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Abstract
Aim Conduct a systematic review to analyse how nursing informatics influence patient safety outcomes in critical 
care settings.

Research methodology/design The following database searches were conducted: Ovid MEDLINE, Cochrane 
library, Cochrane CENTRAL, CINAHL plus, Ovid Emcare, PsycINFO, and Ovid Embase. Two reviewers conducted the 
data selection and critical appraisal independently, following the JBI evaluation guidelines. Seventeen articles of high 
quality were included in this review.

Settings This systematic review focused on critical care settings in healthcare facilities, including Emergency 
Departments, Intensive Care Units, High Dependency Units and Coronary Care Units in public or private hospitals.

Main outcome measures The overarching outcomes evaluated were patient safety outcomes (e, g, the 
development of a pressure injury), patient safety outcome measures (i.e., the application of tools used to measure 
patient safety outcomes e.g. the frequency with which pressure areas are assessed) and the processes of care (e.g. 
conducting regular pressure area care to prevent pressure injuries).

Results In critical care settings, nursing informatics were associated with promotion of patient safety and prevention 
of adverse incidents, including reducing the incidence of pressure ulcers and medication errors; helping control 
blood glucose levels; decreasing the length of hospital stay; and improving compliance with care bundles and overall 
screening completion rates for risks of pressure ulcers, falls, substance use and agitation in emergency departments.

Conclusion The implementation of nursing informatics in critical care areas has been successful in promoting 
patient safety. While informatics can be costly to introduce, there is evidence these interventions can reduce costs by 
preventing adverse events.

Implications for critical practice Electronic health information record systems, clinical decision support systems 
and telehealth can increase compliance with screening and delivery of care aligned with guidelines across a range of 
presentations and critical care contexts. With the growing prevalence of nursing informatics, these systems should be 
considered for more widespread introduction.
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Introduction
As the world rapidly evolves into the digital-rich era, the 
healthcare system has been encompassed by all kinds of 
technology and computer-based information systems. 
Nurses play a key role in utilising information technology 
to provide quality care and as a result, nursing informat-
ics has been introduced as a specialty practice. Nursing 
informatics aims to optimise the information process, 
interpretation and management to improve nursing prac-
tice and promote patient safety [1]. The introduction of 
the Technology Informatics Guiding Education Reform 
(TIGER) initiative in 2004, has resulted in the rapid 
expansion of nursing informatics in healthcare settings 
globally [1]. Nursing informatics have subsequently been 
introduced in critical care settings to enhance the process 
of care and facilitate evidence-based practice to mini-
mise adverse events, improve clinical decision-making, 
optimise the effectiveness of interventions and promote 
patient safety [2]. Patient safety is a priority in critical 
care settings and there is little room for error [2]. Criti-
cally ill patients can be vulnerable and dynamic changes 
due to compromised physiological status, complex co-
morbidities and rapid deterioration of health problems 
[2, 3]. Critical care settings, including Emergency Depart-
ments (ED), Intensive Care Units (ICU), High Depen-
dency Units (HDU) and Coronary Care Units (CCU) 
are designed to provide holistic and appropriate care for 
those critically ill patients in a timely manner [2, 4].

Patient safety can be defined as “the reduction of risk 
of unnecessary harm associated with healthcare to an 
acceptable minimum” ([5] p.14). To clearly identify the 
main outcome measures in this systematic review, sev-
eral definitions related to patient safety are explained 
below. ‘Patient safety outcomes’ are the patient impacts 
or results arising from the healthcare interventions and 
processes of care [6]. For example, the development of 
a pressure injury is a negative patient safety outcome. 
In contrast, ‘patient safety outcome measures’ refer to 
the tools that measure patient safety outcomes, such as 
the tools used to measure the frequency or depth of a 
pressure injury. The ‘process of care’ is the clinical prac-
tice that healthcare providers performed or undertook 
in the delivery of patient care [6]. The process of care 
can be affected by healthcare providers’ knowledge and 
resources, such as time, equipment, technologies, the 
number of staff etc. One example of a process of care is to 
conduct regular pressure area care to sedated patients, to 
prevent pressure injuries.

There are a number of nursing informatic applications 
utilised in clinical nursing care, including the electronic 
health information record system, clinical decision sup-
port systems (CDSSs), telehealth, continuous bedside 
pressure mapping systems (CBPM), automated drug 
dispensing systems (ADDS) and continuous glucose 

monitoring (CGM) devices [1]. These will be explored 
briefly below.

