved quality of care and improved efficiency. Words such as 

quality and effectiveness define a functionality or outcome while shared vision represents 

collaboration with other stakeholders (Cresswell et al., 2013). Woolthuis et al. (2013) 

agreed organizations obtain shared vision through change, collaboration, and 

transformation by building consensus. For example, the aim may be to implement the 

EMR focusing on streamlining a process rather than to introduce a system for change. 

Leadership may solicit input from providers, professionals, and other staff for final 

consideration (Cresswell et al., 2013; Woolthuis et al., 2013). Likewise, Alt, Díez-de-

Castro, and Lloréns-Montes (2015) agreed that, when staff are comfortable with 

management and guided by a shared vision, their contribution is more meaningful 

through collaboration and communication. Through collaboration, shared vision, and 

communication, leadership may achieve buy-in and also endorse representation from 

other health care business professionals, and share strategies for EMR use to increase 

productivity and revenue. 

 Health care business professionals should consider their options. Leadership 

should consider adequate time (Higgins et al., 2012; Molina-Azorin et al., 2012) and 

resources when choosing an EMR system (Ingebrigtsen et al., 2014; Sinsky et al., 2014). 

For example, the administration should seek to understand the suppliers to procure the 

system, as this adds the most value to the organization (Ingebrigtsen et al., 2014). 
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Leadership may consider strategies such as benchmarking from another organization that 

has implemented a system, which may result in reduced costs for implementation of the 

EMR. Cresswell et al. stated there are many EHR systems procured by leadership and 

never used due to feedback, interface, and tracking system performance. These strategies 

considered by health care business professionals involve choosing a compatible system, 

benchmarking, and procurement, thereby increasing productivity and revenue on their 

return on investment. 

 To facilitate supplier and user relationship, leadership should plan appropriately 

and engage extensively with suppliers to increase collaboration (Chathoth, Altinay, 

Harrington, Okumus, & Chan, 2013). Likewise, Cresswell et al. (2013) stated that the 

scope of the project is important and maintaining open communication with stakeholders 

is paramount. For example, Cresswell et al. found that when leadership runs parallel 

systems, for example, paper and electronic systems, workload increases for end users. 

The right infrastructure becomes important in planning, which may result in shaping user 

attitudes, interface, software systems, and speed of transmission in the implementation of 

the EHR (Wallace & Sheetz, 2014). 

 Training for health care business professionals tailored toward their roles needs to 

be included in the strategic implementation of the EHR system in the workplace 

(Cresswell et al. 2013).  Health care business professionals need to have hands-on 

practice to develop skill in interfacing with the EHR systems (Bassi et al., 2013). An 

example is older users may need more time and more basic training. Likewise, Bullough, 

Sully De Luque, Abdelzaher, and Heim (2015) found when business professionals 
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received training, they gained new knowledge and developed more skills, increasing the 

likelihood of greater performance. Besides training, leaders need to monitor and track 

performance. Through training, analyses of data and monitoring of trends, health care 

business professionals can develop innovative ways to utilize the EHR thereby increasing 

productivity and revenue.  

 Although updating and maintaining the system is costly, leaders need to stay the 

course. Instead of thinking short-term, the objective is to embrace a long-term strategy to 

maximize the benefits and transform the venture (Bullough et al., 2015). Creswell et al. 

(2013) and Top et al. (2013) stated the cost to implement the EHR, and the small return 

on investment in the short-term were barriers to adoption. 

 To overcome the barriers to implementation organizations need to incorporate 

teamwork, collaboration, empowerment and training (Cresswell & Sheikh, 2013). An 

EMR system should not only be usable, but useful and correctly introduced to the 

organization. Health care business professionals need to engage employees with training 

and responsiveness to meet the needs and expectations, thereby increasing productivity 

and revenue through a shared vision (Mayfield et al., 2015). By having a shared vision 

and way to achieve this vision, an organization may overcome barriers to implementation 

(Woolthuis et al., 2013). 

Another strategy health care business professionals can capitalize on is the design 

features of the EHR system. Horsky et al. (2012) examined the design features of EHR 

systems by reviewing reports from organizations that implemented the EHR. The 

information gathered provided developers with design examples and recommended 
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principles. Horsky et al. discovered the professionals that come together to work on the 

design interface are providers, physicians, and computer specialists who often lack a 

diverse set of skills. Ajami and Bagheri-Tadi (2013) agreed very few organizations 

implementing the EMR consider the provider, patient, and the use of the EMR. The 

implemented systems often fall short of delivering the full benefit of the EHR potential 

and fail to achieve superior performance levels in the human interface.  

The display of medical data is not in the proper context or the format of 

information is not integrated well for providers to use in the clinical environment (Ajami 

& Bagheri-Tadi, 2013). These faulty designs may lead to a decrease in cognitive 

performance by health care business professionals, leading to unintended consequences 

and errors. Yet, despite advantages in using the EMR the adoption rate is still low (Lau et 

al., 2012).  

 Health care business professionals can formulate a plan by identifying their 

organizations’ strengths and weaknesses (Hatami-Marbini, Tavana, Hajipour, Kangi, & 

Kazemi, 2013). Leaders can then use this plan to create positive long-term strategies that 

may contribute to the success of IT adoption and integration. Through strategic 

management, health care business professionals may improve their processes and 

cultivate partnerships through collaboration to enhance the integration of IT (Woolthuis 

et al., 2013). Ingebrigtsen et al. (2014) conducted a methodical assessment to examine 

evidence on what roles leaders played in the adoption of technology in health care 

organizations. Ingebrigtsen et al. reviewed articles on (a) the setting of health care 

provider organizations, (b) the technology, (c) the process of adoption, and (d) the 
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intervention implemented by leaders. Ingebrigtsen et al. found providers who had the 

knowledge and skillset were likely to remain motivated and had a commitment to the use 

of IT.  

How well the leaders supported the staff and other stakeholders in the allocation 

of resources also determines long term achievement (Woolthuis et al., 2013). Their 

overall conclusion was that HIT needs the support of leadership to support the delivery of 

better patient outcomes. Through collaboration and use of IT, health care professionals 

could maximize performance resulting in increased productivity and revenue (de Mattos 

& Barbin Laurindo, 2015). Leaders still need to emphasize their vision through 

collaboration to lead the transformation for IT integration. 

 In the analysis of the peer-reviewed articles, I identified that strong leadership, 

management techniques, establishing policies, standards, training staff, and resource 

support are essential for implementation success. Leaders understand that their hospital 

organization does not have unlimited resources and so must decide what strategies benefit 

the organization the most. Areas important to business professionals include vision, 

defined direction, principles, and allocation of resources. By conducting a SWOT 

analysis as a strategy for implementation, business professionals may take advantage of 

the organization’s strengths and improve on weaknesses. By interviewing participants I 

explored what strategies business professionals may use to implement and achieve high 

performance and increase in revenue. The responses may lead to transformation and 

change for other business professionals. 
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Application of Conceptual Framework to the Literature Review 

 Technology is useful when embedded in an organization. Some hospital leaders 

tend to treat the EMR as an addition rather than as a fundamental part of the practice. 

Leaders may bring in the best technology possible; however, to business professionals the 

technology is meaningless unless users are comfortable and proficient in the use of the 

EMR (Bassi et al., 2013). The human side of EMR implementation is a required focus for 

hospital leadership to engage and prepare health care business professionals to succeed in 

the adoption of the EMR (Mohammed & Yusof, 2013).  

One of the biggest barriers to efficient use of the EMR technology is a lack of 

training. Health care business professionals give many reasons why the implementation 

of the EMR is cumbersome. First is not having the resources they need to support them 

during implementation (Sinsky et al., 2014). Second, the computers do not work as 

expected when they need to use the technology (Sittig et al., 2014; Zadvinskis et al., 

2014). Third, business professionals do not receive sufficient practical application-based 

training as a user of the EMR (Hammoud et al., 2012). Fourth, the health care business 

professionals do not have enough time for experimentation. The EMR then becomes a 

hindrance between providers, other staff, and patients. Fifth, business professionals are 

not comfortable with how the tool changes their interaction with their patients. 

 Iqbal et al. (2013) stated many researchers conducted studies to explain the 

validity and reliability of PEOU and PU using TAM. For example, Iqbal et al. used TAM 

and examined the relationship of the physician perception to the adoption of the EMR. 

The aim of using TAM was to evaluate the technology acceptance and users’ behavior 
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and intention toward new technology adoption. The following areas were measured using 

the TAM model: behavior intention, adoption behavior, perceived usefulness, security, 

privacy, intention to use and ease of use. Similarly, Melas et al., (2011) stated studies 

conducted by other researchers show that they used several other models to explain the 

acceptance of communication technology. The authors reported that the TAM is one of 

the most tested and recognized models among other models to use in EMR acceptance in 

health care. 

 Studies that have been investigated by other researchers showed that the TAM is a 

useful predictor of behavioral intent to accept technology in health care. Moores (2012) 

developed a theory for technology in health care using TAM, stating that work ethic is an 

important factor for technology acceptance. For example, training and minimizing effort 

are essential for beginners while knowledgeable users appreciated quality and value. The 

EMR provided the framework for providers to share medical information and provide 

better care, eliminating errors, reducing costs, improving productivity, and increasing 

revenue. Dutot (2015) explained TAM was a model that researchers use to understand 

how intention, use, and improved understanding affects IT efficacy. According to Dutot 

TAM is considered one of the most simple, analytical, and robust among the theoretical 

models. Yoon and Steege (2013) stated to use the TAM theory in studies of technology 

acceptance a concern is the personality of the research participants.  

Transition 

 One initiative of the Clinical Health Act passed in 2009 was the adoption of the 

EMR by health care business professionals (CMS, 2015). With adequate implementation, 
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health care business professionals realized increased productivity and revenue for their 

business.  In spite of the incentives authorized by the government leadership, the 

adoption and usage rates of EMR technology have been dismally low.  

 Despite the demand for EMR technology business professionals face challenges 

that hinder increased productivity and revenue (Adler-Milstein et al., 2013). In the 

literature review, the strategies that were lacking in the implementation of the EMR by 

health care business professionals included behavior, attitude, lack of information, 

education and training, organizational support, human, and financial barriers. Some of the 

successful strategies business professionals use showed increased savings, an effective 

business model, leadership, increased communication, workflow process, and training to 

increase productivity and revenue (King et al., 2014; Kumar & Bauer, 2011; Lau et al., 

2012). 

 Having knowledge and comprehension of these strategies may add value to 

further developing useful strategies for business professionals to increase productivity 

and revenue. Other researchers conducted research on what strategies business 

professionals use to increase productivity and revenue. These researchers confirmed the 

need for business professionals to understand what strategies increase productivity and 

revenue (Guy et al., 2014; Ting et al., 2012; Weiss & Nunes Amaral, 2013). 

The method to explore this phenomenon included a qualitative approach, and the 

conceptual framework includes the TAM (Fishbein, 1967). I used the TAM to determine 

the relationships, attitudes, and perceptions of how the innovation affects the 

implementation of the EMR. Most leaders in hospitals used the TAM to understand the 
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implementation of technology or the EMR (Dutot, 2015; Fishbein, 1967; Moores, 2012). 

By using the TAM theory, researchers were able to understand how health care business 

professionals accept or refuse the need for improved technology or computer innovation. 

Due to this rejection health care business professionals have failed to take advantage of a 

change and exploit the potential of the EMR, thereby increasing productivity and revenue 

(Moores, 2012). Consequently, I identified a problem that presented an area of concern 

for business professionals on what strategies they use to increase productivity and 

revenue with the implementation of the EMR. There are several studies that show 

business professionals increase productivity and revenue in hospitals with the integration 

of the EMR (Davis, 1989; Davis et al., 1989).  

In Section 1, I described the problem, purpose, and research question. The 

literature review included topics, information, and research used to conduct this study. 

The literature review was conducted to generate an understanding of what strategies 

health care business professionals use to implement the EMR and increase productivity 

and revenue for their business. 

 In Section 2, I present a plan designed to achieve a particular aim in the study 

through the methodology and the research design. The blueprint includes areas such as 

the functions of the researcher and the contributions of participants that participated in 

the research. In Section 2, I present an analysis of data collection and methods used to 

collect data. Finally, the areas such as the ethics and validity of the data were examined.  

Section 3 includes the presentation of the findings and the importance of change in 

society and hospital organizations.  
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Section 2: The Project 

 The purpose of this qualitative, single-case study was to explore what EMR 

strategies health care business professionals use to increase productivity and revenue. 

Section 2 includes the framework for the methodology and design of the qualitative case 

study, beginning with the purpose and role of the researcher. I discuss the role of the 

participants and emphasized how I gathered the data to understand more about the topic 

researched. Next, I explain why I used the qualitative approach for this study, with an 

explanation as to why the qualitative method is superior to the quantitative method for 

this application. I compare the single case study design to other models such as 

ethnography, narrative, phenomenological and grounded theory as justification for its 

use. I define population sampling as the selection of participants that I used in the study 

from a larger population.  

The next component in this section is the ethics of the research, in which I address 

consent forms and the provision and requirements for privacy, sensitivity, confidentiality, 

and identification of participants. In the data collection instruments component, I cover 

how I collected data. Other tools I used are taping the interviews and using other 

documentary data that added to the validity of the project. Finally, in Section 2, I provide 

a detailed discussion on the analysis of the data and contributions to the study.  

Purpose Statement 

The purpose of this qualitative, single-case study was to explore EMR strategies 

health care business professionals use to increase productivity and revenue. The target 

population was composed of  health care business professionals in Orange County, New 
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York. The population was appropriate for this study because health care business 

professionals receive reimbursement through documentation of care provided to clients. 

The fee for service paid to hospitals by Medicare or Medicaid depends on service 

provided and the documentation of meeting the meaningful use requirements. The 

implications for positive social change include decreased health care cost, and improved 

health care access, safety, quality, and efficiency for all U.S. citizens (Adler-Milstein et 

al., 2013). The outcomes of this study may contribute to the business environment 

through the collaboration of business professionals, and the results may help to control 

costs to consumers and increase their productivity and  revenue through the 

implementation of the EMR (Kumar & Bauer, 2011). The outcomes of this study may 

add a change in society and culture through improved quality, efficiency, and safety by 

accelerating these benefits in health care for the United States. 

Role of the Researcher 

The researcher serves as a medium for collecting data in a qualitative study. I 

collected data through semistructured interviews. To fulfill this role, all stakeholders in 

the research needed to know about the human instrument (Chan, Fung, & Chien, 2013; 

Marshall & Rossman 2016). Another role of the qualitative researcher was to describe 

relevant aspects of self, which include biases and assumptions, expectations, 

subjectivities, and experiences when conducting research (Cox, 2012; White & Poldrack, 

2014).  

 I work in a medical facility and I am familiar with the Armed Forces Health 

Longitudinal Application (AHLTA) system. In addition, I have knowledge of the EMR. 
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The AHLTA system is similar in some respects to the EMR. I collected and considered 

data from a purposive sample of health care business professionals in Orange County, 

New York. This included the area where I live, but not within my organization or place of 

employment. McDermid, Peters, Jackson, and Daly (2014) discouraged research in a 

researcher’s own working environment as problems may arise. For example, a researcher 

may be too embedded in the setting, share knowledge or experiences of the workplace, or 

may be acquainted with participants' personal situations (McDermid et al., 2014).  

As a researcher, I adhered to the three values of the Belmont report (HHS, 1979). 

The three main standards of the report require that I respected the participants and treated 

them as autonomous agents, as well as provided them sufficient information about the 

study so they could determine whether they wanted to participate. To accomplish this 

value I had pseudo names in the transcription of data for P1, P2, P3, P4. P5, P6, and P7. I 

reminded participants at the face-to-face interview that they did not have to participate in 

the research and they could stop at any time during the interview. If participants needed a 

break they were free to do so. Second, participants suffered no harm while maximizing 

the benefits to the research goals. Third, I provided genuine respect, fairness, and 

equitably distributed the risks and benefits to all participants including the community 

(Brakewood & Poldrack, 2013; Singh, 2015). I treated participants with courtesy, respect, 

and reminded them that there are no incentives or pay for completion of the interview. I 

reminded the participants that the advantages of participating in the semistructured 

interview added value to gain new knowledge and reinforced previous information as a 

breakthrough for implementation of the EMR by business professionals. I upheld all 
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ethical standards during and after the study by maintaining compliance as set forth by the 

Belmont report. 

To mitigate bias and view data from a personal lens, I engaged in bracketing, a 

means of acknowledging one’s biases that may tarnish the process. Through bracketing, a 

researcher may table these involvements during the study and view data with less bias 

(Tufford & Newman, 2012). Sometimes a researcher may experience a challenge in 

understanding the viewpoint of others because one’s own involvement, values, beliefs, 

and intuitions affect the collection of data (Marshall & Rossman, 2016; Tufford & 

Newman, 2012). Moreover, when a researcher can acknowledge their bias, they can 

better understand the viewpoint of others and be less subjective (Fischer, 2009). Through 

bracketing, a researcher can also expose bias not readily eliminated (Thomas, 2015). 

A powerful way to understand and know people in qualitative research is through 

interviews. Schaller, Liedberg and Larsson (2014) explained that the data obtained during 

interviews with participants is often rich information, vital to planning new services and 

modifying the system to better meet the needs of the users. I used an interview protocol 

for consistency (e.g., Schaller et al., 2014) to ensure that I discussed all questions with the 

participants. The interview procedure applied to all participants. The interviews 

resembled a guided conversation, asking questions in an unbiased manner and following 

my line of inquiry. I adhered to all ethical standards based on the Belmont Report (e.g., 

Brakewood & Poldrack, 2013). The interview protocol (see Appendix C) consisted of an 

initial script which included participant names, institution, interviewer, interview 

background, education, interview questions, closing comments, and point of contact 
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information. I explained why I conducted the study. I explained informed consent and got 

any final signatures to participate in the study. I gave participants my contact, email 

information, and ended with a script thanking participants. Gioia et al. (2013) stated an 

interview protocol covers a short script, research questions, prompts and final contact 

information for participants. This not only develops trust and transparency but adds value 

to validity and credibility (Gioia et al., 2013). 

Participants 

A researcher may conduct a qualitative study from a specific geographic area 

(Yin, 2014) with multiple participants who have experience with the EMR. Therefore, I 

conducted the study in Orange County, New York. The criteria to select these health care 

business professionals is they must have had representative EMR experience and EMR 

strategies business professionals use to increase productivity and revenue. Petty, 

Thomson, and Stew, (2012) and Booth, Carroll, llott, Low, and Cooper (2013) stated that 

the criteria used in meeting the requirements for a study help researchers attain correct, 

rich and significant findings.  

