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INTRODUCTION
Electronic health records are being visualised as showing great potential and ability for improving quality, continuity, safety, and efficiency in the field of healthcare and are getting in the forefront across the world in recent times. Whether in a case a of routine visit or medical emergency, patients in a healthcare setting require efficient healthcare services without any complication in the process. The capacity to provide and receive efficient healthcare services is a crucial issue for healthcare professionals and patients. To lay an impact on patient safety it requires finding ways to manage the information which is necessary for healthcare providers to deliver accurate, high quality and timely care to their patients.
WHO estimates that one in every ten hospitals experience some forms of unintended harm. Healthcare practitioners work hard as a team to ensure that the patient receives the best healthcare services both in terms of quality of care and safety of patients. In a report under title “TO ERR IS HUMAN”, done in United States in 1999, Institute of Medicine staff estimated that nearly 50,000 deaths happen every year from medical errors that arise due to mismanagement of healthcare data. According to healthcare professionals, 2/3rd of such errors can be rectified or prevented if hospitals incorporate the system of Electronic Health Record in their daily operations. It would not only help in improving the safety of patients but it will also support healthcare professionals to practice evidence based health practices to lower the overall cost of health services.
PURPOSE
A key component of EHR is the use of computers and barcodes to manage healthcare records in an efficient manner. As per expert recommendations computerized medical records have the capacity to make healthcare services efficient while keeping information of patients safe and secure.
Having these electronic health records helps patient to stay aware of the fact regarding the evaluation and visualisation of their medical records and a patient can also choose to keep their health records confidential. User says that every EHR system has different features and capabilities that are designed to help prevent intrusions for malpractices. In addition to providing a central location for patient’s information electronic health records help doctors to use the records for communication, analysis, and research tool for evidence-based practices (Westin, Lemieux &Subias, 2008).
VISION
Technology and mindset behind practicing the usage of electronic health records is very basic yet very crucial. A model for transition to medical records in electronic form has become more patient centred and focused. Initially, personal medical records of an individual were simply substitute for inhouse medical files. The main function of electronic medical records is to gather and store similar set of information, often registered by the patient at very basic level. The patient may be asked certain common questions about their health conditions and prior diagnostics, in a response to these questions the answers given the patients is less accurate as these are response from passive memory or other home records. Although, a patient is considered as a sole authority for certain details such as eating habits, sleeping patterns and other associated symptoms, which aren’t usually precise about medications and test values. Recent advanced electronic records are personalised for every individual and that provide more specific and accurate information. Major part of electronic health record is to interpret the content and make the patient understand it in a more appealing and understandable manner (O'Connor,Légaré& Stacey, 2003).
IMPLEMENTATION OF THE TECHNOLOGY
The entire process from the manufacturing, installation to usage there can be huge amount of restrictions in the successful execution of the technology in the real world. In current times, healthcare professionals are turning towards providing more personalised care to their patient’s. In order to, achieve this goal certain new technologies are needed to be practiced in regular manner with maximum accuracy and competency. Due to the usage of paper for storing data, at times it gets difficult to make it available to the doctor at the time of need. To sort out this problem rigorous development is going on in the field of medicine and healthcare from past 30 years and scientists has received success by developing the electronic health records for every individual seeking for medical care. Electronic health record basically acts as a record system that registers and stores entire data about an individual from the time of birth till death. The main objective behind introducing this technology is to deliver personalised care to every individual and eliminate the slightest chance of error that can cause life threatening condition to any patient’s life as well gathering information for the research purpose. Usage of this technology isn’t a child’s play, there can be a lot of technical, organisational, financial errors. So, before the implementation and installation of the technology all the errors must be identified and eliminated to practice hassle free analysis and treatment.
FUTURE GOALS OF ELECTRONIC HEALTH RECORDS
Research on the usage and competency of electronic medical records technology has mainly focused on the users, practitioners, system efficiency and efficacy. However, further research and analysis is required to assess the effect of technology, based system on the patient’s and health care providers team outcomes. It is very important for every individual to handle their own medical records as high care is required while entering the data and also during the retrieval of data (Mon, 2009).
Implementation of the technology will reduce the slightest chance of errors during treatment and will focus on providing more accurate medications. It will also reduce the time of analysis taken by the health professionals during evaluation of patient’s condition. Through this an individual will be entitled to receive more personalised and advanced form of treatment. It will save more amount of time by keeping the past records handy for future optimisation and treatment of an individual. Having an electronic record of one’s will enable the healthcare professional to evaluate the ancestral medical history of an individual which will ultimately help one to avoid the risk of any sort of life threatening of hazardous disease in near future. Electronic health records will also help the medical professionals as well as scientists to study about and individuals’ condition with more clarity. This is the future of healthcare sector and introduction of electronic form of health records will be an asset in the field of medicine.
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