In this systematic review, the term ‘electronic health 
information record system’ will be used to describe 
both the Electronic Medical Record (EMR) system and 
Electronic Health Record (EHR). The electronic health 
information record system is intended to promote infor-
mation sharing and enhance communication among 
multidisciplinary team members, which is critical to 
care delivery [7, 8]. It can also enable nursing staff to eas-
ily access and utilise patient data to provide high quality 
patient-centred care and prevent patient safety incidents, 
such as identification of an allergy prior to medication 
administration [7, 8].

A CDSS is a computer-generated tool which con-
solidates clinical knowledge and information to provide 
prompts supporting and facilitating decision-making 
[9, 10]. CDSSs typically contain alerts, guidelines, tem-
plates, charts and predictive scoring systems which can 
help nurses deliver safe healthcare [9, 10]. For example, a 
CDSS could alert nurses to check for drug-allergy before 
medication administration [7]. CDSSs can also support 
as quality control by to automatically detecting any dis-
crepancies or omissions that are generated from the 
physiological monitoring and medication administration 
software [11]. Those physiological monitoring and medi-
cation administration software are directly connected to 
CDSSs in real-time via the wireless networks [11]. Once 
the discrepancies or omissions are detected, this CDSS 
will send reminders to nurses to either correct data or 
complete the mandatory nursing activities in order to 
improve the compliance with evidence-based practice 
and decrease medication errors [11].

Telehealth is an umbrella term which describes the 
sharing of data and provision of healthcare interventions 
via a distance [1]. Telehealth may be provided via tele-
phone or a secure online platform in which the health-
care provider can see the patient. Telehealth enables 
healthcare provision for people who would otherwise not 
have easy access to services [1].

Other practical examples of nursing informatics 
include ADDS, which are computer-controlled drug 
dispensing units that can maintain secure medication 
storage, and record medication picking and distribu-
tion of medications in healthcare [12]. Another example 
is a CBPM system, which can display an image of the 
patient’s body, highlighting areas of high pressure via a 
pressure-sensing mat. This information can be used to 
guide pressure area care, thereby reducing the incidence 
of hospital-associated pressure injuries (HAPIs) [13]. 
A CGM device is aimed at continuously measuring glu-
cose levels in the interstitial fluids every 5 min and send 
alarms when there are glycaemic changes [14].
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However, despite the positive intent of nursing infor-
matics, there is debate regarding the potential risk and 
unintended consequences these systems may pose to 
patient safety [15]. For example, the electronic health 
information record system has been reported to cause 
anxiety or frustration among nursing staff [15]. A lack 
of familiarity with electronic health information record 
systems can increase nursing workload, or delay access 
to critical patient information, increasing the risk of 
poor patient outcomes [15]. Nurses also expressed con-
cerns that CDSSs might control or stifle development 
of their clinical judgement skills [10]. They experienced 
alert fatigue and consequently did not trust or ignored 
the data provided by CDSSs due to too much irrelevant 
information [3, 10]. This is in conflict with the intended 
purpose of CDSSs and could potentially result in failure 
to detect signs of patients’ deterioration, putting patients 
in danger [3, 10].

Additionally, there were insufficient reviews that could 
demonstrate the relationship between nursing informat-
ics and patient safety outcomes in the clinical settings in 
recent years [16]. The majority of reviews only explored 
the impacts of one nursing informatics intervention in 
the clinical setting. For example, Campanella et al. [17] 
focused on impacts of the electronic health information 
record system on healthcare quality, while Mebrahtu et 
al. [18] examined the impacts of CDSSs on patient out-
comes. Therefore, the lack of rigorous evidence, and 
varied outcomes described from the introduction of 
technology in healthcare, demonstrate the need to con-
duct a systematic literature review to analyse the impacts 
of nursing informatics on patient safety in critical care 
settings.

Review objective
The study objective was to systematically analyse the rela-
tionship between nursing informatics and patient safety 
outcomes in critical care settings.

Methods
The Joanna Briggs Institute (JBI) systematic review 
methodology was used to guide the protocol develop-
ment and conduct of this study [19] (supplementary 
material), including: (1) identifying the review objec-
tives; (2) identifying the inclusion and exclusion criteria; 
(3) outlining the outcome or intervention measures; (4) 
outlining search strategies; (5) identifying the whole pro-
cess of selecting relevant studies; (6) conducting critical 
appraisal; (7) conducting data extraction and data analy-
sis [19].