I sought five or more experienced participants who use EMR strategies and until 

saturation from that point forward I interviewed seven. Kasim and Al-Gahuri (2015) and 

Vest et al. (2014) stated that when a researcher achieves saturation, data begins to repeat, 

which becomes counter-productive. The result is that additional data collection does not 

add anything new to the overall responses already collected (Kasim & Al-Gahuri, 2015; 

Tonberg, Harden, McLellan, Chin, & Duncan, 2015). Health care business professionals 

who meet this criterion include assistants, nurses, nurse practitioners, IT, and clerks.  
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Khosla, Marsteller, and Holtgrave (2013) stated that collaboration is valuable and 

meaningful when there is voluntary interaction to gain resources or access to services that 

could help to achieve goals. Collaboration can influence success on information sharing, 

planning, and gaining resources (Ramanathan & Gunasekaran, 2014; White & Danis, 

2013). 

Establishing a working relationship is key to successful qualitative research 

(Irwin, 2013). To establish a working relationship I clarified my intentions, principles, 

and positions in my communications with participants. I ensured participants were 

comfortable and they could withdraw from the study at any time. I listened and did not 

use power to control any of the participants. MaCartney (2012) stated an ethics of care 

approach reassures participants through listening, communication, and how a researcher 

connects with participants. A researcher’s goal is to connect at the human level with the 

participants (Schaller, Liedberg, & Larsson, 2014). Likewise, Irwin stated the research 

findings are constructed between researcher and participant. I read my script, asked 

questions and expressed my gratitude in the end. I maintained their human rights, 

adhering to the Belmont Report.  

Irwin (2013) stated participants need to feel safe and trust the researcher to share 

experiences and be open to their perceptions. Similarly, Gresham (2012) found 

participants need assurance that their interests in the study are respected. I explained the 

research question to participants so they understood the value of the input they gave 

towards the EMR study. The positive working relationship established through these 

methods ensured participants’ responses honestly portrayed their opinions and 
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contributed to the knowledge of what EMR strategies business professionals use to 

increase productivity and revenue. 

Research Method and Design  

  Yin (2014) stated the research method is a unique framework that a researcher 

uses to guide a research project. In essence, a research method is an approach used to 

tackle various research questions (Marshall & Rossman, 2016). I used a qualitative 

method for this study. The design of this proposed study served as a blueprint specifying 

a specific technique that is useful in answering a specific inquiry (see Yin, 2014). I used a 

case study design. The focus of this study was to explore strategies that health care 

professionals use to increase productivity and revenue. More inquiry into the strategies 

that health care business professionals use to increase productivity and revenue is a 

requirement (Gilmer et al., 2012; Lau et al., 2012; Zheng et al., 2014). To understand the 

experiences of health care business professionals I used a qualitative single-case study. 

Once IRB approved the research proposal, I commenced the study. 

Method 

 I selected a qualitative method because the purpose of my study was to explore 

what EMR strategies health care business professionals use to increase productivity and 

revenue. The qualitative research aligns with exploring the strategies because participants 

can express their experiences in their own words (e.g., Hynes 2012; Najafi Kalyani, Illon 

Kashkooli, Molazem, & Jamshidi, 2014; Yin, 2014) for health care business 

professionals to increase productivity and revenue. To explore the real-life situations of 

the health care business professionals with the EMR, I chose the single-case study 
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methodology. According to Yin (2014) to explore a real world case of an everyday 

situation, the single-case study is the preferred methodology. 

 The qualitative method aligns with the specific business problem of trying to 

understand strategies health care business professionals experience in implementing the 

EMR. Barriers to implementing the EMR may interfere with their ability to take 

advantage of the business opportunities (Mohammed et al., 2016). The qualitative method 

gives the participants a chance to express themselves in their words (Coenen, Stamm, 

Stucki, & Cieza, 2012; Irwin, 2013). Irwin (2013) stated that researcher using a 

qualitative analysis technique uses words rather than numbers as the basis for analysis. I 

generated data through interactions between myself and the participants. Irwin explained 

because of this interaction, trust and a sense of duty develops amongst the researcher and 

the participant. This is important because I used a qualitative methodology to get data and 

conduct the analysis, adding more validity to the study (Marshall & Rossman, 2016).  

Qualitative research is ideal for asking how and what, instead of how many, based 

on measures which are the foci of quantitative research (Gioia et al., 2013; Hynes, 2012). 

Dhanireddy et al. (2014) and Slight, Quinn, Avery, Bates, and Sheikh, (2014) used a 

qualitative method and studied the strategies that health care business professionals use to 

increase productivity and revenue, which adds justification and value for a qualitative 

method for this study. This is important for a qualitative study because researchers can 

collect information through records, field observations, and interviews, which allows the 

researcher to hear the voice of the participants (Gioia et al., 2013; Irwin, 2013; Slight et 

al., 2014). For this reason, the qualitative method was the best for my study. 
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 The qualitative method was the most appropriate for my study because of the 

differences in the two research models (see Barnham, 2012). Comprehending the 

viewpoints of participants and purposeful methods of sampling results in collecting rich 

data, allowing for more flexibility in qualitative studies (Trainor & Graue, 2014). 

Similarly, Renz, Conrad, and Watts (2013) noted the qualitative study is a suitable model 

to design, learn and acquire from participants how to comprehend the process. The 

researcher can understand the perspectives of the participant and collect data through 

dialog (Wisdom, Cavaleri, Onwuegbuzie, & Green, 2012). Trainor and Graue stated a 

researcher conducting a qualitative study employs constructivism and focuses on the 

lived experiences of the participants, embracing creativity, flexibility, and intuition. 

Conversely, quantitative methods are a type of study in which researchers collect data 

using structured questionnaires, scales, and measurements, generating numerical data 

using a hypothesis to drive the approach (Grove et al., 2103; Walter, Dunsmuir, & 

Westbrook, 2015). The quantitative method is used to describe and examine 

relationships, which does not fit the purpose of this study (Gioia et al., 2013; Irwin, 

2013).  

 According to Neale, Miller, and West (2014), quantitative studies have several 

disadvantages. Researchers that conduct quantitative studies use numbers that tend to 

detract from an in-depth analysis, as opposed to semistructured interviews with the 

qualitative method (Grove et al., 2013; Hoare & Hoe, 2013). When researchers use 

numbers, both reader and author may make inappropriate generalizations of the findings 

that may not necessarily represent the real meaning (Neale et al., 2014). 
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 My goal was not to test a hypothesis. My objective is to understand how humans 

perceive the EMR, and a quantitative study would not be the best fit. Gioia et al. (2013) 

explained that to capture and explore phenomena requires concepts that are relevant to 

human organizational experience and people that are living that experience. The 

qualitative methodology gives a voice to the participants in data gathering and analysis, 

which represents their voice prominently in the reporting of research (Gioia et al., 2013). 

 A mixed method approach uses an amalgamation of both qualitative and 

quantitative research methods (Huff, Chumbler, Cherry, Hill, & Veguilla, 2015). With 

any method, there are concerns in a mixed-methods approach. A weakness of a mixed-

methods approach is that it is more costly and tedious than using a single method, which 

translates into more resources to do both methods well. Therefore, researchers need to 

maintain a balance so as not to focus on one research method and deserting the other 

method, which causes a limitation (Atkins, Launiala, Kagaha, & Smith, 2012; Grove et 

al., 2013). The mixed method is time-consuming, and the resources may limit what the 

researcher can accomplish. In addition, using mixed methods would result in a 

combination of quantitative or qualitative study (Wisdom et al., 2012). In a qualitative 

study, the researcher can examine interviewees in further detail or conduct a deeper 

exploration of the topic (Huff et al., 2015). 

 For purposes of my study, the quantitative method was not appropriate because 

my focus was not on using a scale, and measurements of a hypothesis. The mixed method 

was not appropriate because my goal is to use one method. Hence, neither the 

quantitative or mixed-method approach was appropriate, since I can use the qualitative 
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method to explore strategies that health care business professionals use to increase 

productivity and revenue. For these reasons, a qualitative method was the best match for 

my doctoral study. 

Research Design  

 A single-case study is a preferred design for exploring what strategies health care 

business professional use to increase productivity and revenue. The unique strength of 

case studies is that it involves evidence including documents, artifacts, interviews, and 

observations that a researcher cannot manipulate (Yin, 2014). When researchers need to 

find in-depth understanding of the phenomenon, the case study is most useful when 

conducted in its natural situation. Researchers use the case study method to document the 

precise nature of a phenomenon not well understood, especially when there is more to 

explore beneath the surface (Yin, 2014). The case study is holistic as it captures the 

conditions of a commonplace situation. The case study gives insight when there are gaps 

in the literature, and the studies answer how, what, and why questions (Gioia et al., 2013; 

Hynes, 2012; Yin, 2014).  

 The case study is highly flexible, and it highlights individual differences. Moll 

(2012) explained that the case study is an abundant source of data because the issues are 

significant in the context within which they occur. A unique benefit of a case study is the 

opportunity to interact in day-to-day practice with participants (Yin, 2014). Moll argued 

immersing oneself in a study gives the researcher an opportunity to understand the 

situation and the people. Moll explained a qualitative study was the only way in which 

researchers can understand the viewpoints and behaviors of the social actors.  
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Unlike survey or experimental research that typically yields a general, broad 

perspective on the issues, the qualitative approach permits the researcher to keep the 

important attributes in exploring complex social phenomena (Yin, 2014). For this reason, 

I chose this method to explore what strategies business professionals use to increase 

productivity and revenue. Other researchers used the case study approach to explore 

strategies business professionals use to increase productivity and revenue (Kierkegaard, 

2013; Marcos, Maldonado, Martínez-Salvador, Boscá, & Robles, 2013;  

Wilson, 2012). 

 One such design is the ethnographic design, which according to Roberts and 

Bailey (2013) described different attributes of a culture. For example, Roberts and Bailey 

conducted a study to explore how incentives and barriers affected mentally ill patients 

collecting data between September 2008 and April 2009, and observation data collected 

between September and December 2009. Roberts and Bailey provided a platform to 

understand the values, culture, and beliefs of service users which may be used to update 

further developments. 

 For a researcher to gain cultural immersion they need to have time to integrate 

with the culture and still sustain and outside role (Grove et al., 2013; Wilson, 2012). 

Grove et al. stated extensive field work is necessary to collect data in an ethnographic 

study. An ethnography design was not the best for my study since my study relates to the 

implementation of the EMR and what strategies health care business professionals use to 

increase productivity and revenue. Since the focus of the ethnographic study is not to 
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understand the phenomenon from the views of others and to live within a culture, 

ethnography was not the most appropriate.  

 The main reason for a phenomenological study is to describe human experience 

not bounded by time or location (Wisdom et al., 2012). Moustakas (1994) advocated 

when researchers conduct phenomenological studies, they usually employ a vast, 

continued engagement to develop sequence and meaning. Ginsberg and Sinacore (2013) 

stated the phenomenological method gives researchers a chance to describe participants’ 

position on an issue, and to collect valuable data on a given situation. The 

phenomenological study was not appropriate since my goal was to understand the 

experiences of what strategies health care business professionals use to increase 

productivity and revenue. 

 Researchers use the grounded theory method to develop or extend a theory about 

a process from data collected. For example, Moss, Gibson, and Dollarhide (2014) 

conducted a study to examine the experiences of counselors that practice at different 

points in their career. A grounded theory approach was used to explain the professional 

status as viewed by participants (Moss et al., 2014). Using the comparative method found 

in the grounded theory, the authors maximized the connections and distinctions between 

counselors that work in schools and those that work in the community (Moss et al., 

2014). Grove et al. (2013) stated when researchers use the grounded theory, the strategies 

they utilize are specific, such as coding or describing a concept. By using these specific 

strategies, researchers can develop a theory (Zarif, 2012). The grounded theory was not 

appropriate for my study because my goal was not to develop a theory based on data.  
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 The narrative analysis tells a story. Grove et al. (2013) stated that in narrative 

research, the focus is the way that people live and the accounts they reveal regarding their 

lives and livelihood. Likewise, Dailey and Browning (2014) argued narrative analysis 

refers to the retelling of organizational stories. Narrative accounts primarily involve 

stories that have a life time of experiences (Dailey & Browning, 2014). The narrative 

analysis was not appropriate for my study. The focus of my research was to explore what 

strategies health care business professionals use to increase productivity and revenue, 

rather than on storytelling. For that reason, the narrative was not appropriate for my 

study. 

 To ensure data saturation, I continued interviewing participants until there was no 

new information or themes, and information began to repeat. Guest, Bunce, and Johnson, 

(2006) noted that when no new information that gives added value or new themes 

develop then the researcher has achieved saturation. In contrast, Rowley (2012) stated 

data saturation depends on the type of research questions, strategy, and the quantity of 

people that can influence the study with new knowledge. To sustain effectiveness, 6-8 

people for an hour is satisfactory to produce viable findings, so that an interviewer does 

not get inundated with data that is unmanageable (Rowley, 2012). Sandelowski (2007) 

agreed that the type of information collected and the type of research determines the 

number of people needed for a study.  

 I studied, researched, and considered the appropriateness of each qualitative 

design. The designs included the ethnography, phenomenological, and the narrative. The 

ethnographic design is about studying a culture and the grounded theory is about 
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developing or extending a theory, my study was about what strategies health care 

business professionals use to increase productivity and revenue. The narrative tells a 

story and the phenomenological study is a vast, continued engagement to develop 

sequence and meaning. The case study was the most appropriate for this study because 

the focus is to explore what strategies health care business professionals use to increase 

productivity and revenue. 

Population and Sampling  

The population of my study was experienced health care business professionals 

who use EMR strategies in Orange County New York. Yin (2014) explained the 

exploratory single-case study is a suitable design if participants are representative of the 

same background and experience. The criteria that I used to select participants was 

integral to purposeful sampling. Yin defined the purposeful sampling method as 

judgmental, convenient, or selective sampling. Walker (2012) purported purposeful 

sampling gives researchers an opportunity to purposefully select a sample from a group 

who have the knowledge and experience about the subject in question. Clearly et al. 

(2014) stated the selection of participants should have a connection between purpose and 

inquiry. Palinkas et al. (2015) argued researchers that conduct qualitative research 

purposefully uses a segment of the group or population to gather rich and fresh 

information. For this study, I wanted to know what EMR strategies health care business 

professionals use to increase productivity and revenue. The purposeful sampling was 

consistent with study goals and conveniently based on the above criteria, which is 

harmonious with a qualitative study (Yin, 2014). 
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 For the study, I ensured there were seven individuals taking part in the 

interviews. Guest et al. (2006) explained for sample heterogeneity and to meet any 

research objectives, the recommendation was six to eight participants, which justifies the 

sample size for this study. In contrast, Sandelowski (2007) stated determining sample size 

is left up to the researcher and the type of information they collect. Guest et al. and 

Marshall, Cardon, Poddar, and Fontenot (2013) had similar findings, that saturation is 

fundamental to exceptional qualitative work, but that there were no standard operating 

procedures to estimate sample size to reach saturation. Walker (2012) noted saturation 

influences the sample size. To ensure saturation the researchers interview other 

participants until no new information is gleaned or nothing new added (Marshall et al., 

2013).  

The criteria I used to select participants were they must be knowledgeable, 

experienced, and able to answer the research question within the area of concentration 

with rich data. Rowley (2012) explained participants should have the knowledge and the 

potential to provide information on the research question. Thompson, Petty, and Scholes 

(2014) stated knowledge, experience, accessibility, cooperation, and the ability to 

communicate experiences and opinions is essential to case study interviews. Bardus, 

Blake, Lloyd, and Suzanne Suggs (2014) agreed past experience and strategies previously 

used for ease of use was important. Brooks and Normore (2015) stated the experience, 

the information from the literature review, and best practices employed would bring 

knowledge and new strategies. The participants selected would represent different areas 

of the health care business profession that use various strategies to increase productivity 
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and revenue. The health care business professionals have experience in using the EMR 

and provided rich data for the case study. 

The interview setting included an office at the workplace that was a comfortable 

and non-threatening environment (Yin, 2014). Yin stated to ensure confidentiality a 

private location is important, and it helps to minimize interruptions. Similarly, Brewster 

(2014) reported the interviewer needs to find a quiet place, like a library, or office that 

has a comfortable format, to conduct and document an interview. Likewise, Malagon-

Maldonado (2014) stated to conduct a qualitative interview it is best to conduct the 

interview in a designated place rather than at a natural field setting. Therefore, I 

conducted the interview where health care business professionals would feel comfortable 

and would feel free to respond to the questions asked by the researcher either at a library 

or at an office. 

Ethical Research 

Three main principles guide researchers in maintaining ethical research involving 

human participants. These core principles are respect for persons, concern for welfare, 

and justice (Matheson, Forrester, Brazil, Doherty, & Affleck, 2012). Researchers have a 

duty to respect participants’ autonomy and protect the rights of participants during and 

after the research (Bishop, 2012; Covell, Sidani, & Ritchie, 2012). Securing the approval 

of Walden Institutional Review Board (IRB) was integral to conducting ethical research 

and ensuring human subjects protection. Such approval (Walden IRB approval number 

04-26-16-0475479) was secured from University prior to conducting any interviews for 

the study.  
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A crucial aspect of a research study is the informed consent by participants for 

their voluntary participation. Bengry-Howell and Griffin (2012) discussed three areas of 

concern for valid consent that support ongoing ethical research: (a) the researcher should 

provide potential participants with all pertinent information to make an informed 

decision, (b) participants should participate willingly, and (c) the researcher should 

ensure that participants are competent to make such a decision. Bengry-Howell and 

Griffin explained obtaining consent based on understanding the consequences serves as 

the cornerstone of the research practice.  

I informed all participants in person about important aspects of the study. I 

disclosed my involvement in the study, explained their commitment to the study, 

protection of their identity, and minimal risks associated with the study. Participants 

signed the consent form to demonstrate consent and at the same time indicated their 

willingness to cooperate and join the study. Marshall and Rossman (2016) explained the 

importance for participants to understand their commitment and the minimal risks 

involved when participating in a study. Bishop (2012) stated informed consent includes 

sharing data, protecting privacy, maintaining documentation, managing access, and 

informing participants about minimal risks. Similarly, van Eijk, Helberger, Kool, van der 

Plas, and van der Sloot (2012) explained consent should be obtained from each 

participant individually, in an informed approach, free from coercion, and in an 

individual manner. Munhall (1988) noted respect for humans is the right to have 

informed consent from the participants considered as an exchange of trust requiring 

continuous negotiation. Participants received all relevant information to include their 
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role, my role, and an explanation of privacy and confidentiality, to make an informed 

decision whether to participate in the study. 

The procedure for participants to withdraw from the study was that they could 

request to withdraw at any time by stating such. Munhall (1988) stated participants 

should have the right to withdraw at any time without penalty. Participants can withdraw 

verbally or in writing if they so choose. I explained the right to withdraw during the 

presentation of the consent form. I reminded participants they can decline to answer any 

questions and if they choose to withdraw they can do so at any time without any 

obligation or repercussions. Likewise, Tyldum (2012) explained respondents should have 

the opportunity to withdraw from the interview at any time. Similarly, Marshall and 

Rossman (2016) noted participants should have the right to withdraw or participate as 

they wish. 

I did not give any incentives for participating to avoid increasing pressure on 

participants. Tyldum (2012) explained when participants do not receive any benefits from 

participating in research it compares to volunteering and participating in social 

organizations. People often participate for the greater good and to have their views heard 

or brought forward on issues they consider necessary. Matheson et al. (2012) stated 

researchers face the question of whether they should give incentives or offer anything, 

whether monetary or otherwise, for participation in research. Likewise, Tyldum found 

there may be participants that are low income and could bring value to the study, but only 

with an incentive. However, Marshall and Rossman (2016) argued that, regardless of 
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income, monetary incentives given to participants may result in a skewed study if the 

participants are needy. 

To assure participants that their ethical protection is adequate, I discussed their 

privacy and confidentiality during and after the study. Heeney (2012) also explained that 

along with informed consent, confidentiality was an accepted way to look after the 

interests of research participants. Likewise, Wiles, Coffey, Robinson, and Heath (2012) 

purported the researcher has an obligation to protect respondents when collecting data, 

while upholding participants’ privacy. Bishop (2012), and Nogami and Yoshida (2013) 

stated confidentiality also means the removal of personal, sensitive, or identifiable 

information by using pseudonyms to replace names or other terms. I did not use 

participants’ personal names for my research or the name of the organization. For 

participants, I used Participant 1, Participant 2, etc. to ensure their privacy and 

confidentiality. To discuss anything about the organization I used the letters ABC to 

ensure privacy and confidentiality. Heeney noted confidentiality and privacy are 

necessary to preserve access and control for research studies while confidentiality allows 

a person to make a choice about the situations under which a person might disclose the 

data.  

Although data collection forms did not contain the respondent’s names, consent 

forms included signatures, and so must be kept private. To maintain confidentiality, I 

stored signed informed consent forms and interviews in a locked file cabinet that is fire 

proof and stored in my home. The responsibility to maintain confidentiality does not end 
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with the completion of the study. Five years after completion of the study, I will destroy 

all flash drives, tapes, consent forms, and interviews. 

Data Collection Instruments  

 I was the primary data collection instrument for conduction of the semistructured 

interviews. Each semistructured interview consisted of 10 open-ended questions asked of 

participants about their experiences and strategies used to implement the EMR (see 

Appendix A). Interview questions 1, 2, 3, and 5 relate to the technology acceptance 

model. The data collection instruments include semistructured interviews, organizational 

policies and records and tape recordings. 

 The semistructured interviews occurred face-to-face and lasted a period of 

approximately 45 to 75 minutes. Matusitz and Lord (2013) stated that face-to-face 

interviewing was a methodological approach using an interview protocol and an in-depth 

analysis of a particular setting, allowing for probing and extracting additional information 

if the participant was unclear when answering questions. The interview protocol 

consisted of an initial script which included my role in the study, getting informed 

consent, collecting basic demographic information from participants, asking questions, 

and giving participants my contact and email information, and ending with a script 

thanking participants. Gioia et al. (2013) stated an interview protocol covers a short 

script, research questions, prompts and final contact information for participants. 

Likewise, Gill, Stewart, Treasure, and Chadwick (2008) stated the semistructured 

interview comprises questions and queries that help the interviewer to go in a different 

direction to follow a response or idea for more information using prompts or probing 



77 

 

 

questions. Beail and Williams (2014) found semistructured interviews conducted face-to-

face are useful in eliciting views and experiences from participants, which often results in 

rich data that adds value, validity and credibility to the study.  

 Researchers recognize semistructured interviews as a universal method to gather 

data for research (Gill et al., 2008). Lowes et al. (2015) found qualitative case study 

researchers collect data through semistructured interviews. To understand occurrences, 

beliefs, values, and rationales of participants. Likewise, Siddiqui et al. (2014) stated 

semistructured interviews facilitate an in-depth understanding of an area or issue. 

Researchers use guidelines in semistructured interviews, as it helps participants with 

some criteria, direction, or talking points that many find helpful (Gill et al., 2008). 

Through semistructured interviews the researcher may gain trust with the participants, 

thereby forming a relationship and gaining the most value on responses from participants.  

 An interview has advantages and disadvantages. A researcher can correct any 

mistakes easily by having the participant clarify their answers. Both researcher and 

participant may develop respect, which may increase mutual understanding. Through an 

interview, a researcher can gain fresh information and uncover the participant’s point of 

view on an issue. By means of an interview, a researcher can gain new knowledge to add 

value to a research question and explore the root cause of a business problem. Manthorpe 

and Samsi (2013) stated by means of an interview, a researcher can enable rapport, 

explore for further explanation and ascertain points of significance. Marshall and 

Rossman (2016) noted that at the interview a researcher can clarify information. 

Likewise, Dolezal et al. (2012) explained that a researcher can seek clarity on material 
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that was not properly understood. Some disadvantages to an interview are that the 

researcher may not complete the process due to lack of attention, communication, or 

understanding by both parties (King et al., 2013). The participant may not reveal the true 

responses to the question. A participant may have their own bias or neglect to give vital 

information that could enhance the problem being studied (Marshall & Rossman, 2016).  

 Organizational policies and records supplemented data collected from 

interviewing (Marshall & Rossman, 2016). Some examples of these records include 

meeting minutes, proposals, emails, or company records from the hospital for 

triangulation purposes. My goal was to read and understand any standard operating 

procedures and to map out the workflow processes if these existed. These documents that 

I reviewed were an electronic and hard copy. By reviewing these documents I saw 

whether there were any differences between the purpose of the EMR program and the 

implementation of the EMR program. After evaluating the organizational policies and 

documents I formulated probing questions and other basic responses that relate to the 

interview questions. After I received the organizational policies, documents, and records I 

compiled the documents to make sure the data was accurate and relevant to my research 

question. Yin (2014), and Marshall and Rossman (2016) recommended using other 

sources to triangulate participants’ semistructured interviews for greater validity. 

 The advantages of an organizational policy and records are that the data can be a 

source of information (Marshall & Rossman, 2016). A researcher is able to check how 

the implementation of the EMR occurred and the process used by management. The 

information is not expensive to obtain and is useful as a source of background data. I 
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organized the information and interpreted the data. The information could be biased 

because of whom was on the committee at the time of implementation. Finally, the 

researcher may take time in collecting, reviewing and analyzing the organizational 

policies and records (Yin, 2014).  

 A researcher may use a recorder to record the dialogue for accuracy between the 

participant and the researcher (Springham & Brooker, 2013). I recorded the interviews so 

I could play them back later. By recording the interview it saved the responses and the 

comments that I made during the interview. I saved the information for use as reference 

later. Another advantage is that the researcher can rewind and listen to the message many 

times to gain greater clarity and immersion in the data (Kwasnicka, Dombrowski, White, 

& Sniehotta, 2015). The interviews I recorded were utilized for transcribing the answers 

(Manthorpe & Samsi, 2013). In addition, I assessed the tone of voice, how quickly the 

participant spoke and their inflection.  

 The disadvantage of using a recorder in an interview is that there has to be a 

backup plan in case the equipment breaks down (Malagon-Maldonado, 2014; Grove et 

al., 2013). In addition, by having a tape recorder the participants may become nervous, 

which may affect their interviews (Gossman & Miller, 2012). Finally, with the recorder 

the researcher can only capture the voice of the participant while missing the non-verbal 

cues that may also complement the interaction between participant and researcher. 

 To enhance the reliability and validity of the data collection instrument, I used 

member checking. To use member checking I conducted the semistructured interview, 

interpreted what the participant shared, and shared the interpretation with the participants 
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for validation. I then wrote a two-page summary of the data collected and emailed it to 

participants for their review and feedback. Andrasik, Chandler, Powell, Humes, and 

Wakefield (2014) and Coenen et al. (2012) explained through member checking when 

participants were emailed an analysis of data collected for review and feedback, 

participants were able to see how data was analyzed. Likewise, Harper and Cole (2012) 

found that through member checking, participants had the chance to evaluate the data 

collected during the interview and give feedback. Siddiqui et al. (2014) argued that 

through the process of member checking and verification of the findings, participants got 

an opportunity to correct errors and any misleading interpretations. This gave the 

participants a chance to augment supplementary data and modify incorrectly recorded 

data. Chikweche and Fletcher (2012) stated a critical success factor for any researcher is 

the validity and credibility associated with the collection and reporting of data. Therefore, 

I used member checking to augment the validity and credibility of my study. 

Data Collection Technique 

 Qualitative researchers collect data through interviews that are audio-recorded 

and transcribed (Loiselle, Profetto-McGrath, Polit, & Beck, 2012; Yin 2014). I conducted 

semistructured interviews following an interview protocol (see Appendix A). Before the 

interview, I checked the recorder and made sure it was in working order, and there were 

sufficient batteries. I made sure there was minimal background noise. I had a back-up 

tape recorder. Marshall and Rossman (2016) and Grove et al. (2013) stated noise may 

disrupt the interview and the data transcribed may not be as accurate since the participant 

did not hear the question correctly. Likewise, Malagon-Maldonado (2014) found that 
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when recording information, sometimes the participant’s responses are difficult to 

interpret due to noise or language. Van den Hooff and Goossensen (2015) found when 

interviews are recorded the researcher can use the information for recall purposes, 

understand the data, and report the data more accurately through the process of 

transcription. Therefore, I transcribed the interviews verbatim for purposes of recall, 

playback, and transcription, which strengthened the validity, rigor, and credibility of the 

study. 

 I scheduled the semistructured interviews giving participants a date, time and the 

location that both parties could agree upon. Witty et al., (2014) and Al-Yateem (2012) 

explained the date, time, and a location was important to meet the participants needs. 

Becher and Wieling (2015) stated interviews should be scheduled at the convenience of 

the participant as much as possible at locations such as offices desired by the participants. 

I held interviews in private offices desired by the participants. Brewster (2014) found 

public places such as offices are suitable areas to conduct interviews. The amount of time 

is an important factor for the participant and myself so I set aside between 45 and 75 

minutes for the semistructured interviews. At the end of each semistructured interview, I 

thanked the participants. I arrived on time, use proper etiquette, and maintained respectful 

interaction during the semistructured interview.  

 According to Chapman and Clucas (2014), proper etiquette develops the 

relationship between the interviewer and the participants. I introduced myself, using a 

script that I had written and re-confirmed the purpose of the interview. Heeney (2012) 

stated reemphasizing the confidentiality and the importance of the accuracy of data is 
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important. Next, I informed the participants that I would ask them a series of questions. 

After each question, I waited for the response. I told participants that if the response was 

not clear, I would repeat the question and ask them to explain further or with more 

clarity.  

 I started the interview asking basic demographic questions, (e.g., age, professional 

background, and educational level) as it pertains to where they work. If participants 

decline to answer I reminded them that they did not have to answer the question. 

Patterson, McDaid, and Hilton (2015) stated the onus to withdraw was on participants. 

Gibson, Benson, and Brand (2012) explained that researchers should allow minimum 

harm to come to participants and at minimal risk. The principle of voluntariness and 

withdrawing from an interview were ethical considerations important to adhere to in an 

interview (van den Hooff & Goossensen, 2015). While asking questions, I followed the 

order of questions and ask questions in an unbiased manner (e.g., Yin, 2014). Because 

participants may need confirmation that I am listening, occasionally I nodded my head or 

encouraged them to give more detail on an answer that may add significant value to the 

study (Grove et al., 2013). I kept track by informing the participants when it was time to 

move to another question to ensure a successful completion of the interview. 

 During the interview, I stopped and checked the tape recorder to make sure it was 

working properly. Irvine, Drew, and Sainsbury (2013) explained the approach to analysis 

centers on how well the data is taped and transcribed. Throughout the interview, I spoke 

slowly. A key factor in interviews is to speak slowly, and observe nonverbal 

communication (Castelli, Carraro, Pavan, Murelli, & Carraro, 2012).  
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The questions were open-ended, which was meant to draw from participants’ 

ideas, thoughts, and feelings (Malagon-Maldonado, 2014). I took notes on non-verbal 

expressions and maintained neutral expressions and emotions so as not to influence the 

responses from participants. I asked each informant if they had any further details they 

would like to share or have questions about the research to conclude the interview. At the 

end of the interview, I thanked participants and gave them my contact information to 

email or call if they had any questions. I reminded them I would send a summary of their 

answers by email for member checking and a final transcription of the interview for them 

to validate. 

 An advantage of the interview is that face-to-face communication enhances the 

development of rapport and builds upon the relationship, as there is a natural encounter 

(Irvine et al., 2013; Witty et al., 2014). The element of face-to-face interaction allows for 

generating rich qualitative data (Al-Yateem, 2012). Malagon-Maldonado (2014) stated 

that during the interview the researcher can begin to immerse themselves, analyze, and 

interpret the dense information. Another advantage is there is a visual encounter that 

allows for less data distortion. The researcher can see the participant so that the nonverbal 

cues, body language, and facial expressions are apparent (Irvine et al., 2013). Hence, the 

researcher can clarify questions especially if visual signs show the participant does not 

understand.  

 Irvine et al. (2013) acknowledged that having the ability to meet and see the 

participant is an advantage that may make it more accessible for interaction, and to clear 

up any information not readily understood. Some of these clues are nonverbal cues and 
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small utterances that may shape and guide the interview between the researcher and the 

participant. Irvine et al. advised participants, although bored, might tolerate being 

questioned, especially if the researcher uses a conversational tone. An important factor is 

the ability to probe further into in-depth questioning and the opportunity for observation, 

listening, building rapport, and enhancing the relationship through collaboration 

(Malagon-Maldonado, 2014; Witty et al., 2014). I focused on open-ended questions and 

had a chance to mitigate bias. 

 There are also some disadvantages to interviews. According to Malagon-

Maldonado (2014), the interview provides unintended information filtered through 

participants’ interpretations. The interviewer may have little time to consider answers and 

could become irritated. The participant may not want to share in a face-to-face 

semistructured interview (Mason & Ide, 2014). Being present may also perpetuate bias in 

how the participants respond (Malagon-Maldonado, 2014). The researcher may need and 

not have a visual aid, thus wasting the time of both parties. Another disadvantage of 

interviews is that it requires transcribing and the data may be difficult to interpret due to 

the equipment (Al-Yateem, 2012; Witty et al., 2014). 

 To enhance the reliability and validity of the data collection instrument, I used 

member checking. To use member checking, I conducted the semistructured interview, 

interpreted what the participant shared, and shared the interpretation with the participants 

for validation. To conduct member checking, participants received an analysis of the data 

collected for them to review their responses and give feedback. I emailed the analysis to 

each participant for validation of the responses. Andrasik et al. (2014) and Coenen et al. 
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(2012) explained that, through member checking, when participants were e-mailed an 

analysis of the data collected for their review participants had an opportunity to see if 

data was captured correctly. Likewise, Harper and Cole (2012) found that through 

member checking, participants had the chance to evaluate my analysis from their 

responses for accuracy and correct any errors. Becher and Wieling (2015), and Siddiqui 

et al. (2014) argued that, through the process of member checking and verification of the 

findings, participants get an opportunity to correct errors and any misleading 

interpretations. This gives the participant a chance to augment supplementary data and 

modify incorrectly recorded data. Therefore, I used member checking to augment the 

validity and credibility of my study. 

 Similarly, Chikweche and Fletcher (2012) stated a critical success factor for any 

researcher is the validity and credibility associated with the collection and reporting of 

data. Therefore, I emailed the transcribed data to participants to validate and provide 

feedback to enhance the validity and credibility of the study. The participants received 

transcribed data via email so they could make changes they saw as appropriate (Loiselle 

et al., 2012). I kept the original and made notes to show how the participant changed the 

response. I provided a one or two page summary of findings to participants for feedback 

on any discrepancies or incorrect information. 

Data Organization Technique  

 To keep track of data I maintained a sign-in log to track when and where I took 

the folders out of the locked file cabinet. To protect confidentiality, I labeled each folder 

with a pseudonym: the letter P and the number (e.g.., P1, P2, P3, P4, P5, P6, and P7) to 
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represent participants. Each interview transcribed has gone into a folder and serves as a 

written record for each study participant. For this study, I used pseudonyms to mask the 

participants’ identities. 

 I maintained a research log with the list of participants names, dates, times, and 

location of interviews. In the research log, I wrote any emerging themes that kept 

recurring as participants got interviewed. I made notes of any nonverbal communication 

observed and noted in the research log to document the process. Wilson (2014) stated that 

researchers can use the research log to document any empathic connections they may feel 

for participants. McNeil, Small, Lampkin, Shannon, and Kerr (2014) mentioned 

researchers may use the research log to record any conversations they may have had with 

the participants. McCandles and Eatough (2012) found the research log may be used to 

record any feelings a researcher may have about the study or to track a change in thinking 

as a form of bracketing. Likewise, Fluk (2015) stated the research log can be used to 

document the process, write key words, or to write any thoughts that may create bias and 

may be used as a reflexive journal. The research log may be written or electronic, and 

may add value due to the rich data are written by the researcher, giving meaning to the 

data obtained from participants (Moffat, Jenkins, & Johnson, 2013). 

 I maintained a reflexive journal, especially during interviewing and data 

collection. I wrote down any biases, assumptions, and preconceptions. Darawsheh (2014) 

found reflexivity in research improves transparency and significantly adds to the rigor of 

the qualitative research. Likewise, Martin and Bristowe (2015) found that when a 

researcher reflects and writes down their own experience related to the study, rigor is 
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added, which affects the analysis and findings by the researcher. Liberati et al. (2015) 

argued a researcher can write down experiences, which may trigger new discovery of 

knowledge, values, and enrich the study. Similarly, Burns, Fenwick, Schmied, and 

Sheehan (2012) argued reflexivity allows a researcher to consider one’s biases that may 

influence the study during data collection. Therefore, I maintained a research log and 

wrote my reflections in the log. 