Inclusion criteria
Studies were included if nursing informatics were used 
by nurses, for adult patients who presented or were 

admitted to critical care settings in healthcare facilities. 
Critical care settings included ED, ICU, HDU and CCU 
in public or private hospitals.

No restrictions on outcomes were applied, but were 
expected to include patient safety, quality improvement, 
quality of care, and risk assessments. All research meth-
odologies were included. Included papers were limited 
by year (2004 to 2024) and were written in the English 
language. 2004 was identified as the start date because 
the Technology Informatics Guiding Education Reform 
(TIGER) initiative was formed in 2004 to enable nurses 
to fully participate and adapt to the information technol-
ogy environment [20]. Papers were limited to the English 
language because that is the one language that the three 
members of the research team had in common.

Exclusion criteria
Studies that did not report patient safety outcomes 
from nursing staff using information technologies were 
excluded. Also, studies that exclusively reported on nurs-
ing experiences and nursing perceptions regarding the 
use of nursing informatics applications were excluded.

Search strategy
Databases utilised in this systematic review included 
Ovid MEDLINE, Cochrane library, Cochrane CEN-
TRAL, CINAHL plus, Ovid Emcare, PsycINFO and Ovid 
EMBASE [19, 21]. In addition, the cinical practice guide-
lines portal, ClinicalTrials.gov, Informit, OpenDOAR, 
Open Grey and Grey Literature Report were utilised 
to search trial registries and grey literature in order to 
obtain articles as extensively as possible to eliminate pub-
lication bias. The search design and strategy were devel-
oped in collaboration with a content expert librarian 
and the initial search was conducted on 24/03/2021. An 
updated search was conducted on 19/10/2024, using the 
same search strategy which retrieved all relevant stud-
ies from 24/03/2021 to 19/10/2024. An example of the 
search strategy in Ovid MEDLINE with all keywords and 
index terms is presented in Table 1.

Selection of studies
After completing the search, the results were exported 
to EndNote software and then Covidence [22] in prepa-
ration for data screening and subsequent selection. The 
title and abstract of all retrieved papers were screened 
by two authors against the selection criteria [19]. Follow-
ing title and abstract review, the full text of all included 
papers was retrieved and reviewed, in order to select all 
relevant research evidence to analyse [19]. The above 
selection and review processes were conducted by at least 
two authors (QS, and either RW or JM) independently, to 
minimise selection bias [19].
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Quality assessment
Following full-text screening, the quality and validity of 
each included paper was critically and independently 
evaluated by two reviewers (QS, and either RW or JM) 
using the JBI critical appraisal tools [21]. The JBI critical 
appraisal tools consist of 13 checklists covering all exper-
imental, quasi-experimental, observational and qualita-
tive methods. Any conflicts were resolved by discussion 
among the reviewers.

To minimise the risk of bias, the authors identified 
‘mandatory items’ for each of the JBI quality appraisal 
tools [23]. When conducting a quality assessment, the 
mandated items had to be recorded as ‘yes’ to pass the 
quality assessment [23]. The mandatory items were 
agreed to by each reviewer prior to commencing the 

evaluation process, as critical to ensuring quality in each 
design. There were two reasons for identifying ‘man-
datory items’ for quality assessment in this systematic 
review. One reason was to critically examine the risk of 
bias, including selection bias, performance bias, detec-
tion bias and attrition bias, in order to decide whether 
the study utilised a trusted methodology to ensure reli-
able outcomes [24]. Another reason was to assess the 
characteristics of the study population, contexts and 
intervention to determine if the results could be gener-
alised. By doing this, the possibility of including biased or 
misleading findings was reduced [24].