 Bishop (2012) stated cataloging, modifying, and accessing data is paramount from 

an ethical point of view. Whenever I retrieve any of these folders from the locked file 

cabinet I sign them out on the log. The cataloging and logbook of items provide for 

ethical standards and increased rigor of the study (Bishop, 2012). 

 I stored data on a password-protected flash drive in a locked file cabinet for 5 

years after completion of the study. After 5 years, I will shred and electronically erase all 

data. I locked all materials in a cabinet and have a logbook in which I wrote what I 

retrieved and what I returned to the locked cabinet.  

Data Analysis  

The purpose of my study is to explore what EMR strategies health care 

professionals use to increase productivity and revenue. I used a methodological  

triangulation approach to map and explain the richness of data by studying the 

phenomenon from more than one data collection source (Malagon-Maldonado, 2014; 

Marshall & Rossman, 2016; Yin, 2014). These data sources include interviews, interview 

notes, member checking, records, organizational documents from the hospital, and a 

reflective journal.  
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The planned methodological process includes interviewing the participants and 

tape-recording the interviews while occasionally making notes of any observations 

(Becher & Wieling, 2015; Malagon-Maldonado, 2014; Rowley, 2012). After 

summarizing the interview, I emailed the summary of the interview for member checking 

to receive feedback from participants. Next, I cross-checked the transcriptions and 

documents, and compared them against the reflective journal. The cross verifications 

gave more insight into the research question, pointed out any shortfalls, and helped to 

draw conclusions, providing data that complemented each other, thereby increasing the 

credibility and validity of the process. I documented all steps in the research log. 

Methodological triangulation from interviews, notes, meeting minutes and 

organizational documents may increase rigor, and produce innovation in the conceptual 

framework (Zakari, Hamadi, & Salem, 2014). Walsh (2013) explained that gaining the 

perspectives from different sources on the same issues creates depth and richness to a 

researcher’s findings. Stavropoulou and Kelesi (2012) argued utilizing and cross-

referencing different methods strengthen the design, which allows for deeper 

understanding of the problem. Similarly, Zakari et al. (2014) stated a researcher can 

confirm the truth by comparing results using methodological triangulation. Likewise, 

Bekhet and Zauszniewski (2012) found methodological triangulation involves using more 

than one type of method to study a phenomenon, increasing validity and completeness of 

a study. Further, Kaczynski, Salmona, and Smith (2014) explained triangulation of data 

serves as a means to test the validity of the findings by exploring a deeper understanding 

and drawing conclusions from more than one vantage point. Therefore, I used interviews, 
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notes, records, member checking, organizational documents from the hospital, and a 

reflective journal for methodological triangulation. 

Riala and Nummelin (2015) stated data analysis and data collection go together 

hand in hand when conducting research. Strauss and Corbin (1998) contended 

interpretation of data is imperative as it is always occurring in the minds of the readers. 

One of the primary measures addressed was the familiarity of information. Familiarity 

means rereading the notes and transcripts, recalling observations and experiences, and 

listening to the audio recordings (Jafari, Dunnett, Hamilton, & Downey, 2013). By taking 

all these factors into consideration and employing them, a researcher can immerse him or 

herself into the data. When a researcher becomes immersed in the data, participants are 

encouraged to reveal narratives of self and become willing partners and equals in a 

collective endeavor of knowledge production (Jafari et al., 2013). Using this approach 

allowed me to understand the participants’ everyday realities and helped to identify what 

others failed to discover, adding rigor and validity to the study (e.g., Jafari et al, 2013). 

I imported textual transcripts into NVivo. According to Bird, Campbell-Hall, and 

Kakuma (2013), NVivo software is used to manage and share data. Yin (2014) explained 

the software has tools for coding and categorizing large amounts of data. NVivo is 

suitable to identify themes and data is kept in a single location. The conceptual 

framework is the link between the literature, methodology, and the outcomes of the study 

(Borrego, Foster, & Froyd, 2014). To analyze data I used Yin’s method of compiling, 

disassembling, reassembling interpreting and concluding the data. 
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Compiling the data means collating and getting together all the data I gathered 

throughout the study during the data analysis. Data analysis provided the framework to 

explore what strategies health care business professionals use to increase productivity and 

revenue. I organized the data to bring structure and order and translate the words and 

actions into meanings that the readers would understand (Malagon-Maldonado, 2014; 

Styhre, 2014; Yin, 2014).  

Disassembling the data means coding the data (Yin, 2014). Coding the data means 

tagging chunks of data into categories and then grouping the data (Wilson, 2012). In this 

stage of the data analysis, categories and themes surface (Thomas, 2015). This includes 

coding, discovering themes, and other descriptions to explore the main research question 

(Yin, 2014). Harrison and Rouse (2014) explained categories, and themes, develop 

through open coding. These categories reflect the strategies health care business 

professionals use to increase productivity and revenue. If new data are found and the data 

do not fit in one of the categories, I used other categories to represent such data.  

The next step is reassembling the data. This includes introducing emerging 

themes and then making sense of the data through interpretation (Yin, 2014). Strauss and 

Corbin (1998) stated researchers can compare the coded segments and contrast them to 

one another to reveal similarities and differences, and create emerging themes that keep 

occurring. During this process, I labeled, organized, and defined data using themes in 

direct correlation with the literature review (Turner, Kim, & Andersen, 2013).  

Interpreting the data is another step in which the researcher gives meaning to the 

data (Yin, 2014). The interpretation was based on how the researcher understands and 
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defines the data, for example making notes to give a richer meaning to the study. Hoflund 

(2013) stated after each interview and transcription, a researcher can begin to organize 

and interpret the data. Likewise, Thomas (2015) found at this stage of interpreting, the 

researcher can start to add value and meaning based on how they interpret and understand 

the data. Therefore, after each interview, I made notes and recorded any impressions and 

comments including the interpretation of data. 

The final step is concluding the data, which means revealing the findings and 

outcomes of the study and comparing to previously conducted studies on what strategies 

health care business professionals use to increase productivity and revenue (Yin, 2014). 

These findings emerged from a larger set of data with an established set of ideas 

(Buchanan, 2013; Thomas, 2015). After reviewing the findings, I determined the effects 

on what strategies health care business professionals use to increase productivity and 

revenue. 

The conceptual framework of this single-case qualitative study consists of a 

combination of the literature review, the methodological triangulation, and the findings of 

the study (Borrego et al., 2014). I analyzed the data in view of the technology acceptance 

model to help me understand and interpret the meaning of the data. Davis (1989) 

explained the TAM is used to explore how users accept information systems that 

influence behavior, attitude, and strategies health care business professionals use to 

increase productivity and revenue.  

For purposes of triangulation, I used member checking, notes, and other 

documentation from the organization to verify and add validity and credibility to the 
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study. After I gathered the data I looked for emerging themes found in the data and 

compared this data to previous findings and other studies. To validate findings, Bekhet 

and Zauszniewski (2012) found triangulation confirms the findings of a study, which 

increases the validity and credibility of the research. 

Reliability and Validity  

The reliability and validity of qualitative content inquiry are often exhibited by 

using terms such as dependability, confirmability, transferability, and trustworthiness 

(Elo et al., 2014; Sinkovics & Alfoldi, 2012). To ensure the reliability of the data, 

McNulty, Zattoni, and Douglas (2013) identified the standards to assess qualitative 

research as contrasted to quantitative studies. Henriksen, Polonyi, Bornsheuer-Boswell, 

Greger, and Watts (2015) described trustworthiness as the main requirement of all 

qualitative research analysis commencing with the data collection to the conclusion 

drawn from the results. There are various strategies a researcher may use to accomplish 

reliability and validity. 

Reliability 

Reliability is the criteria whereby an independent researcher can repeat a study 

and get similar or the same findings, ensuring dependability (Cope, 2014; Singh, 2015). 

A measure of reliability is whether the process is consistent, stable, and the methods are 

the same (Grossoehme, 2014; Houghton, Casey, Shaw, & Murphy, 2013). One method a 

researcher can use to ensure reliability is to maintain a research log or reflexivity journal 

(Darawsheh, 2014; Fluk 2015). To ensure reliability I documented the research process in 

the research log. I used a reflexivity journal to document any biases. Fluk (2015) stated 
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the research log or reflexive journal may be used to document the process, writing key 

words or to write any thoughts that may create bias.  

Understanding the roles of the researcher is important. One role of the qualitative 

researcher is to describe relevant aspects of self. These include biases and assumptions, 

expectations, subjectivities, and experiences when conducting research (Cox, 2012). I 

documented in the research log the different stages of data collection, analysis, 

interpretation, and findings. Understanding the roles of the researcher in the study, and 

the dynamics between the researcher and participants strengthens reliability (Fluk, 2015; 

Thomas, 2015). 

Validity 

 In research, validity becomes important in accordance with the trustworthiness of 

the researcher (Marshall & Rossman, 2016). In qualitative research, credibility defines 

the validity of research (Bell, 2013; Cope, 2014). Validity refers to how accurate findings 

and outcomes are analyzed and conveyed (Marshall & Rossman, 2016). Strauss and 

Corbin (1998) stated that to achieve validity, a researcher should review data and the 

information acquired from participants for similarities and differences among their 

responses. This gives validity to a study and creates further analysis to determine 

saturation (Galvin, 2014; Walker, 2012). 

 Since the single qualitative case-study researcher can use methodological 

triangulation as a method to collect data, research studies may be validated because of the 

use of several sources (Matusitz & Lord, 2013; Walsh, 2013; Yin, 2014). Therefore, I 
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used several sources to validate the case study, for example, member checking, 

interviews, notes, and made comparisons to maintain a link between the data. 

I used the following strategies to maintain validity. These include member 

checking, by emailing an analysis of the interview and asking participants to give 

feedback to correct inconsistencies (Andrasik et al., 2014; Coenen et al., 2012). Loiselle 

et al. (2012) stated that member checking was an important tool to confirm the validity of 

a study. The proposal received review and analysis by a doctoral committee, to 

strengthen validation.  

Dependability 

Dependability refers to the need for the researcher to account for the different 

ways that the context changes within which research occurs (Lincoln & Guba, 1985). 

Cope (2014) explained a study is dependable when another researcher replicates the study 

under similar conditions and uses the same participants. Two methods to ensure 

dependability are member checking and audit trail (Marshall & Rossman, 2016). 

Sandelowski (1993) further explained member checking should be completed after 

transcription rather than after analysis. Through a process of member checking and 

verification of the findings, I gave the participants an opportunity to correct errors and 

any misleading interpretations (Siddiqui et al., 2014).  

To accomplish member checking I conducted an analysis of the data collected and 

emailed to each participant to review and provide feedback. Andrasik et al. (2014) and 

Coenen et al. (2012) explained that, through member checking, when participants were 

invited to come back or emailed an analysis of their responses, participants had an 
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opportunity to see if data were captured correctly. This gives the participants a chance to 

augment supplementary data and modify incorrectly recorded data (Siddiqui et al., 2014). 

The second method that I used to ensure dependability is an audit trail. Bowen 

(2009) explained the audit trail serves as a method to establish or increase credibility that 

can foster the accuracy or validity of a research study. An audit trail determines the 

dependability of qualitative research findings. An example of an audit trail is maintaining 

a journal to record pertinent information and personal reactions at different stages of the 

research process (Fluk, 2015; Whisenhunt et al., 2014). I used the journal to clarify any 

ideas or bias that I had to the research thereby increasing the trustworthiness.   

Another tool to use for my audit trail is the NVivo software program. I used this 

software program to verify findings and document rigor for enhanced trustworthiness and 

systemization to decrease fragmentation and over-simplification of qualitative research. 

NVivo increases the rigor by providing a comprehensive trail made during the collection, 

analysis, managing, and sharing of data (Bird et al., 2013; Yin, 2014). Odena (2013) 

explained the software can keep track of developing ideas, manage data links, and 

retrieve data to use for verification. 

Credibility 

 Credibility refers to whether the results of research are believable (Cope, 2014). 

According to Bell (2013), consideration in terms of plausibility and credibility are 

strategies used to achieve validity. Rather than quantity, quality is more important based 

on the richness of the information (Bell, 2013). McNulty et al. (2013) stated that 

concerning rigor and credibility, transparency of the data collection from data sources 
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and rich analysis of the data is paramount. The process includes being reflexive and 

explaining the context (Tseng, Wang, & Weng, 2013). According to Darawsheh (2014), 

reflexivity in research improves transparency and significantly adds to the rigor of the 

qualitative research. It involves thorough documentation of the research and integrating 

the literature with the existing literature. Power and Gendron (2015) indicated the 

researcher in qualitative interviewing is in a constant dialog between the views of the 

participants and the interpretations made as an analyst. Through a process of member 

checking and verification of the findings, I gave the participants an opportunity to correct 

errors and any misleading interpretations (Siddiqui et al., 2014). This gave the participant 

a chance to augment supplementary data and modify incorrectly recorded data. Becher 

and Wieling (2015) stated member checking increases trustworthiness and adds 

credibility to a study. 

 Instead of maintaining the belief of reliability and validity deployed in 

quantitative research, the criterion for qualitative studies should be trustworthiness 

(Power & Gendron, 2015). Trustworthiness includes checking of interpretations during 

the interviews and using methodological triangulation (Bell, 2013). According to 

McNulty (2013), to increase validity and rigor for qualitative research triangulation is 

necessary. Hence, in addition to transcript review and member checking processes 

described earlier, I triangulated data using interviews, organizational policy, standard 

operating procedures, procedure documents, and records. The findings and results 

obtained through triangulation are more likely to increase validity and credibility (Koc & 
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Boz, 2014). Koc and Boz (2014) also acknowledged triangulation strategy may provide 

stronger evidence for a better conclusion.  

 Similarly, Marshall and Rossman (2016) and Özdemir and Adan (2014) explained 

triangulation entails exploring the field of study from different sources. That means data 

from different sources corroborate, validate, or substantiate the research problem. 

Özdemir and Adan explained data, and the sources used for triangulation can strengthen 

the credibility making it considerably easier to describe and substantiate. According to 

Leppäkoski and Paavilainen (2012), the qualitative researcher should ask the same 

questions to address the same problems and gather similar data. Kavoura and Bitsani 

(2014) stated one source may serve as the main reference to validate the other sources 

that support the research question. The consistency of using this method can increase 

reliability. Zakari et al. (2014) noted triangulation adds richness and value, which helps 

with the identification of themes, verifying interpretations, and explaining the meaning. I 

read the data more than once, aligned the data into lesser increments, and identified codes 

that support the case study.  

Transferability 

The context of the research must have definitive standards, and be adequately 

described to have consistency in incorporating the research purpose (Koch, Niesz, & 

McCarthy, 2014). Cope, (2014) and Lincoln and Guba (1985) defined transferability as 

the degree to which the findings of qualitative study meets the criteria for other 

situations. Similarly, Bosio and Graffigna (2012) stated transferability signifies the 

possibility to transfer to other groups. I enriched transferability by doing a thorough job 
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of describing the research content and the assumptions that were essential to the research. 

The emphasis must be to create ideas and literature with a thick description so as to 

promote transferability. A researcher should understand how to deal with the constraints 

in designing, conducting, and disseminating results in a way that is readily applicable and 

usable by the research stakeholders (Bosio & Graffigna, 2012). 

 When there is a poor judgment of transferability, the result is unsuitable and 

duplication is unachievable. A researcher that shows transferability goes beyond external 

validity by indicating the appropriateness of their study as applied to a new setting 

(Burchett, Dobrow, Lavis, & Mayhew, 2013). A goal for researchers is that their research 

goes further than the initial study. The way researchers understand the factors may 

influence the transferability and how they understand the issues in terms of collecting and 

reporting data (Burchett et al., 2013). In the study, I gave a rich description and 

transformed codes into themes, using interviews and transcription, providing a broader 

context that can support transferability.  

 Rapport, Clement, Doel, and Hutchings (2015) added that transferability can play 

a role in research if the researcher provides sufficient contextual information. Details 

such as those about sampling and recruitment may boost confidence that a study supports 

a broader group. I used a sample of health care business professionals in which all 

personnel have worked in the field using the EMR and had experience (Rapport et al., 

2015). Williamson, Nichols, and Lamb (2015) argued sample size and non-random 

sampling in qualitative research undermines use by other populations. Participants may 

be reluctant to reveal information that shows negativity (Williamson et al., 2015). In the 
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same construct, Williamson et al. added findings applied to other populations with similar 

characteristics could prove essential. Therefore, for my study to meet transferability I 

ensured that other readers understand the results and share the same experiences when 

they read the study. 

Confirmability 

One step that a researcher can use to enhance the validity of the truth of a study is 

confirmability (Cope, 2014). According to Lincoln and Guba (1985), confirmability 

applies to the way a researcher maintains neutrality to allow respondents to shape the 

inquiry. Factors that contribute to the lack of validity includes bias, motivation, and 

neutrality (Lincoln & Guba, 1985). Erlingsson and Brysiewicz (2013) stated meticulously 

describing the methodologies of the steps in a study are necessary to ascertain 

trustworthiness and confirmability. A researcher may have a respondent judge the 

trustworthiness of the study to confirm the authenticity of the conclusion. Houghton et al. 

(2013) called this type of authenticity and validity of a study member checking.  

 After I transcribed all interviews, respondents had an opportunity to check the 

validity by reading the summary of the transcriptions to ensure the summary represented 

their responses to the questions. To further ensure confirmability I recorded interviews, 

transcribed interviews into text, and analyzed text (Erlingsson & Brysiewicz, 2013). I 

maintained a journal to write down any biases that could affect my interviews or the 

study. Dupin, Larsson, Dariel, Debout, and Rothan-Tondeur (2015) stated the 

confirmability of a study is enhanced when a researcher maintains a journal during data 

collection. A researcher can write down thoughts to reflect on subjectivity. I used the 
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journal as a means to note spontaneous, immediate data. Hence, writing down and being 

accountable for my biases, the reader can recognize my subjectivity through the process 

of reflexivity (Lincoln & Guba 1985). 

 The primary researcher increases transparency by having an audit trail (Dupin et 

al., 2015). Similarly, Petty, Thomson, and Stew (2012) agreed the audit trail helps to 

reflect the focus of the study and the impartiality of the researcher. The methodological 

steps used can help others follow the path the researcher took to draw interpretations, and 

conclusions (Petty et al., 2012). Finally, collecting data from different sources helped to 

triangulate and minimize bias (Lincoln & Guba 1985). I used triangulation by comparing 

the interviews, records and organizational documents. 

Saturation 

One important aspect of qualitative research is data saturation. Galvin (2014) 

defines saturation as the point at which no new relevant information is forthcoming even 

if someone interviews more people during interviews. Fusch and Ness (2015) explained 

saturation may be achieved when there is no new information, no new coding, no new 

themes and the ability to replicate the study. Similarly, O’Reilly and Parker (2013) stated 

the collection of data continues through interviews until no new data or emergent patterns 

develop. Walker (2012) defined saturation as the collection of data in a study until 

redundancy of the data has occurred.  

Researchers conducting qualitative studies view data saturation as an indicator of 

sample adequacy that is becoming accepted and expected. O'Reilly and Parker (2013) 

explained researchers see saturation as the standard to conduct research through a 
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diversity of samples, to determine quality and validity. Qualitative research depends on a 

large extent on sampling that provides depth and maximum opportunity for transferability 

of findings (Galvin, 2014). Thus a researcher, through sampling in qualitative research, 

achieves the richness of information.  

A goal of the researcher is to produce sound qualitative work that is transferable, 

and thus an adequate sample size is necessary. A researcher can capture a range of 

experiences with the sample size that is adequate but not so large as to become repetitious 

(O'Reilly & Parker, 2013). If saturation is unattainable, the phenomenon is not fully 

explored, and the findings are invalid. Researchers need to give clarity of what steps they 

used to attain saturation and what issues they faced.  

Galvin (2014) stated the research has to be credible for a critical, academic 

audience. The audience may ask whether the interviews answered the (a) research 

question, or (b) if participants selected truly represents the population. These points are 

not trivial and raise the question of the number of participants interviewed to receive 

saturation of a full data field.  

Walker (2012) posited the concept of saturation, although readily used by 

qualitative researchers, is sometimes vague, and the process lacks systematization and 

definitive rules. In an example, in 15 studies that were reported, the researchers did not 

explain the use of saturation and did not give clarity on how they arrived at saturation. 

Walker posited researchers need to understand the importance of describing the process 

thoroughly and give some account of how they arrived at saturation in their study 

(Walker, 2012). 
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Transition and Summary 

In this section, I described the researcher’s role in the process of the collection of 

data including the ethics of mitigating bias and a view from the lens of the researcher. 

Two areas covered were the eligibility criteria and strategy for gaining access to 

interview participants. To interview participants, I devised a plan on what population to 

sample, the sampling method, and the number of participants to ensure saturation. The 

ethical standard was a key point in the discussion to complement the standards for 

informed consent and of Walden University’s criteria to conduct a study. I discussed the 

data collection methods and described the advantages and disadvantages in the 

techniques used for data collection and analysis. Finally, I explained the validity of the 

study using the four factors that develop the trustworthiness of a study including 

dependability, credibility, transferability, and confirmability. 

In Section 3, I will discuss the application of this study to professional practice 

and implications for change along with the presentation of findings. The presentation of 

findings includes the 5 themes that surfaced from analysis of the participants’ responses. 

These themes serve as the basis for the discussion of the study’s contribution to social 

change, enumerating strategies health care business professionals could use, and 

implications for conducting further research. Section 3 culminates with a presentation of 

my reflections, summary, and conclusions. 
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Section 3: Application to Professional Practice and Implications for Change 

Section 3 includes the findings of the research study. Furthermore, Section 3 

includes (a) introduction, (b) presentation of findings, (c) application to professional 

practice, (d) implication for social change, (e) recommendations for action, (f) 

recommendation for further study, (g) reflections, and (h) summary and conclusions of 

the study. I present the findings of the study by main themes based on the research 

question. 

Introduction 

The purpose of this qualitative, single case study was to explore EMR strategies 

health care business professionals use to increase productivity and revenue. I imported 

data collected from semistructured interviews and the review of organizational 

documents into NVivo 11 qualitative analysis software for coding. The emergent themes 

showed the strategies revealed by participants based on the central research question, 

analysis of data from the interview responses, organizational documents such as meeting 

minutes, handbook and the participants’ views, experiences, and perceptions regarding 

strategies health care business professionals use in answering the central research 

question. 

I identified 15 core emergent themes, which I grouped into five main themes. The 

five main themes encompassed (a) strategies to implement the EMR implementation, (b) 

strategies leaders use to support and sustain the EMR, (c) strategies to help users accept 

the EMR, (d) communication and efficiency strategies to increase productivity and 

revenue, and (e) strategies to help users improve health care safety. To implement and 
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sustain the EMR, health care business professionals used (a) user acceptance, (b) cultural 

change, (c) training, and (d) communication. Strategies leaders use to support EMR 

implementation: (a) workflow, (b) vendor and customization, and (c) finance and support. 

Strategies to help users accept the EMR were: (a) assign roles, and (b) feedback. 

Communication and efficiency strategies for increasing productivity and revenue were: 

(a) accuracy of content, (b) efficiency, (c) sharing information, and (d) care coordination. 

Strategies to help users improve health care safety were: (a) data quality, and (b) 

authority to request or disclose information.  

Presentation of the Findings  

The overarching research question for this study was: What EMR strategies do 

health care business professionals use to increase productivity and revenue? 

Emergent Theme 1: Strategies to Implement the EMR  

 The first main theme was strategies health care business professionals use to 

implement the EMR. Participants’ responses to Interview Questions 1, 4, and 7 indicated 

the basic strategies health care business professionals used before implementation of the 

EMR. Within the first main theme, there are several strategies in the data identified by all 

participants in their responses, organizational documents, member checking, literature 

review, and confirmed by current research. These essential strategies are user acceptance, 

cultural change, training, and communication to increase productivity and revenue. Halas, 

Singer, Styles, and Katz (2015) explained that these strategies were essential in sustaining 

EMR implementation. Participants’ responses showed the importance of being able to 

understand key factors use as strategies such as how to implement and sustain change 



105 

 

 

prior to and during the implementation of the EMR. The literature review also supported 

this strategy, and in certain situations conflicted with the data gathered regarding the 

themes and strategies. 

 Within the first main theme, there are several strategies identified by all 

participants in their responses, organizational documents, member checking, literature 

review, and confirmed by current research. Participants’ responses showed the 

importance of being able to understand how to implement and sustain change prior to and 

during the implementation of the EMR. These essential strategies are user acceptance, 

cultural change, training and communication to increase productivity and revenue (Halas 

et al., 2015). 

 Findings of this study indicated that having these strategies were a key factor for 

health care business professionals to implement the EMR. Health care business 

professionals should consider user acceptance and cultural change, which promote 

acceptance of the EMR, resulting in increased productivity and revenue (Abdekhoda, 

Ahmadi, Gohari, & Noruzi, 2015; Kim, Lee, Hwang, & Yoo, 2016). Findings also 

indicated health care business professionals need to adopt a change management process 

to help prepare staff for the transition from paper records to the electronic medical record. 

 The findings of this study were consistent with the research of Gheorghiu and 

Hagens (2016), who noted continuous improvement and understanding change is 

important to implement and sustain successful EMR. Table 1 indicates the frequency of 

occurrence of core strategies, affirming that understanding of implementing and 

sustaining change during EMR implementation are essential to increasing productivity 



106 

 

 

and revenue. These strategies are user acceptance, cultural change, training, and 

communication (see Table 1). 

Table 1  

Strategies to Implement the EMR  

Strategies n % of frequency of 

occurrence 

User acceptance  35 32.41 

Cultural change 33 30.56 

Training 25 23.15 

Communication 15 13.89 

Note. n = frequency. 

 User acceptance. Participant responses and organizational documents showed 

leaders were cognizant of user acceptance as a strategy. P1 noted not knowing how to use 

the EMR was one of the greatest obstacles to implementation. P2 confirmed P1’s 

statement and indicated she had never touched a computer and could not even make the 

mouse move. P2 further explained being overwhelmed and afraid of working with the 

EMR technology because there was a big learning curve. Wu, Wen, Chen, and Hsu 

(2016), indicated that giving repeated training a novice could enhance their acceptance of 

learning.  

Conversely, P4 and P6 mentioned that because they had so much experience with 

computers, the EMR navigation took little or no effort. In the literature review, 

Mohammed et al. (2016) confirmed P4 and P6’s statement indicating attitudes and 



107 

 

 

behaviors of humans was one of the biggest factors related to acceptance of the EMR. 

Wu et al. (2016) used the TAM to study acceptance and training for novice and experts, 

with results showing that training enhanced students’ learning. The research conducted 

by Wu et al. aligns with and confirms the conceptual framework in which the researcher 

used the TAM to understand acceptance and ease of use. 

 Both P3 and P7 stated leaders had used champions to help assist, guide, and 

influence staff for user acceptance of the EMR. Boswell (2013) confirmed P3 and P7’s 

statement indicating employees that had a positive attitude were champions of the effort 

to promote EHR implementation. Confirming the use of this strategy P3 provided an 

email sent to employees in her organization, wherein leaders noted that as a group, they 

would discuss the early learning opportunities champions would present to their units. P3 

and P7 noted leaders brought in clinical staff as champions to support peers during 

training and implementation and to build a shared understanding of the EMR technology. 

P3’s and P7’s mentioning of champions to assist or influence staff in user acceptance was 

also in alignment with meeting minutes of August 2015, stating leaders has provided a 

chart with individual names responsible for reaching out and assisting other staff.  

 Boswell (2013) noted employees that had a positive attitude were champions 

ready to promote EMR implementation. As related to the central research question, Kim 

et al. (2016) indicated user acceptance and performance was directly related to increased 

productivity and revenue for organizations implementing the EMR. The findings 

indicated through champions who assist staff, user acceptance, and ease of use increased. 
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 Cultural change. Data from participant responses and the handbook confirmed 

the findings of previous research in regard to cultural change. Edson (2012) showed 

people who have conscious awareness of the need to change adapt to the change. Edson 

noted that adapting to change was essential for transformation and leads to increased 

productivity and increased revenue. This is confirmed by way of an email May 2016 

from an organization that went live 2 months before, which stated “Thank you for 

attending the readiness meeting which focused on the way ahead. We recognize the 

reactions and the challenges that occur throughout implementation.” This was confirmed 

in P3’s employee handbook stating there is a two-hour training focused on managing 

change and communicating key messages to managers.  

P2 explained resistance also came from older physicians and nurses who were not 

willing to change from written records to EMR entries. In the literature review, Meslin et 

al. (2013) endorsed P2, indicating when organizations design EMR systems they need to 

balance needs, and hospital leaders may need to change their culture and adopt a new 

paradigm. The change of culture may include a new vision, the way of thinking, and the 

way things are done, for example, written records to EMR entries. 

While P1 explained that leaders created a vision for the future of the organization, 

P2 and P3 explained management established a sense of urgency on why the change 

should be now. In a handbook provided by P3 leaders noted that in an effort to realize the 

benefits of the EMR system they needed to rethink the way they operate and implement a 

system to reduce variability and decrease documentation duplication. In the literature 

review, Lau et al. (2012) stated with health care business professionals adopting the 
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EMR, the values also changed for staff and patients. Lau et al. pointed out that change led 

to better communication, coordinated care, improved quality, reduction of document 

duplication, and eliminated waste. 

 The strategy of changing the culture was important to understand EMR 

implementation. P4 explained that the key to implementation was to change the culture. 

If people are adaptable to change but do not understand why a change is needed, they 

revert back to the conventional way. P5 and P6 agreed with P2 that for an older 

population it would be more cumbersome, frustrating, and more difficult to adapt to the 

EMR system. P7 noted that since people are normally resistant to change, the 

organization gave staff enough education ahead of time to make them familiar with the 

process. Hornstein (2015) stated effective leaders significantly influence successful 

implementation of initiatives through education and training. 

Culture change is an important strategy for facilitating EMR implementation by 

health care business professionals. The TAM also aligns with the theme of culture change 

in terms of facilitating acceptance of the EMR by changing user attitudes and behavior. 

The change comes about by managing how users perceive the change and through 

supports management implemented to sustain the EMR during and after the transition. 

Training. Participants’ responses and organizational documents showed leaders 

used training as an implementation strategy. All participants stated that their respective 

organizations provided mandatory, required, and online training for all staff. Staff viewed 

the training as support by managers to help understand and sustain the EMR. 



110 

 

 

P1 discussed that training was intense and leaders brought in people on site to 

provide training 24 hours a day. Although training was intense P1 noted, staff remained 

positive about the implementation. Ketikidis et al. (2012) findings were consistent with 

P1 and stated training in the applicability of health IT systems may result in higher 

acceptance use and ease of use. In contrast, Abdekhoda et al. (2015) noted training had 

no significant effect on use or ease of use.  

P1 explained leaders provided a training environment whereby a staff member 

could go and practice documenting on pretend patients on computers in an environment 

called the sandbox. P7 confirmed the training environment existed called the sandbox and 

P2 and P3 confirmed pretend patients loaded on computers for practice documentation 

using the EMR in the lab. In the employee handbook called “education and roll out” 

indicated training would occur in open labs confirming P2 and P3’s previous statement of 

pretend patients.  

P2 noted educators came in to assess the skill set of each staff member on their 

level of expertise with the EMR technology before implementation. This allowed trainers 

to tailor training to meet the needs of individual staff. In the literature review, this was 

confirmed by Naqvi and Bashir (2015) who denoted a similar finding, highlighting that 

assessment of one’s skills for training purposes enhanced commitment, influencing user 

acceptance and behavior. Baillie et al. (2013) agreed with Naqvi and Bashir, and P2 

indicating certain barriers such as skill, training, and abilities would seem relevant to 

address before deployment of the EMR. 
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P2, P3, and P7 acknowledged leaders trained super-users to be responsible for 

training all other staff and to assist when called upon by staff. The employee handbook 

provided by P3 indicated super-users attended training sessions to prepare them to serve 

as an added source of support for users. My analysis of organizational documents showed 

training was an essential strategy used by leaders in promoting user acceptance and ease 

of use aligned with the conceptual framework of the TAM. 

P4 stated leaders spent time in classroom training using a book, but hands-on 

training was lacking. P1 confirmed P4’s statement regarding the use of a handbook to 

follow along rather than hands-on training. P6 stated although there was mandatory 

training, there is a continuous need to learn and train on the EMR, especially with new 

hires. In the literature review, Lee et al. (2013) confirmed P6’s statement indicating 

strategies that include continuous training and technical support is necessary for users in 

the introduction of clinical EMR systems. Training failed because managers were not 

given the time and the basic level training that bedside nurses received during 

implementation (Lee et al.).  

 In the literature review, Cagle et al. (2012) and Mohammed et al. (2016) 

confirmed that organizations that adopt the EMR often lack adequate training and time, 

which limits usefulness and acceptance. There was documentation in the employee 

handbook that managers received 2 hours training to manage change rather than bedside 

training. This created a gap for managers and they were unable to navigate and pull 

reports in order to assist bedside nurses as stated by P7. Cho, Kim, An, and Chae (2015) 

noted frequency and attendance of training sessions, mandatory training and use of the 
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system, and practice improves access and understanding of clinical information with 

EMR implementation.  

All participants confirmed the need for training which improves performance and 

efficiency, thereby increasing productivity and revenue. The findings indicated health 

care business professionals should create training opportunities for staff to develop 

acceptance, competency, and job performance for an organization. Managers may use 

mandatory, required, and online training to support staff in understanding EMR 

implementation. 

Communication. Participant responses and organizational documents showed 

leaders used communication as a strategy resulting in increased productivity and revenue. 

In the organizational policy review, updates indicated the organization had a plan listing 

the new elements for education activities in preparation for EMR to go live. For example, 

a credentialed trainer program October 2015 to November 2015, super-user training 

November 2015 to December 2015, and staff and physician classroom training December 

2015 to January 2016.  

P1 confirmed leaders communicated the direction the organization needed to go 

because of reimbursement issues, care coordination, information, and quality of care. In 

the literature review, Mohammed and Yusof (2013) indicated that one strategy to assist 

organizations during implementation was better communication. According to 

Mohammed and Yusof when communication was lacking the result was poor IQ and 

acceptance in health care organizations. Better communication increased the quality of 

health care, efficiency, and safety. 
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P3 noted leaders communicated via newsletters and gave updates on new 

initiatives to keep staff engaged. The organization used this method as an implementation 

strategy to engage all levels of the organization in the change process. O’Neill, Hodgson, 

and Mazrouei’s (2015) findings were consistent with P1 that when leaders used internal 

communication there was a correlation between shared beneficial relationship and 

increase productivity and profitability. Organizations realized ROE because staff were 

kept informed, engaged, and had autonomy over their work. 

In an email dated June 2015, leaders wrote moving forward, the focus of 

readiness groups would shift from content review to workflow assessments. Groups 

would no longer meet on their own, but would integrate together to assess workflows, 

policy changes, and early learning opportunities. Nguyen, McElroy, Abecassis, Holl, and 

Ladner (2015) noted that, when hospital leaders facilitated communication as a strategy 

for implementation of a technology, it aided in well-being for staff and a higher rate of 

satisfaction. 

P4 stated a key strategy to implementation was to keep everybody informed at 

every level, delivering both the good and bad news. P5 supports P4’s statement and 

indicated when staff could not attend the meetings, to receive updates leaders would 

engage them through phone conferences. Through this form of communication, leaders 

communicated the future state using phone and email. By organizational documents and 

meeting minutes leaders engaged and ensured staff had a clear understanding of the 

implementation process of the EMR. In organizational documents dated October 2015, 
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leaders considered communication as an important strategy to engage and include staff 

during implementation of the EMR system. 

The findings indicated that during EMR implementation, health care business 

professionals should consider user acceptance, cultural change, training, and 

communication in implementation defining clear evidence of the TAM. The findings also 

indicated leaders should adopt a change management process during the implementation 

of the EMR. The high frequency of user acceptance indicated user acceptance is 

paramount for EMR implementation. Therefore health care business professionals should 

access users level of learning through training, communication, and user acceptance to 

increase productivity and revenue. 

Emergent Theme 2: Strategies Leaders Used to Support and Sustain the EMR 

 The second theme identifies the most effective strategies leaders used to support 

EMR implementation, corresponding to Interview Questions 2 and 6. Within this theme, 

there were several strategies mentioned by participants supported by organizational 

documents and confirmed by previous research. I found in my interviews that workflow, 

vendor, customization, finance, and support were core strategies health care business 

professionals used to increase productivity and revenue.  

There was clear evidence of the use of the TAM specifically by the vendor and 

customization of the EMR. TAM purports that user acceptance and effort affects how 

well users interface with the EMR in health care (Kim et al., 2016). Within the second 

main theme, a system of strategies including workflow, vendor and customization, 

finance, and support allows for autonomy and compatibility. The findings of this study 



115 

 

 

indicated that these strategies are effective, because when leaders implemented these 

strategies productivity and revenue increased. Table 2 shows the core strategies that 

emerged from the data analysis regarding the most effective strategies to increase 

productivity and revenue by health care business professionals. Strategies that emerged 

were (a) workflow, (b) vendor and customization, and (c) fianance and support. 