Table 1 Ovid MEDLINE -search example
# Searches Fields Explanations

First 
Concept

1 Patient Title & abstract & full text Keywords or synonyms searching
2 Patient Safe* Title & abstract & full text Keywords or synonyms searching
3 Safety Management/ Title & abstract & full text Subject headings are indicated with “/”
4 Quality of care Title & abstract & full text Keywords or synonyms searching
5 Management Title & abstract & full text Keywords or synonyms searching
6 Quality improvement Title & abstract & full text Keywords or synonyms searching
7 Risk assessment/ Title & abstract & full text Subject headings are indicated with “/”
8 Medical error Title & abstract & full text Keywords or synonyms searching
9 Adverse event Title & abstract & full text Keywords or synonyms searching

10 2 OR 3 OR 4 OR 5 OR 6 OR 7 OR 8 OR 9 OR will retrieve all articles from 2 to 9
11 1 AND 10 AND will combine all research results

Second 
Concept

12 NURS* Title & abstract & full text Keywords or synonyms searching
13 Nursing informatics Title & abstract & full text Keywords or synonyms searching
14 Information system*/ Title & abstract & full text Subject headings are indicated with “/”
15 Electronic medical record OR EMR Title & abstract & full text Keywords or synonyms searching
16 Electronic Health record OR EHR Title & abstract & full text Keywords or synonyms searching
17 Clinical decision support system* Title & abstract & full text Keywords or synonyms searching
18 Decision support system, clinical/ Title & abstract & full text Subject headings are indicated with “/”
19 Clinical practice guideline Title & abstract & full text Keywords or synonyms searching
20 Scoring system Title & abstract & full text Keywords or synonyms searching
21 Telehealth Title & abstract & full text Keywords or synonyms searching
22 Telemedicine/ Title & abstract & full text Subject headings are indicated with “/”
23 13 OR 14 OR 15 OR 16 OR 17 OR 18 OR 19 OR 20 OR 21 OR 22 OR will retrieve all articles from 13 to 22
24 12 AND 23 AND will combine all research results

Third 
Concept

25 Emergency Departments OR ED OR Casualty OR ER OR Emer-
gency Room

Title & abstract & full text Keywords or synonyms searching

26 Accident and Emergency Title & abstract & full text Keywords or synonyms searching
27 Critical Care Title & abstract & full text Keywords or synonyms searching
28 Intensive Care Unit OR ICU Title & abstract & full text Keywords or synonyms searching
29 High dependency unit OR HDU OR High therapy unit Title & abstract & full text Keywords or synonyms searching
30 Coronary care units OR CCU OR Cardiac Care Title & abstract & full text Keywords or synonyms searching
31 25 OR 26 OR 27 OR 28 OR 29 OR 30 OR will retrieve all articles from 25 to 31
32 11 AND 24 AND 31 AND will combine all research results
33 Limit 21 to (English language and yr= “2004–2024” and “all 

adult (19 plus years)”)
The research further limited regard-
ing the patients’ age, the year and 
language of publications

Note. CCU = Coronary Care Units; ED = Emergency Department; HER = Electronic Health Record; EMR = Electronic Medical Record; ER = Emergency Room; HDU = High 
Dependency Unit; ICU = Intensive Care Unit; yr = year
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Data extraction
Following full text review and quality appraisal, data 
were extracted using a standardised data extraction form. 
Extracted data included: author, country the research 
was conducted in, study aim, setting (i.e., unit type), 
study design or method, participants, interventions and 
outcomes. Where exact p values were reported, these 
have been utilised. The data extraction form was com-
pleted independently by two authors, and no errors were 
identified.

Data analysis
Data were expected to be heterogenic, and therefore the 
research team were unable to conduct meta-analysis [25]. 
Therefore, the researchers planned to use synthesis with-
out meta-analysis (SWiM) methods to analyse the data 
and describe findings [25].

Results
Study selection
As demonstrated in Fig. 1, the original search was con-
ducted on 24/03/2024 and database searching identified 
2,277 articles from five databases. There were no trials 
registered or grey literature identified that were relevant 
to the review question. Five hundred duplicates were 
removed, and 1,777 studies were eligible for title and 

abstract screening. Following title and abstract review, 
the full-text of 52 studies were assessed against the inclu-
sion and exclusion criteria. The updated search was con-
ducted on 19/10/2024 as illustrated in Fig. 2 and retrieved 
total 768 articles from the same five databases. No reg-
istered trials or grey literature were identified to answer 
the review question. There were 203 duplicates that 
were removed and 565 studies were eligible for title and 
abstract screening. After the title and abstract screening, 
the full-text of 23 articles were assessed using the same 
inclusion and exclusion criteria. 133 papers were sought 
for full-text review, and 58 papers were not available in 
full-text. Efforts were made to contact the correspond-
ing authors to retrieve these, however this was unsuc-
cessful. Reasons for excluded papers are summarised in 
both Figs. 1 and Fig. 2. Ultimately, total 27 studies were 
included for quality assessment.