Table 2 

 Strategies Leaders Used to Support and Sustain the EMR  

Strategies n % of frequency of 

occurrence 

Workflow 40 36.04 

Vendor and customization 36 32.43 

Finance and support 35 31.53 

Note. n = frequency. 
  

Workflow. Interview Questions 2 and 6 related to the most effective strategies for 

increasing productivity and revenue. Participants’ responses spoke to the effectiveness of 

realizing a return on investment. Findings of this study indicated the most effective 

strategies for user acceptance, cultural change, training, and communication depend on 

leaders understanding workflow (Lee et al., 2013). To understand workflow leaders 

considered time, benchmarking, space, and workload. 

P1 stated the EMR does save time in terms of eliminating the need to repeatedly 

enter the same information for a patient that has been seen multiple times. In addition, P1 

noted there was a disruption in the workflow until staff got used to the system. P2 
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concurs with P1 that disruption increased in the beginning because of the learning curve. 

P7 indicated leaders did not understand the importance of workflow, which overwhelmed 

staff and decreased productivity. Hossain, Rasel, and Talapatra (2015) confirmed P7’s 

statement that when leaders understood and planned for workflow changes, there were 

reduced costs, reduced time, and maximized labor efficiency. P3 added leaders mapped 

the workflow prior to going live. Information included in a handbook named Epic 

Transformation Overview dated October 15 confirmed P3’s statement indicating that 

mapping out of the transformation initiative overview, optimizing time, and showing a 

timeline, were strategies employed in rolling out the EMR.  

P4 noted to understand workflow, leaders need to go where a system is actually in 

use and benchmark how the system is designed, scheduling of the roll-out, and how to 

optimize space. A document obtained from P3, entitled Patient Access Transformation 

and dated October 2015 indicated leaders considered the future state for a consistent 

point of access, registration, scheduling, and order transcription. In the literature review, 

Cresswell et al. (2013) drew similar conclusions that the design in the technology 

affected the workflow, interface, and computer compatibility. 

 P3, P4, and P5 confirmed leaders conducted a walk-through and considered the 

space capacity to determine optimal use of the EMR system. P6 noted that because 

leaders were presently making some unplanned changes it was very challenging in terms 

of scheduling, which affected the time to input data. Hossain et al. (2015) confirmed P6’s 

statement acknowledging the importance for leaders to understand and optimize the 

capacity of a bottleneck, which in effect could reduce the time and maximize workload. 
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In the literature review, Lee et al. (2013) confirmed P6 and P7’s statement that EMR used 

as a platform can improve and coordinate workflow, enhancing quality and productivity.  

P5 explained leaders expected employees to maintain the same workload during 

the implementation of the EMR, and this caused frustration since there was not enough 

time to input data. P7 confirmed P5’s response that time was a factor in inputting data 

and how well staff accepted the EMR. This aligns with the literature review in which 

Cagle et al. (2012) and Mohammed et al. (2016) stated organizations that adopt the EMR 

often lack time for training, that limit the EMR’s usefulness. 

The findings indicated workflow is a strategy leaders need to consider in their 

implementation of the EMR in order to increase productivity and revenue. Workflow 

maximization as a strategy is aligned with the TAM used in the conceptual framework of 

this study. Based on the TAM if the workflow is not designed to meet the needs of the 

user there is a lower acceptance of EMR technology (Kim et al., 2016). Factors found to 

affect workflow included time, benchmarking, space, and amount of workload during 

implementation. 

Vendor and customization. Interview Questions 2 and 6 related to the most 

effective strategies for increasing productivity and revenue. Participants’ responses spoke 

to the effectiveness of vendor customization and how leaders achieved acceptance, 

increased productivity, and increased revenue. These included an understanding of the 

needs, reviewing proposals, capabilities, and regulations for vendor customization. 

P1 noted leaders tailored the EMR system to the needs of the department. For 

example, if you worked as an operating room nurse there was a special interface for what 
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nurses do in the operating room setting. However, P1 noted if staff wanted to add an 

additional piece of data or change anything on the EMR system it was extremely 

cumbersome, taking as much as 6 months. In contrast, P6 felt leaders had vendors do a 

general customization so the system could accommodate many different types of work. 

P2 explained leaders reviewed systems and proposals from different vendors for 

proper design to save on costs during implementation. P3 confirmed P2’s statement that 

leaders had different vendors put together their proposals of what they could provide as a 

system. With an integrated system, leaders would not have to do continuous updates and 

would be able to transfer the correct information into the system.  

In addition, P4 and P7 stated there are numerous vendors out in the market with 

different types of systems. P4 noted leaders need to understand the capabilities, cost, 

warranty, contract, and the number of years of implementation with the initial system 

before upgrades or the change becomes obsolete. Similarly, in the literature review Reina 

et al. (2012) confirmed P4 and P7’s statement indicating there are many systems out on 

the market sold by vendors that are not compatible for some organizations. Wang et al. 

(2013) agreed with Reina et al. indicating when health care business professionals 

implement the EMR technologies, there is often a lack of interoperability and 

compatibility during and after implementation.  

P7 noted some features could not be customized because it was the only version 

in use. In addition, P7 mentioned each state has different standards and laws of how the 

EMR should be implemented. For example, in a mental health unit, the system needs to 

be in compliance with the mental health requirement. P7 also noted there is an OSHA 
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requirement and organizations in Virginia and Kentucky did not have the same 

requirement. P1 confirmed P7’s statement indicating there were different laws in New 

York state with specific documentation needed in order to meet compliance, as compared 

to the state of Virginia. In the literature review, van Eaton et al. (2014) confirmed P7’s 

statement indicating EMR systems were not standardized, features were different, and 

there was a high rate of vendor turnover. Wolf et al. (2012) explained that vendors and 

providers alike might not understand the type of system to buy that may increase their 

functionality, which could prove costly. 

The findings indicated vendor and customization concerns are important factors 

for implementation of the EMR to increase productivity and revenue. When managers 

fail to transfer the right information from paper records or other systems it becomes 

cumbersome, which decreases productivity. Because of lack of suitable interface of 

systems, time became a factor since organizations could not capture data that perhaps 

affected clinical decisions to show an increase or decrease in performance. Kruse, 

Mileski, Alaytsev, Carol, and Williams (2015) indicated time was an important factor for 

implementation and understanding the capabilities of the EMR system. 

Finance and support. Interview Questions 2 and 6 related to the financial risks 

and support as relevant to strategies for increasing productivity and revenue. Participants’ 

responses spoke to the effectiveness of how leaders considered the financial risk and 

provided for EMR implementation. These risks include ROE, cost, and cost savings 

(Kruse et al., 2015; Lee et al., 2013; Najaftorkaman, Ghapanchi, Talaei-Khoei, & Ray 

2015). 
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P1 and P5 noted there was nothing cheap about the EMR system and they were 

not convinced the system would garner a ROE for the organization. In the literature 

review, Lee et al. (2013) confirmed the statement of P1 and P5 in which 309 hospitals 

participated in the study. The first conclusion was there was no evidence to show how IT 

affected costs, ROE, or quality of patient care (Lee et al., 2013). Najaftorkaman et al. 

(2015) indicated because health care business professionals were uncertain about adding 

EMR technology and the start-up costs to their organizations, ROE was negatively 

related to EMR adoption. Kruse et al. (2015) confirmed P1 and P5’s statement indicating 

EMR implementation was costly and an organization needed dedicated financial 

resources for start-up and maintaining the system.  

P4 indicated in the interview that if a company chooses a system based on cost, 

the organization could make a poor business decision. In the literature review, Sinsky et 

al. (2014) mentioned the EMR could result in substantial waste, diminishing the value of 

the technology. P4 noted a number of years for implementation, the cost of upgrades, and 

the warranty and contract was important. P3 also concurred with P4 that integration and 

upgrades were expensive. However, P3 added although expensive, supply purchases, 

materiel management, and work performance was easily tracked. An organization could 

now determine productivity, ROE, and reports could be printed out. In the literature 

review, Lee et al. (2013) confirmed P3’s statement indicating hospital leaders’ business 

practices, for example, may benefit from a system implemented in supply, finance, and 

other service industries.  
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 P3 explained in the short run the EMR was expensive but in the long run, an 

organization would save money. For example, inputting all the records and using the 

EMR compared to writing in records could save on future manpower costs. Higgins et al. 

(2012) confirmed with time, expenditures decrease because of the electronic 

documentation rather than dictation, which results in a greater ROE for health care 

business professionals. Payne et al. (2013) findings were consistent with P3 that the EMR 

was expensive to implement for start-up and revenue for hospital organizations decreased 

in the short term. 

A start-up cost noted by P7 was training a bedside nurse for 4 months everyday 

had an on-going cost. P3 confirmed P7’s statement that they had to take away staff from 

their actual workspace for 5 months to train them, which increased the cost and lowered 

productivity. P1 and P3 explained they had experts brought in by leaders from all over 

the United States to offer support to staff during training and implementation. Attached to 

this were on-going costs since these contractors remained on-site. Kruse et al. (2015) 

confirmed P1 and P3’s statement indicating to have EMR implementation there were 

start-up costs, as well as on-going costs.  

Participants were able to confirm leaders allocated resources and engaged staff 

with implementation. This was done through training, updates, and communicating an 

understanding of the transformation involving EMR technology. Although P1 and P5 

indicated they were not convinced EMR would garner an ROE, P2 and P3 stated in the 

short run organizations would lose ROE. However, in the long run, organizations would 

realize ROE based on quality, increased productivity, and revenue. 
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The findings indicated leaders need to consider the financial risks before and 

during the implementation of the EMR. Some of these financial risks include start-up and 

on-going costs to maintain the system. An example of these start-up costs was training a 

bedside nurse for four months, which became an on-going cost. In the literature review, 

Lee et al. (2013) indicated strategies included continuous training, communication, and 

technical support are necessary for users resulting in on-going costs during and after 

implementation of the EMR. In addition, the EMR could be used as a tool to track 

supplies and work performance to determine productivity and ROE. 

Emergent Theme 3: Strategies to Help Users Accept the EMR 

 The third theme identifies the most effective strategies leaders used for staff to 

accept EMR implementation, corresponding to questions 3 and 4 of the interview. Within 

this theme, there were several strategies mentioned by participants supported by 

organizational documents and confirmed by previous research. I found in my interviews 

assigned roles and stakeholder feedback were core strategies health care business 

professionals used to increase productivity and revenue. The findings showed 

organizations that implement these strategies have a greater chance for EMR 

implementation success. 

 Given the strategies of assigned roles and stakeholder feedback seems there was 

clear alignment with the TAM, specifically in assigning roles and giving feedback based 

on the understanding of the EMR (Raymond et al., 2015). Staff embraced the culture 

accepting change, and also being able to navigate the system in order to give feedback. 

Health care business professionals motivated staff, by giving autonomy to staff, and 
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foster user acceptance through feedback. These strategies are consistent with the PEOU, 

functional coverage, and user acceptance as defined in the TAM (Raymond et al.). 

 Table 3 shows the strategies that emerged from the data analysis regarding the 

most effective strategies to increase productivity and revenue by health care business 

professionals. Strategies that emerged were assigned roles and stakeholder feedback.  

Through organizational documents, participant responses, member checking, and the 

literature review, the findings of the study showed practices health care business 

professionals use with EMR implementation to increase productivity and revenue. 

Table 3  

Strategies to Help Users Accept the EMR 

Strategies n % of frequency of 

occurrence 

Assign roles 20 58.82 

Stakeholder feedback 14 41.18 

Note. n = frequency. 
  

Assign roles. Interview Questions 3 and 4 related to the assigned roles for staff 

during implementation of the EMR. Participant responses spoke to the effectiveness of 

strategies health care business professionals can use to increase productivity and revenue. 

Findings from this study indicated the most effective strategies are assigning roles and 

engaging staff in giving feedback. Chew and Entrekin (2011) and Hewitt (2012) noted 

when managers value employees by showing recognition through training opportunities, 
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assigned roles, and allowing staff to engage in feedback, they ensured staff had 

ownership in the process. 

According to P1, leaders chose a committee that would be responsible for training 

and implementation of the EMR. P1 noted supervisors had to learn about EMR processes 

such as admitting patients and the different functions that pertained to their work. 

Meeting minutes provided by P3 dated March 2015 indicated the physician advisory 

committee had approved the decision to not automatically convert ambulatory offices to 

using a clinical EMR. P1 noted the frontline staff was chosen to lead training in their 

respective areas. 

P2 and P3 explained there were other assigned roles such as the super-user who 

would assist and support staff. A handbook from P3’s organization indicated what the 

function was of super-users. Super-users were considered the experts, who could navigate 

and understand the ins and outs of the system. Super-users were staff who attended 

training sessions to prepare them to serve as an added source of support during training, 

in the go-live period and beyond. Super-users were also responsible for reviewing 

training tips, just-in-time workflow changes, troubleshoot, and respond to questions 

during the go-live period as indicated in a document from P3’s organization. Super-users 

may play a major role in successful technology adoption by providing an understanding 

of tasks and workflow, and providing support to other users during EMR implementation 

(Grabenbauer, Skinner, & Windle, 2011). 

P7 explained the organization used bedside staffing to serve as educators, 

motivators, and champions of change. P3 agreed with P7 that the champions of change 
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were also the staff that could influence people and be a positive support for the 

implementation of the EMR. In the literature review, Ajami and Bagheri-Tadi (2013) 

explained support, facilitation, and user attributes are necessary essentials for EHR 

implementation. Aligned with P3 and P7’s statement in the literature review, Boswell 

(2013) found employees that had a positive attitude were champions ready to promote 

EHR implementation.  

P3 indicated leaders selected subject matter experts (SMEs) to serve as readiness 

owners. An email provided by P3 dated July 2015, indicated the organizations chose 

certain SMEs to serve as readiness owners, who validated sessions and lesson plan 

reviews for training. In an email dated July 2015, the SMEs were responsible to validate 

workflows, ensure teaching method, and offer feedback on the training program. 

Kawamoto et al. (2013) findings were consistent with P3’s statement of an SME serving 

as personnel with an authority in a certain area or topic. 

P7 stated the organization had a credentialed trainer program. A document 

provided by P3 confirmed P7’s statement that credentialed trainers were staff who would 

attend a robust 6-week program to prepare them for educating users in the classroom. In 

another document supporting planned training, the rehabilitation staff was assigned to 

follow scripted scenarios to simulate departmental workflows and understand how the 

EMR system would work in real-time.  

These findings indicated that participants mentioned how leaders gave them 

assigned roles and asked for feedback. In addition, P1 mentioned a committee to lead 

implementation, while all other assigned roles as noted were driven by the frontline staff. 
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With the exception of champions used as coaches and super-users who served as 

motivators and support for training, most staff were involved in classroom training. 

Training, however, is an essential strategy needed to support user acceptance and ease of 

use for the implementation of the EMR. 

Stakeholder feedback. Interview Questions 3 and 4 related to the feedback staff 

gave during the implementation of the EMR. Participant responses spoke to the 

effectiveness of strategies health care business professionals can use to increase 

productivity and revenue. Some of these factors included understanding the bureaucracy 

and using email and other updates to acknowledge and act on feedback given by staff.  

P1 indicated that although staff gave feedback there were so many layers of 

bureaucracy, that to make any kind of change after initial launching becomes impossible. 

P7 confirmed P1’s statement indicating although upper management was very good about 

listening, making a change to the system was cumbersome. A change to the system was 

something managers were not willing to attempt, especially since they needed acceptance 

from 13 other hospitals in their system which had implemented the same EMR program. 

Feedback is important, whether positive or negative and is critical in achieving goals 

(Abdekhoda et al., 2015). Because there were so many layers of bureaucracy adopting 

changes to acknowledge feedback from staff was often cumbersome. 

P3 indicated the organization asked staff to email their input, thoughts, and ideas 

for consideration throughout the implementation process. P3 stated staff would organize 

these emails into the system as updates. An email dated March 2015 confirmed leaders 

encouraged managers to accept feedback before the training program rolled out to staff. 



127 

 

 

P5 and P6 confirmed P3’s statement, indicating leaders always asked for feedback on 

their thoughts during implementation on how they could customize the system. P5 

indicated feedback information was later uploaded to a file which they would then use to 

make any changes to the system.  

The study findings indicated that incorporating feedback could be cumbersome 

and caused frustration, as mentioned by P1 and P7. P3, P5, and P6 noted feedback was 

asked for by management and small changes were made to update the system. By 

engaging staff during the implementation, leaders were able to translate these updates 

into a system and make changes. P4 indicated the feedback was uploaded to another 

system and addressed as management saw fit. With management empowering staff to 

give feedback and act on the information, staff acknowledges ownership, and acceptance 

could result in increased productivity and revenue (Abdekhoda et al., 2015).  

Emergent Theme 4: Communication and Efficiency Strategy for Increasing 

Productivity and Revenue 

 The fourth theme showed the most effective strategies leaders used for staff to 

communicate and efficient use of EMR implementation, corresponding to questions 4 and 

6 of the interview. Within this theme, there were several strategies mentioned by 

participants supported by organizational documents and confirmed by previous research. 

I found in my interviews accuracy of content, efficiency, sharing information, and care 

coordination were core strategies health care business professionals used to increase 

productivity and revenue. The findings showed organizations that are consistent with 
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these strategies have a greater chance of EMR implementation acceptance, performance, 

and efficiency (Raymond et al., 2015). 

 Given the emergent themes of accuracy of content, efficiency, sharing 

information, and care coordination (see Table 4) seems there was clear alignment with 

the TAM, specifically in use of the function to improve continuity of care and efficiency 

based on understanding of the EMR (Kim et al., 2016; Raymond et al., 2015). These 

strategies are consistent with the PEOU, continuity of care, efficiency, and performance 

as defined in the TAM (Kim et al.). Strategies that emerged were accuracy of content, 

efficiency, sharing information, and care coordination (see Table 4). 

Table 4 

 Communication and Efficiency Strategy for Increasing Productivity and Revenue 

Strategies n % of frequency of 

occurrence 

Accuracy of content 26 18.44 

Efficiency 41 29.08 

Sharing information 34 24.11 

Care coordination 40 28.37 

Note. n = frequency. 

Accuracy of content. Interview Questions 5 and 8 related to the accuracy of the 

content, health care business professionals use to increase productivity and revenue. 

Participant responses spoke to the effectiveness of strategies health care business 

professionals can use to increase productivity and revenue. The findings from this study 
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indicated the most effective strategies which align with research are the accuracy of 

content and efficiency. The EMR could be used as a tool to decrease errors in writing 

providing a higher level of verification and to capture other data financial data. 