Quality of studies
Four types of research designs were identified within 
the 27 studies reviewed for quality appraisal, including 
Randomised Control Trials (RCTs), Quasi-Experimental 
studies, Cohort studies and Cross-sectional studies. The 
mandatory items for each of the JBI quality appraisal 
tools were identified with a justification supporting each 
decision in Tables 2.1, 2.2, 2.3 and 2.4.

Fig. 1 Preferred reporting items for systematic reviews and meta-analyses (PRISMA) 2020 flow chart for study selection for original systematic review on 
24/03/2021 [26]
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Table 2.1 Summaries of JBI quality appraisal assessments-randomized controlled trial: quality assessment [21]
Beh-
rendt 
et al., 
2014

Hanneman 
et al., 2015

Linton 
et al., 
2021

Mann 
et al., 
2011

Q1. Was true randomization used for assignment of participants to treatment groups? X ✔ ✔ ✔
Q2. Was allocation to treatment groups concealed? X X X ✔
Q3. Were treatment groups similar at the baseline?
(Rationale: to minimise selection bias)

✔ ✔ NA ✔

Q4. Were participants blind to treatment assignment? ✔ ✔ X ✔
Q5. Were those delivering treatment blind to treatment assignment? X X X X
Q6. Were outcomes assessors blind to treatment assignment? U ✔ X X
Q7. Were treatment groups treated identically other than the intervention of interest?
(Rationale: to minimise performance bias)

✔ ✔ ✔ ✔

Q8. Was follow up complete and if not, were differences between groups in terms of their follow up ad-
equately described and analyzed?

NA NA ✔ ✔

Q9. Were participants analyzed in the groups to which they were randomized? ✔ ✔ ✔ ✔
Q10. Were outcomes measured in the same way for treatment groups?
(Rationale: to minimise detection bias )

✔ ✔ ✔ ✔

Q11. Were outcomes measured in a reliable way?
(Rationale: to minimise risks of weakening the validity of inferences about the statistical relation-
ships between ‘cause’ and ‘effect’.)

✔ X ✔ ✔

Q12. Was appropriate statistical analysis used?
(Rationale: to minimise errors of statistical inference.)

✔ ✔ ✔ ✔

Q13. Was the trial design appropriate, and any deviations from the standard RCT design (individual random-
ization, parallel groups) accounted for in the conduct and analysis of the trial?

✔ ✔ ✔ ✔

Overall appraisal I E E I
Note. Items 3, 7, 10, 11, 12 were required for inclusion in this systematic review

NA = not applicable, U = unclear, I = Include, E = Exclude

Fig. 2 Preferred reporting items for systematic reviews and meta-analyses (PRISMA) 2020 flow chart for study selection for updated systematic review 
on 19/10/2024 [26]
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In total, 17 studies were included in this systematic 
review after 10 studies were excluded for being deemed 
to be low quality. These ten low quality studies had at 
least one mandatory item recorded as ‘No’ or ‘Unclear’ 
[27–36]. All quality appraisal assessments have been 
summarised in the Tables 2.1, 2.2, 2.3 and 2.4.

Study characteristics and designs
Among the 17 included studies, fourteen utilised a cohort 
study design [11, 14, 37–48]. One was a randomised con-
trolled study [49], one was a non-randomised experimen-
tal study [13] and one was quasi-experimental study [50]. 
All participants were adult patients who presented or 
were admitted to the critical care setting, including seven 
in EDs and ten in ICUs. The studies were conducted 
in United States (n = 8), France (n = 2), Canada (n = 2), 
Greece (n = 1), Belgium (n = 1), Australia (n = 1), Switzer-
land (n = 1) and China (n = 1).

There were varied nursing informatics interventions 
used. Armstrong [47], Curtis et al. [38], Legambi et al. 
[46], Levesque et al. [40] and Zikos et al. [45] used elec-
tronic health information record system in their studies. 
Two studies examined the effects of telehealth [42, 44]. 
One additional paper [39] examined the implementa-
tion of both the electronic health information system and 
telehealth in the ICU. The utilization of both electronic 
health information record system and CDSSs have been 
assessed in one study [50]. Five studies utilised CDSS to 
guide care [11, 41, 43, 48, 49]. One study assessed the 
impact of an ADDS [37], one study examined the effects 
of CGM devices in ICUs [14] and another analysed the 
CBPM system in ICUs [13].

Various patient safety outcomes, patient safety out-
come measures and processes of care were reported in 
the included studies and these are summarised in Table 3. 
All extracted data have been summarised in Table 4. Due 
to the heterogenic quantitative data recorded from all 17 
included studies, the results have been discussed in detail 
below using SWiM approach based on patient safety out-
comes [25].

Patient safety
Incidence of pressure ulcers
Behrendt et al. [13] utilised the CBPM to assess the inci-
dence of pressure ulcers in the ICU. The CBPM contained 
a pressure-sensing mat and a control unit that illustrated 
pressure imaging at the bedside, intended to help nurses 
recognise high-pressure areas early and then off-load 
pressure accordingly [13]. All participants’ pressure ulcer 
risks were assessed using a standard Braden scale which 
involved sensory perception, moisture, activity, mobil-
ity, nutrition, and friction and shear forces [13]. After 
the 2-month study period, the results showed there was 
a significant decrease of development of stage II pressure 

Table 2.2 Summaries of JBI quality appraisal assessments-quasi-
experimental studies: quality assessment (21)

✔ ✔
Q1. Is it clear in the study what is the ‘cause’ and what is the 
‘effect’ (i.e. there is no confusion about which variable comes 
first)?

✔ ✔

Q2. Were the participants included in any comparisons 
similar?
(Rationale: to minimise selection and allocation bias)

✔ ✔

Q3. Were the participants included in any comparisons 
receiving similar treatment/care, other than the exposure or 
intervention of interest?

✔ ✔

Q4. Was there a control group? ✔ ✔
Q5. Were there multiple measurements of the outcome both 
pre and post the intervention/exposure?

X X

Q6. Was follow up complete and if not, were differences 
between groups in terms of their follow up adequately 
described and analyzed?

U ✔

Q7. Were the outcomes of participants included in any 
comparisons measured in the same way?
(Rationale: to minimise detection bias)

✔ ✔

Q8. Were outcomes measured in a reliable way?
(Rationale: to minimise the measurement of the outcome 
bias)

X ✔

Q9. Was appropriate statistical analysis used?
(Rationale: to minimise errors of statistical inference.)

X ✔

Overall appraisal E I
Note. Items 2, 7, 8, 9 were required for inclusion in this systematic review

U = unclear, I = Include, E = Exclude

Table 2.3 Summaries of JBI quality appraisal assessments-
analytical cross-section study: quality assessment [21]

Ludwig-
Beymer 
et al., 
2012

Q1. Were the criteria for inclusion in the sample clearly 
defined?
(Rationale: to minimise selection bias)

X

Q2. Were the study subjects and the setting described in 
detail?

✔

Q3. Was the exposure measured in a valid and reliable 
way?
(Rationale: to make sure that measurements of expo-
sures are appropriate and can be repeated)

✔

Q4. Were objective, standard criteria used for measurement 
of the condition?

✔

Q5. Were confounding factors identified? X
Q6. Were strategies to deal with confounding factors stated? X
Q7. Were the outcomes measured in a valid and reliable 
way?
(Rationale: To minimise risks of weakening the validity and 
reliability of inferences about the statistical relationships 
between ‘cause’ and ‘effect’.)

✔

Q8. Was appropriate statistical analysis used?
(Rationale: to minimise errors of statistical inference.)

✔

Overall appraisal E
Note. Items 1, 3, 7, 8 were required for inclusion in this systematic review

E = Exclude
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Table 2.4 Summaries of JBI quality appraisal assessments- cohort study: quality assessment (21)

ulcers between the control group and the CBPM group 
(p = 0.02) [13].

Armstrong [47] implemented the electronic health 
information record system to emphasise the standardised 
and correct reporting system to detect and to monitor 
HAPIs for ICU patients. Once the HAPIs were reported 
via the electronic health information record system, gen-
eral root causes for those pressure injuries were analysed 
and discussed among nursing staff in ICU [47]. Relevant 
education, intervention and prevention activities were 
initiated to help pressure injury management [47]. After 
the standardized reporting system was implemented, 
the total HAPIs decreased from 1031 cases to 631 cases, 
about 38.8% reduction in the first year [47]. In the second 
year, there was a further 33% decrease in HAPIs, reduc-
ing from 631 cases to 423 cases [47].