P1 noted the access to the EMR provided a higher level of verification. The 

findings of this study regarding the accuracy of content align with previous research. 

Information was legible in comparison to written material in charts, which eliminated the 

problem of misreading someone’s handwriting. However, P1 noted for information to be 

written in the EMR and to be accurate took longer than writing in charts. P2 indicated not 

only was the information accurate but with the new system, errors had decreased. In the 

literature review aligned with P2, Kumar and Bauer (2011) confirmed and indicated 

another benefit was an EMR system could reduce errors made by businesses, decreasing 

costs in the health care industry. However, P1 indicated that bar code scanning for 

medication had not significantly decreased the errors, and the whole point of EMR 

implementation was to administer safer health care. This aligns with research in the 

literature review, specifically Or et al. (2014) which indicated that problems with missed 

medication orders or documentation errors have been reported in accordance with EMR 

implementation. 

P3 indicated there were other vendors using the same system, for example, 

Johnson and Johnson, a company that sells hospital supplies. P3 indicated the 

organization bought supplies from Johnson and Johnson. The organization could track the 

logistics for buying products through the computer system, and the organization could 

capture the picture of the spending process. P3 aligned with Bardhan and Thouin (2013) 
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indicated results suggest EMR can be used for financial management systems associated 

with and capturing other operating expenses besides scheduling and inputting charts. 

P5, P6, and P7 indicated the exchange of information is only as accurate as the 

information inputted into the system. For example, P3’s response aligned with the 

information listed in the meeting minutes she provided from April 2016, which related 

that staff was not using the proper tabs to document information. The result was incorrect 

information being entered.  

The findings indicated the accuracy of content was consistent with EMR 

implementation. Although there were problems and errors in accordance with user use, 

the EMR could also be used to capture other financial operating expenses. These 

financial operating expenses included tracking of supply expenditure and materiel 

management. 

Efficiency. Interview Questions 5 and 8 related to the efficiency strategy health 

care business professionals use to increase productivity and revenue. Participant 

responses spoke to the effectiveness of strategies health care business professionals can 

use to increase productivity and revenue. The findings from this study indicated one of 

the most effective strategies which align with research is efficiency. Through efficiency 

health care business professionals saved time, and improved quality of information, using 

system integration to access data. 

The EMR saves time by not having to repeatedly enter the same information on a 

patient that has been seen multiple times. Information can now be carried over from one 

admission to another. P1 indicated the EMR system has streamlined the process although 
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sometimes information seemed to be missing when reports were completed to verify 

content. Users did not know how to input or retrieve information from the EMR. P3 and 

P7 confirmed running reports often revealed that there was missing information. A user 

would then end up pulling additional reports to verify information, which took additional 

time. 

P2 indicated since clinicians had to enter their own orders into computers, work 

expectations were made easier for other users, especially nurses. In the literature review, 

P2 aligned with Top et al. (2013) indicating nurses thought the implementation of the 

EMR improved the quality of information by eliminating excess paperwork. P2 indicated 

time was important and clinicians could release the orders to all departments 

immediately. P2 noted a disadvantage was a user had to learn all the tabs and know how 

to use the features. P2 also indicated that clinicians could order several tests at a time. For 

example, labs and tests that took 30 minutes before took approximately 5 minutes after 

implementation. In the literature review, King et al. (2014) indicated and aligned with P2 

that 30% to 50% of physicians communicated that the EHR conferred benefits. These 

benefits included patient care, ordering tests, and communication. 

P3 stated the goal of the organization was to get one integrated software system 

and not have to interface with other systems, causing the computer to freeze or slow 

performance of the system. For example, P5, P6, and P7 agreed that the same patient 

history could be viewed by all users integrated into the same system. P3 acknowledged 

having a patient’s records and history from past encounters facilitated the efficient 

gathering of patient information.  



132 

 

 

P4 indicated with the EMR system, accessing data is much easier and faster. In 

the literature review, P2 aligned with Terry (2013) indicating handwritten charts were 

missing information, were not updated, and documentation was scattered throughout the 

chart, creating a lack of consensus in treatment. However, if a clinician was not familiar 

with the features of the system or properly trained, accessing information in the EMR 

also becomes cumbersome. The clinician would need to look in several places to access 

the information. P4 also explained if the EMR system goes down clinicians have to write 

in the charts, which takes additional time. P2, P3, and P6 confirmed when the system 

goes down, users must record information on paper, and then input it into the EMR later. 

P1, P5, and P7 noted when the system goes down they have a mechanism in place called 

downtime forms for recording information and later input in the computer. 

P7 indicated that although information was readily available, sometimes a user 

had to search in different places to pull information that should be under a certain tab, 

resulting in no information. P6 confirmed P7 indicated knowing the tabs and features of 

the system were essential in being able to access the correct information. In addition, 

clinicians were able to discuss a patient diagnosis with other clinicians. 

The findings indicated that there is redundancy since there are so many other 

applications that do not even apply to the user, making the EMR system non-intuitive. P7 

indicated the EMR system is so massive there are many things available, but there is not 

enough time to learn or for users to learn on their own. In the literature review, P7 

aligned with Goldsack and Robinson (2014) indicating where the technology was 

unlikely to show success and improvement were with efficiency. These operational 
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efficiencies were misunderstood by staff due to the magnitude of the system. If 

organizational leaders take these strategies into consideration health care business 

professionals can better streamline their process resulting in increased productivity and 

revenue. 

 Sharing information. Interview Questions 5 and 8 related to sharing information 

health care business professionals use to increase productivity and revenue. Participant 

responses spoke to the effectiveness of strategies health care business professionals can 

use to increase productivity and revenue. The findings from this study indicated one of 

the most effective strategies which align with research is information sharing. Through 

information sharing, health care business professionals improved collaboration, accessing 

of information, reduced costs, and minimized errors using alerts.  

P1 indicated enhanced collaboration with physicians in the community since 

clinicians can access the labs and diagnostic tests and clinician notes, improving quality 

and efficiency. P2 confirmed what P1 stated, that all departments across the continuum 

who had a need to know could see the notes entered by the clinician in real time. P4 

confirmed P2’s statement that the process was a lot easier and faster. In the literature 

review, P1 and P2 aligned with Payne et al. (2013) indicating electronic medical records 

have been shown to enhance data sharing among clinicians resulting in reduced costs and 

increase the quality of medical services.  

 P5 indicated the EMR feeds other systems with information so patients can see 

their EMR from home via a computer. P1 confirmed P5 indicating the existence of a 

portal, called My Chart from which patients could access their own EMR at home. In 



134 

 

 

addition, P2 and P3 stated exchange of information runs smoothly both internally and 

externally, improving quality and efficiency. For example, information is more accessible 

than having to search for charts on a shelf. In the literature review, P3 aligned with Ting, 

Lp, Tsang, and Ho (2012) indicating sharing of data increased in organizations that 

implemented the EMR. The exchange of data helped to reduce costs and raise medical 

service standards for organizations. 

 P2 noted getting medications on time was an added value and if a medication was 

missing a user could email the pharmacy directly because the EMR system would send an 

alert. P2 aligned with Guy et al. (2014) and Ting et al. (2012) indicating that another 

value added besides the distribution of data was communication. Communication 

increased among providers. One form of communication was physicians received an alert 

when they prescribed the wrong drug or dosage to patients from the EMR system.  

 In the findings, P1 and P2 indicated that clinicians have a greater opportunity to 

share information and increase collaboration even though they may not come in contact 

with the person who inputted the data. Rashid and Yasin (2015) confirmed in their 

research what P1 and P2 indicated, stating sharing information and collaboration 

considerably improved the patient’s care. However, P7 indicated if people are unable to 

access the information because of not knowing the features, then there is actually a lack 

of sharing of information. Because of sharing of information, collaboration, access to 

information, reduced costs improved for patients, significantly increasing productivity 

and ROE for health care business professionals.  
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Care coordination. The strategy of care coordination emerged as being critical to 

the ability of health care business professionals increasing productivity and revenue. In 

meeting meaningful use, care coordination is paramount. Factors that related to the 

strategy of care coordination health care business professionals used to increase 

productivity and revenue included care coordination, practice alerts, system 

compatibility, and improved patient interaction through real-time information and 

additional assistance using scribes. 

 P1 indicated improved care coordination created a greater ability for clinicians to 

coordinate patient services, for example sending referrals and responding to requests for 

information. P2 stated with the EMR in real-time the clinician could see the patient 

dashboard and see what medications to give and which ones the patient was receiving. P2 

also indicated the clinician could see if the patient had an admission or discharge from 

the present hospital or where they have been seen before, improving patient care. P2 

aligned with Edwards (2012) indicating the EMR improved patient care, provided health 

care savings, reduced medical errors, promoted efficiency savings, and revenue. 

P5 agreed with P7 that for safety measures, a clinician gets a practice alert. In the 

literature review, one form of communication was that physicians received an alert when 

they prescribed the wrong drugs to patients from the EMR system (Guy et al., 2014; Ting 

et al., 2012). P5 indicated this alert informs the clinician what medication the patient was 

taking that could place them at risk for interactions or adverse effects. 

 P3 indicated that getting one integrated software system that was compatible with 

other practices externally, was essential for coordinating care with other practices, other 
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clinicians, decreasing time, using fewer resources and saving the organization money. In 

the literature review, Price and Lau (2014) confirmed that a system that is compatible 

with other systems can change and improve health care delivery. Jarvis et al. (2013) 

agreed with Price and Lau and P3 the greatest gain in the EHR use would materialize 

when hospital leaders implement a fully integrated EHR. 

 P6 agreed with P2 that the clinician had to find a balanced medium between the 

patient and the computer interaction. Patients complained about a degradation in the 

interaction with the providers when the EMR was used, which in effect would lower 

patient satisfaction and quality of care. However, in the literature review, P6 and P2 

aligned with Sinsky et al. (2014) who indicated the integration of the EMR is a strategy 

that increases communication between provider and patient and produces efficient use of 

health care resources. 

 P2, P4, and P6 indicated that a clinician could get information in real time. For 

example, P5 indicated a clinician was able to see the list of medications, labs, the history, 

and evaluate a patient immediately instead of having to look through paper charts. P5 

stated this saved time and provided quality of care. P6 noted because of this available 

information a clinician could print out a summary of care to communicate and give to the 

patient. In the literature review, P5 and P6 aligned with Burwell (2015) who indicated 

with the integration of EMR and interoperability, patients’ records would be available in 

a timely manner and at the point of care. 

  P7 indicated in the future doctors may need scribes to input their data into the 

computer. Because of spending time inputting data into the computer there was a lack of 
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time to spend with the patient, decreasing patient satisfaction. Bank and Gage (2015) and 

Lin, Khoo, and Schillinger (2016) indicated an emerging trend in today’s medical 

environment is for clinicians to use scribes. Lin et al. explained that use of scribes has a 

great potential to increase efficiency, productivity, revenue, and return on investment. 

 The findings indicated care coordination is an important strategy for organizations 

to implement using the EMR to increase productivity and revenue. P3 indicated with 

coordinated care, a group of providers can help determine the best care for a patient, 

which saves time and money. P7 indicated the EMR provides real-time information, but 

with clinicians spending time doing administrative essentials, organizations were losing 

on ROE. In the literature review Iglehart (2013) aligned with P7 indicating that some of 

the challenges were although the EHR bolstered patients’ satisfaction, physicians’ work 

increased. P7 indicated to increase care coordination clinicians would need to hire scribes 

to spend time entering data resulting in quality care for the patient increasing efficiency, 

productivity, and ROE. 

Emergent Theme 5: Strategies to Help Users Improve Health Care Safety 

 The fifth theme identifies the most effective strategies leaders used for staff to 

communicate and efficient use of EMR implementation, corresponding to questions nine 

and ten of the interview. Within this theme, there were several strategies mentioned by 

participants supported by organizational documents and confirmed by previous research. 

I found in my interviews where data quality and integrity, and authority to request or 

disclose information were core strategies medical professionals used to increase 

productivity and revenue. The findings showed organizations that are consistent with 
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these strategies have a greater chance PU and compatibility using factors such as data 

quality and integrity, and authority to request or disclose information (Ma, Kuo, & 

Alexander, 2016). 

 Given the strategies of data quality and integrity and authority to request or 

disclose information, there was clear alignment with the TAM, specifically with factors 

such as PU and compatibility (Ma et al., 2016). The staff’s attitude and their behavior 

regarding the use of data, and the authority to request or disclose information was useful 

in increasing productivity and revenue. Table 5 shows the core themes that emerged from 

the data analysis regarding the most effective strategies  to increase productivity and 

revenue by health care business professionals.  

Table 5 

Emergent Theme: Strategies to Help Users Improve Health Care Safety 

Strategies n % of frequency of 

occurrence 

Data quality and integrity 15 55.56 

Authority to request or 

disclose information 

 

12 44.44 

Note. n = frequency. 
  

 Data quality and integrity. Table 5 shows the themes that emerged from 

participants answering question nine in answer to the central research question. Strategies 

to help users manage safety is important in the implementation of the EMR The 

responses from participants indicated how safety aligns with the TAM, having an effect 

on increased productivity and revenue. Although the EMR increased safety by using a 
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date, time, stamp the alerts and prompts often frustrated health care business 

professionals. 

 P1 indicated that a record is kept in the EMR of all entries, and any entry in a 

chart has the date, time, and stamp. P3 endorsed P1 stating there is an audit trail of 

everyone that has entered the system. P2 indicated now a clinician had to justify why a 

patient was still in the hospital if the patient should have been discharged previously. 

This was done by an alert or prompt to quality control and the clinician. In the literature 

review McGuire et al. agreed with P2 and suggested to avoid an adverse effect, safety 

organizations should continuously monitor how the staff uses the EMR. 

 P5 explained that there are also especially sensitive charts, such as those for 

patients admitted to psychiatric units, and whenever a clinician tries to access them, an 

alert comes up asking if the clinician really intends to see the chart. P5 also indicated 

there were alerts for medication errors, accessing incorrect records, and alerts to give 

medications, adding frustration for clinicians with so many alerts. P5 noted this affected 

user acceptance and ease of use with the amount of effort. The statements by P5 are 

directly aligned with the TAM. Fishbein and Ajzen (1975) and Davis (1989) indicated in 

the literature review the TAM was superior in use to determine user acceptance and effort 

with EMR technology. In the literature review Davis (1989) further acknowledged that 

the TAM is a model used to explain the extent to which a person believes productivity 

increases through usefulness. 

 P6 noted one of the biggest improvements with the EMR is the system gives an 

alert to make sure you are in the correct chart. P6 supports P5 in indicating the safety 
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alerts however, P6 also stated the frustration all the alerts caused. P1 and P7 indicated the 

system is extremely complex in terms of getting the most out of productivity and the 

safety issues. P1 indicated the EMR for bar code scanning had not significantly decreased 

the errors. However, in contrast, P2 acknowledged the EMR had reduced medical errors 

means by sending out alerts through information sharing. 

 The findings indicated one of the biggest improvements of the EMR is the alerts 

and prompts to inform clinicians about patient safety. However, as indicated by P5 all 

these prompts created frustrations and added to the cumbersomeness of access or effort to 

use and accept the EMR. Clinicians found the EMR cumbersome with all the alerts. 

Health care business professionals could consider these strategies inorder to implement 

safety with the EMR. 

 Authority to request or disclose information. The theme that emerged from 

answering question 9 is aligned with the central research question. The findings indicated 

health care business professionals implemented controls such as restricted access, 

confidentiality, safeguards, and password verifications to promote confidentiality 

resulting in increased productivity and revenue. 

P1 and P2 indicated staff continues to be restricted from accessing and viewing 

the records of patients unless there was a need to know (i.e., the staff was involved in that 

patient’s care). With clinicians potentially having access to large numbers of records, the 

security of the information could potentially be compromised. In the literature review, 

Beard and Hamid (2014) are consistent with P1 indicating users have immediate access 

to patient records, with little restraint for unapproved access. 
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 P3 indicated if a patient was being treated for addiction or mental health issues, 

the EMR system has a lock and requires the user to supply name, the reason for accessing 

the chart, and must receive permission before the user can access the file to preserve 

confidentiality. In contrast, despite the advances in technical capabilities, Gkoulalas-

Divanis, Loukides, and Sun (2014) stated provisions for privacy and anonymity of 

patients are lacking in EMR systems used by organizations. However, Cooley and Smith 

(2013) endorsed P3, indicating with the subsequent increased use of EMR systems, there 

is a concern for providers, patients, and the government about privacy, confidentiality, 

safety, and security (Cooley & Smith, 2013). 

 Such concerns about confidentiality have led to safeguards and controls being put 

into place. P5 explained if a clinician did not have a reason to be in a particular chart, 

then the privacy officer would automatically receive an alert and there were 

consequences. P1 endorsed P5 by indicating there have been cases where people were 

fired because they accessed a record not compatible with their job. P3 confirmed P1 and 

P5’s statements stating if there was a breach the privacy officer is automatically informed 

to maintain quality control. In the literature review, McGuire et al. (2013) endorsed P1, 

P3, and P5, indicating that to avoid an adverse effect on safety organizations should 

continuously monitor how the staff uses the EMR. 

 P1 and P4 indicated accessing the EMR came with a higher level of verification 

since clinicians need to create a password with a certain level of difficulty that would be 

more difficult for someone to guess. P5 confirmed P1 and P4’s statements but added the 
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clinician often gets reminders to change their password, which becomes cumbersome and 

adds frustration. 

 P2 indicated a potential issue could be unintended breaches in confidentiality, 

such as when someone is walking by and glances at the screen, recognizing the patient’s 

name and why the patient was in the hospital. In the literature review, aligned with P2, 

Meslin et al. (2013) specified when organizations design EMR systems and policies they 

need to balance risks such as ethical considerations. The hospital leaders may need to 

change their culture of primary risk management and adopt a new paradigm to manage 

ethical considerations. 

 The findings indicated there are HIPAA violations users know about and need to 

be aware of to protect the privacy and confidentiality of the patient. In the literature 

review, Anoshiravani et al. (2012) indicated because state laws differ, individual 

hospitals have addressed confidentiality issues independently of each other. Due to the 

fragmented nature of how the privacy laws support critical capabilities related to security 

and confidentiality, controls are often missing or randomly implemented (Anoshiravani et 

al., 2012). Therefore, health care business professionals implemented strategies to request 

or disclose information by means of restricted access, safeguards, password verifications, 

and regulations to meet compliance. 