The frequency of medication errors
Chapuis et al. [37] examined the effects of an automated 
drug dispensing system (ADDS) on the frequency of 
medication errors with regard to picking, preparation, 
and administration processes in a medical ICU. In Phase 
I, both control and study groups used a classic medica-
tion cabinet to dispense medications [37]. In the Phase II, 
4-month study period, an ADDS was placed in one ICU 
(study group) and the control group continued to use 
the classic medication cabinet [37]. Outcomes reported 
on the percentage of total opportunities of error (%TOE) 
and the percentage of detailed opportunities of error 
(%DOE) [37].

After the introduction of ADDS (Phase II), the over-
all error rate was significantly reduced from 18.6% TOE 
in the control group, to 13.5% TOE in the study group 
(p < 0.05) [37]. Also, the %TOE was reduced dramatically 
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Author,
Date, Coun-
try setting

Study objectives Design/ 
Methods

Interventions Setting Participants Key Findings

Ang et al., 
2024
United States

Evaluate the 
accuracy of 
CGM devices 
compared with 
point-of-care 
blood glucose 
testing

Cohort study CGM devices In one of adult 
ICU

59 postop-
erative patients 
with hypergly-
caemia and 
requiring intra-
venous insulin 
infusion

Post-intervention: 99.7% of the paired 
CGM glucose levels and point-of-care 
blood glucose testing fell within the Zone 
A and Zone B of the Clarke Error Grid 
which indicated a high accuracy CGM 
measurements for postoperative patients 
in ICUs
90% of time spent within the glucose 
targeted range by using the CGM devices

Armstrong, 
2023
United States

Assess the 
impacts of stan-
dardised report-
ing system via the 
electronic health 
information 
record system on 
the development 
of HAPIs

Cohort study Standardised 
reporting system 
via the electronic 
health informa-
tion record 
system

In cardiotho-
racic ICU and 
neurologic ICU

Total 619 
patients were 
analysed for 
HAPIs for 2 
years

Pre-intervention period: from May 2018 to 
April 2019: total 1235 HAPIs were identi-
fied and from April 2019 to May 2020, 
total 1031 HAPIs were identified.
Post-intervention period: From May 2020 
to April 2021, there was total 631 HAPIs 
which was reduced by 38.8%. From May 
2021 to April 2022, there was total 423 
HAPIs identified which was reduced by 
33%.

Behrendt et 
al., 2014.
United States

Hypothesis: CBPM 
would improve 
efficiency of 
patients’ reposi-
tioning, reducing 
HAPIs

Non-
randomised 
experimental 
study

Pressure Ulcer 
Systems-CBPM

Medical ICU in 
a tertiary-care 
hospital.

422 patients 
(CBPM n = 213; 
control 
n = 209).

Significant reduction in development 
of Stage II pressure ulcers: CBPM group 
n = 2 patients (0.9%); control group n = 10 
patients (4.8%); p = 0.02.

Chapuis et al., 
2010.
France

Assess the impact 
of an ADDS on 
the incidence of 
medication errors 
related to picking, 
preparation, and 
administration.

Cohort study Medication 
Administration 
Systems-ADDS

Two MICUs in a 
2,000-bed uni-
versity hospital. 
Both units (8 
and 10 beds) 
had compa-
rable activities 
and shared the 
same staff

68 nurses were 
observed.
1,476 medica-
tions were 
picked, 
prepared and 
administered.

No difference in % Total Opportunities for 
Error (TOE) identified between control and 
study units prior to ADDS implementation 
(19.3% TOE and 20.4% TOE respectively)).A 
Significant difference was observed in 
%TOE post ADDS implementation (18.6% 
and13.5% TOE, respectively; p < 0.05).
%TOE significantly decreased in the study 
unit pre and post ADDS (20.4% TOE pre-
ADDS (Phase I) to 13.5% TOE post-ADDS 
(Phase II), p < 0.01).
Preparation dose errors decreased from 
3.8–0.5% Detailed Opportunities for Error 
(DOE) (p = 0.017) in the study unit. No re-
duction in picking or administration errors.
Storage errors reduced post-ADDS (study 
unit pre n = 51, 27.7%, post n = 2, 0.7%; 
control unit pre n = 65, 34.9%, post n = 27, 
14.4%; p < 0.01).
Most errors (n = 244, 84%) caused no 
harm. ADDS implementation did not 
change the % of medication errors 
causing harm (Control = 0.6% DOE, study 
group = 0.7% DOE).