Findings Tied to Conceptual Framework 

 Tying the analysis of documents and participants’ responses to the conceptual 

framework, I came to an understanding and recognition of how to sustain EMR 

implementation to increase productivity and revenue. Building on the conceptual 
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framework of this study, which was the TAM, the research findings of the first main 

theme indicated user acceptance and ease of use was extremely important as a strategy 

for EMR implementation to increase productivity and revenue.  

The TAM is one strategy sufficient to encompass all the other strategies, 

including user acceptance and ease of use, to ensure success for implementation of the 

EMR. In addition, communication and exchange of information, and overcoming 

psychological issues are important. Psychological issues such as cultural change, 

acceptance, effort to use the EMR, and training determine the success of EMR use. 

Studies by other researchers showed that the TAM is a useful predictor of 

behavioral intent to accept technology in health care. Moores (2012) developed a theory 

for technology in health care using TAM and stated work ethic is an important factor for 

technology acceptance. For example, training and minimizing effort are essential for 

beginners while knowledgeable users appreciated quality and value. The EMR provided 

the framework for providers to share medical information, provide better care, eliminate 

errors, reduce costs, improve productivity, and increase revenue. Dutot (2015) explained 

TAM was a model researchers use to understand how intention, use, and improved 

understanding affects IT efficacy.  

 Tying the findings to literature and business practice, the conceptual framework 

for this research was the TAM. Many of the responses made by the participants supported 

the TAM. The TAM applies to how users perceive usefulness and ease of use with the 

EMR technology (Abdekhoda et al., 2015; Kim et al., 2016). From another point of view, 

the TAM supports sustainability to implementation of the EMR, which identifies 
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psychological issues such as people being afraid to change, culture, ease of use, and loss 

of control. Within this study, I viewed the TAM framework as it relates to the correlation 

with the findings in order to achieve a better understanding of the strategies, efficiencies, 

and business processes that influence increased productivity and revenue. Moores (2012) 

noted how personnel perceives the use of the EMR technology results into increased 

performance and acceptance which increases productivity and revenue.  

 If business organizations understand how staff responds to EMR technology, they 

can focus on strategies such as training, change, and communication using the TAM. For 

example, Ketikidis et al. (2012) indicated training in the applicability of health IT 

systems may result in higher acceptance use and ease of use of EMR technology. In 

contrast, Abdekhoda et al. (2015) noted training had no significant effect on use or ease 

of use. However, Naqvi and Bashir (2015) indicated the highlighting assessment of one’s 

skills for training purposes enhanced commitment, influencing user acceptance and 

behavior. Baillie et al. (2013) agreed with Naqvi and Bashir indicating skills, training, 

and abilities would seem relevant to address before deployment of the EMR. These 

factors such as acceptance, use, ease of use, influencing user acceptance, and behavior is 

aligned with the TAM which affects implementation and sustainment of the EMR. 

Applications to Professional Practice 

The research is paramount to increasing productivity and revenue in numerous 

ways. The main objective of the study was to explore participant’s views about the 

strategies health care business professionals use to increase productivity and revenue. 

EMR implementation has been an increased concern for health care business 
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professionals (McCullough, Parente, & Town, 2016). The findings from this study are 

relative to the TAM (Dutot, 2015; Moores, 2012; Wu et al., 2016). Health care business 

professionals should understand what strategies affect increased productivity and revenue 

for an organization (Halas et al., 2015). 

Health care business professionals can implement a strategic tool such as the 

EMR to achieve a desirable outcome (Lee, McCullough, & Town, 2013). The strategies 

identified by all participants in the first main theme, when implementing and sustaining 

EMR implementation, include user acceptance, cultural change, training, and 

communication. These strategies could assist health care business professionals to retain 

staff and sustain increased productivity and revenue (Cagle et al., 2012; Edson, 2012; 

Mahammed et al., 2012).  

Addressing this change to achieve EMR implementation and understanding these 

strategies by business professionals may increase productivity and revenue (McAlearney, 

Hefner, Sieck, & Huerta, 2015). Hence, the application of implementing and sustaining 

the EMR presents an opportunity for leaders to invest in continuous training to sustain 

implementation through communication (P6) to increase user acceptance, and to improve 

performance, increasing productivity and revenue (Lee et al., 2013). 

Health care business professionals can apply strategies found within the second 

and third themes on how to increase productivity and revenue through the medium of 

vendor and customization, continuing financial support, and feedback to sustain EMR 

implementation. Health care business professionals can implement strategies that are 

effective and discount strategies that are not effective. P2, P3, and P4 indicated knowing 
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the size and needs of an organization, integrating for interoperability, having technical 

support and upgrades drives how the organization leadership allocates resources to give 

financial support. This may lead to organizations experiencing a greater success in EMR 

implementation. For example, through empowering and engaging staff to give feedback 

on EMR applications, health care business professionals can leverage staff’s expertise to 

adopt new ways to manage the implementation of the EMR.  

When business leaders employ critical strategies such as sharing information, care 

coordination and data quality as outlined in the fourth and fifth themes, this leads to 

increased productivity and revenue for health care business professionals. Rashid and 

Yasin (2015) indicated information sharing and collaboration can tremendously enhance 

patient care and research. However, health care business professionals need to maintain a 

balance because of patient privacy.  

 Themes 2, 3, 4, and 5 all come under the umbrella of the first theme as an 

effective strategy to increase productivity and revenue. For example, P1 indicated 

organizations need to have a vision and communicate this vision to all staff. P3 indicated 

organizations should have clear objectives on what they want to achieve. P4 indicated 

organizations should evaluate and choose their strategies that work, for example, 

benchmarks or best practices, like visiting an organization where the EMR has been 

implemented and spending up to a year, if needed, to observe and understand 

implementation. P2 and P6 indicated organizations can then implement these strategies, 

for example, training, to achieve user acceptance and understand EMR use. P7 indicated 

organizations should evaluate and continuously improve through process improvements. 
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 Best practice, as mentioned by P4, saves time and saves the trouble of making the 

same mistakes. Communication a key to successful EMR implementation as indicated by 

P4 is pivotal for success. P1 and P5 indicated continuous training should be reviewed by 

organizational leaders as an investment to fully understand the benefits of the EMR. P6 

indicated continuous training as a strategy affects the organization more than the EMR. 

According to P6, the EMR changes patient care, but training can improve upon the 

opportunities and benefits that the EMR has to offer. 

Implications for Social Change 

The major strategies that surfaced in the study included user acceptance, change, 

training, and communication. These strategies may assist health care business 

professionals to increase productivity and revenue (Halas et al., 2015). The adaptation of 

these strategies may also affect social change to the community and society, and how 

health care is practiced. The implications for social change include storing data, 

protecting the environment, and safer health care. 

The study serves as a positive step towards social change.The EMR stores more 

data and information that organizations can analyze to improve efficiency, reduce 

medical errors, improve health care, and manage population health by improving care, 

saving lives, and lowering costs (Lee et al., 2015). Moreover, organizations have a 

chance to use this tremendous amount of data to reduce the cost of health care and realize 

cost savings. For example, approximately 5% of patients account for 50% of all health 

care costs in the United States (Cohen & Yu, 2012). One way to reduce these costs is to 
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identify these high-risk patients and manage them more efficiently (Bates, Saria, Ohno-

Machado, Shah, & Escobar, 2014). 

With EMR implementation, throughout the United States organizations can save 

on paper, and protect the environment by entering their orders in the EMR system (Ries, 

2014). These entries made by the clinician have the potential to reduce medical errors, 

improve legibility, and transmitted faster to other departments such as pharmacy resulting 

in substantial cost savings to the United States nationwide. One study estimated that from 

2009 – 2015 approximately $133 billion could be realized in savings (Nuckols et al., 

2015). The demand for less paper would decrease with more information inputted in the 

EMR system. 

With EMR implementation patients can be tracked throughout their medical 

history. Health care business professionals can use this information to provide quality 

service and transparency. In addition, care provided results into safer care for patients. 

Patients can communicate with the health care providers electronically from home and 

can view their EMR showing their medications and health care information providing 

greater patient empowerment. Makam et al. (2014) stated the EHR fostered electronic 

communication with patients, other providers, and accessibility of medical records in a 

timely manner improving tracking for quality care. Likewise, Liebovitz (2013) noted the 

EMR is evolving into a tool to provide greater transparency, empowerment, and shared 

decision making for patient and provider. 

Because the EMR is a tool that can be used to produce better quality and thorough 

incorporation of diverse specialties, the outcome is reduced costs, quality health care, and 
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paperwork for health care business professionals (Ries, 2014). Research could utilize 

these findings of the study to understand what strategies health care business 

professionals use to increase productivity and revenue. 

Recommendations for Action 

Health care business professionals may consider evaluating their strategies and 

compared to the first main theme, which are essential strategies to implement and 

sustaining EMR implementation. Health care business professionals need to begin 

understanding and implementing these strategies to sustain change, which includes 

acceptance, change, training, and communication to increase productivity and revenue 

(Halas et al., 2015). Health care business professionals may want to consider the strategic 

management process of developing a vision and establishing goals, allocate resources, 

before implementation and using alternative strategies such as assigning roles, and 

feedback (P1 – P7; David, 2013). 

Health care business professionals must also pay attention to these findings and 

consider their budget and resource support for start-up, and on-going costs of the EMR. 

These costs could be reduced by engaging staff and empowering their organization with 

the vision they have aligned with their goals. By engaging staff, leaders can receive 

feedback and implement controls to improve implementation and acceptance of the EMR. 

Findings from this study are important to health care business professionals and 

staff of organizations. Therefore, all staff may be interested in the findings of this study. 

Understanding the results of this study may be interesting and a benefit to all health care 
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business professionals, by analyzing, monitoring, and evaluating their strategies and 

adjusting processes to increase productivity and revenue. 

 I will disseminate the result of the study through conferences, scholarly journals, 

copies to individual health care professionals, and publishing articles in business journals. 

In addition, I may circulate the result of this study through consultation to other health 

care business professionals through training, and communicate these strategies to 

increase productivity and revenue. 

Recommendations for Further Research 

One limitation of this study was the sample size, as participants were from Orange 

County, New York and may not be representative of the whole state or nation. I 

recommend the need to conduct studies that encompass other geographical areas and use 

a larger organization. Second, I only interviewed health care business professionals, 

although other users such as insurance personnel and coders may also use the system. 

Third, the study was limited to those participants who agreed to participate in the study. 

There may be individuals who are in an experiential or structural position such that their 

responses would benefit the understanding of the overall case, but it is possible they 

might not have agreed to participate.  

Future studies may be conducted and focus on different specialties to further 

explore their perspectives of EMR adoption. Although participants mentioned using the 

EMR organizations used fewer records and paper there was no evidence to show the 

quality of care or cost savings and compare to the EMR. I would also suggest conducting 

a study between a for-profit and a non-profit organization. A study of this type could 
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reveal the different costs for implementation. Finally, future studies could be conducted 

to explore how the EMR has affected an organization in different stages to understand if 

there is an increase in productivity or revenue. 

Reflections 

During the research process, my knowledge expanded on how to conduct doctoral 

level research. The level of attention to detail and writing style challenged and excited 

me. The amount of data overwhelmed me when I conducted the semistructured 

interviews. However, participants all seemed to confirm what each other were saying, 

although they were from all over Orange County, New York. Organizations should 

definitely, conduct their own research before implementing costly systems. 

I had my own personal bias since I am not computer savvy. The findings were 

similar to what I have experienced and seen in staff in acceptance of information 

technology. I was able to recognize many challenges and similarities that others face 

when implementing a new data system. However, the findings reveal additional strategies 

like continuous training and communication as an important strategy for user acceptance 

to increase productivity and revenue in the workplace. 

Summary and Study Conclusions 

EMR implementation is essential to a hospital organization to meet meaningful 

use and not incur penalties as stipulated by the government (CMS, 2015), and to increase 

productivity and revenue is essential for health care business professionals (Guy et al., 

2014). Health care business professionals need effective strategies to increase 

productivity and ROE. Therefore, the specific business problem is what strategies do 
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health care business professionals use to increase productivity and revenue. The purpose 

of this qualitative, single-case study was to explore EMR strategies health care business 

professionals used to increase productivity and revenue and answer the central research 

question: What EMR strategies do health care business professionals use to increase 

productivity and revenue? Seven participants from Orange County, New York in 

participated in semistructured interviews and a review of organizational documents and 

emails augmented participants’ responses. 

After collecting and analyzing data, five main themes emerged from the data 

including: (a) strategies to understand implementing and sustaining EMR 

implementation, (b) strategies leaders used to support EMR implementation, (c) strategies 

to help users accept the EMR, (d) communication and efficiency strategy for increasing 

productivity and revenue, and (e) strategies to help users manage safety. The findings 

indicated leaders need strategies such as user acceptance, cultural change, training, and 

workflow to increase productivity and revenue. 

There are numerous conclusions to the research study. It is vital to state 

participants answered all open-ended questions during the interviews. In addition, to 

participant responses, I used meeting minutes, documents, employee handbook, and 

member checking to collect and triangulate the data with current literature to support my 

findings. 

The initial findings indicated there are important strategies organizations need to 

implement to increase productivity and revenue (Abdekhoda et al., 2015; Halas et al., 

2015; Kim et al., 2016). Furthermore, the findings indicate some strategies are more 
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predominant than others, for example, user acceptance, culture change, training, and 

communication. However, understanding strategies such as workflow, vendor and 

customization, support, roles and feedback helps the organization to follow through and 

support staff by means of the predominant strategies (Cresswell et al., 2013; Hossain et 

al., 2015; Lee et al., 2013). 

Health care business professionals must consider other factors such as the TAM in 

order to implement the EMR (Kim et al., 2016;  Egea & González, 2011). The TAM 

considers user acceptance and user effort may be enhanced by continuous training and 

education. Finally, strategies health care business professionals may consider that comes 

under the umbrella supporting EMR implementation are efficiency, sharing information, 

care coordination, and safety (Cooley & Smith, 2013; Edwards, 2012; Payne et al., 2013). 
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Appendix A: Interview Protocol 

Student: Anthony Cal 

Institution: Walden University 

Interviewer: Anthony Cal Doctoral Student 

Interviewer Background: I am a doctoral student at Walden University and the role you 

play in providing responses is to assist me in completing this study on the strategies that 

business professionals use to increase productivity and revenue with implementation of 

the EMR. I will go over the consent form and please be reminded that you can withdraw 

from the interview at any time. I would like to thank you for your voluntary participation. 

To facilitate our note-taking, we would like to audio tape our conversations today. 

For your information, all data will be stored in secured storage and all records destroyed 

after 5 years. In addition, you must sign a consent form devised to meet our human 

subject protection requirements. Essentially, this document states that: (1) all information 

is held confidential, (2) your participation is voluntary and you may stop at any time if 

you feel uncomfortable, and (3) we do not intend to inflict any harm. Thank you for your 

agreeing to participate. The interview may last 45 to 75 minutes and additional time may 

be required as needed. Please sign the consent form. 

To enhance the reliability and validity of the data collection instrument, I will use 

member checking. After the interview, I will write a two page summary of the analysis of 

the data collected and emailed to you for input and feedback.  

You have been selected to speak with me today because you have been identified 

as someone who can share information about EMR implementation strategies. 
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Participation is voluntary. My research project focuses on the strategies that health care 

business professionals use to improve productivity and revenue. My aim is not to 

evaluate your experience but rather to learn more about strategies that health care 

professionals used to increase productivity and revenue to assist other health care 

professionals. 

A. Interview background 

1. How often do you use the EMR? 

2. What is your age? 

3. What is you educational background? 

B. Interview Questions 

Participants have an opportunity to respond to semistructured, open-ended 

interview questions. The focus of the discussion consist of the strategies health care 

professionals use to increase productivity and revenue.  

1. What strategies are used to overcome barriers to implementation? 

2. What alternative strategies were considered based on feedback data? 

3. What strategies are in place to help users understand the usefulness of 

 EMR implementation? 

4. What strategies were implemented to help users understand the EMR 

 system? 

5. What business processes were eliminated or enhanced in the 

implementation of the EMR? 
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6. What type of leadership support strategies has the organization received  

  since the implementation of the EMR? 

7. What training if any have you received in using the EMR? 

8. What type of communication has the EMR system provided between  

  provider, patient, and community? 

9. What safety issues have you encountered with implementation of the 

EMR? 

10. What additional information would you like to add to this interview? 

C.  Post interview comments 

Thank you very much for your time today. I will analyze and summarize the 

interview and forward the results to you via email for any feedback you might have to 

correct any errors or irregularities of the data. My email address is XXX and my 

telephone number is XXX-XXX-XXXX. 

 

 

 

 

 

 

 

 

 

mailto:anthony.cal@waldenu.edu
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Appendix B: Email to Participants 

To: email address 

Subject: Feedback on analysis 

Dear Sir/Madam, 

I am forwarding the analysis from the interview that we conducted. Please feel 

free to give any feedback, whether positive or negative, to correct any errors or 

inconsistencies. Thank you very much for your time. 

Anthony Cal 

 

Doctoral Student 

 

Walden University 
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Appendix C: Email Inviting Participants to Participate 

Dear Business Healthcare Professional, 

My name is Anthony Cal, and I am a student at Walden University in the Doctor of 

Business Administration program. I am conducting a research study to explore what are 

the electronic medical record (EMR) strategies healthcare business professionals use to 

increase productivity and revenue. As this is a qualitative study, it consist of interviews 

with EMR users consisting of open-ended questions.  

The questions consist of 10 open-ended questions and the interview should take about 45 

to 75 minutes of your time. Interviews will take place at a location to be determined. You 

will be given a consent form to sign if you decide to participate. I do not anticipate any 

risks in your participation in the study. Your participation is voluntary and if you become 

uncomfortable answering any questions, you may choose to stop at any time. All 

responses will remain anonymous and there is no way for anyone to link responses with 

e-mail addresses or personal identifying information. The data collected will provide 

information that may be helpful to business healthcare professionals like yourself. In 

addition to publishing my dissertation, I hope to disseminate to you a one to two-page 

analysis of the findings. 

If you are willing to participate in the study, please reply to this email and I will contact 

you to arrange a time for the interview. If you have any questions, please contact me at 

XXXX or XXX-XXX-XXXX. This research has received the approval of The Walden 

University Institutional Review Board (IRB), which functions to ensure the protection of 

the rights of human participants. If you, as a participant, have any questions or concerns 

about this study please contact me or Dr. Leilani Endicott, the Walden University IRB 

representative who can discuss this with you. Her phone number is XXX-XXX-XXX and 

her email is XXXX. Thank you. 

 

Sincerely, 

Anthony Cal 

Doctoral DBA Student 

Walden University 
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