Table 4 Summary of study characteristics
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Author,
Date, Coun-
try setting

Study objectives Design/ 
Methods

Interventions Setting Participants Key Findings

Curtis et al., 
2020
Australia

Examine the im-
pact of a consoli-
dated electronic 
checklist on risk 
screening rates 
for falls, pressure 
ulcers and sub-
stance use.

Cohort study Electronic health 
information 
record system

Four EDs in 
a regional 
health service, 
between 
November 2016 
and February 
2019.

A total of 
33,561 ED 
presentations 
were analysed 
for the pre 
group and 
35,807 for the 
post group

The proportion of patients who had 
all three screens completed increased 
from 1.3–5.5% (p < 0.001). Substance 
use screening increased from 1.7–12.4% 
(p < 0.001). Pressure ulcer risk screening 
increased from 38.6–41.7% (p < 0.001). 
When only patients aged 65 years and 
above were examined, the completion 
rate of pressure ulcer risk screening 
increased from 46.6% (pre) to 53.1% (post) 
(p < 0.001).
In contrast, falls screening decreased from 
38.0–32.6% (p < 0.001).

Feral-Pierssens 
et al.,, 2022
Canada

Assess the safety 
of a redirection 
process by triage 
nurses using 
CDSSs for low-
acuity patients

Cohort study CDSSs A level 1 aca-
demic trauma 
centre

642 low-
acuity patients 
redirected to 
nearby clinics

Post-implementation, among a total of 
642 redirected low-acuity patients, there 
were 2.8% of the patients (n = 18) and 
4.8% of the patients (n = 31) returned back 
to the ED unexpectedly within 48 h and 
within 7 days, respectively.
There were no hospital admissions or 
deaths identified within 7 days among 
those redirected low-acuity patients.

Kahn et al., 
2014.
United States

Examine ICU 
care delivery and 
outcomes fol-
lowing nurse-led 
EHR use

Cohort study Electronic health 
information 
record system

8 subspe-
cialty ICUs in 
an Academic 
Medical Centre 
of a University 
Hospital

13,227 patients 
were included 
in the study. 
4,339 (32.8%) 
in preinterven-
tion period, 
8,938 (67.6%) in 
postinterven-
tion period.

Post EHR intervention, daily sedation 
interruptions increased (IRR, 1.57; 95% CI, 
1.45–1.71; p < 0.001), daily spontaneous 
breathing trials increased (IRR, 1.24; 95% 
CI, 1.20–1.29, p < 0.001), mean ICU length 
of stay reduced (pre = 4.1 ± 5.4 days, 
post = 3.9 ± 5.0 days; p = 0.005) and hospi-
tal length of stay reduced (pre = 11.9 ± 12.5 
days, post = 10.8 ± 11.2 days; p < 0.001).
no difference found in Catheter-associat-
ed urinary tract infection (1.58 before, 1.77 
after, IRR 1.12; 95%CI 1.20–1.29; p = 0.63), 
central catheter-associated bloodstream 
infection (0.72 before, 0.77 after, IRR 1.06, 
95%CI, 0.58–1.94; p = 0.84), ventilator-
associated pneumonia rates (3.24 before, 
2.67 after, IRR 0.82 (95%CI, 0.57–1.19, 
p = 0.30), or hospital mortality (0.96 95%CI 
(0.84–1.09) p = 0.54).

Table 4 (continued) 
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Author,
Date, Coun-
try setting

Study objectives Design/ 
Methods

Interventions Setting Participants Key Findings

Legambi et al., 
2021
United States

Assess the 
impacts of 
an electronic 
behavioural activ-
ity rating scale 
(BARS) on risk 
assessments rates 
for agitation

Cohort study Electronic health 
information 
record system

Beltimore 
Emergency 
department

Total 780 pa-
tients with be-
havioural and 
medical health 
presentations

Post-BARS implementation: of total 780 
patients with behavioural and medi-
cal health presentations, nearly 65.77% 
patients (n = 513) had BARS documented 
every 2 h.
Agitation was also detected and 
documented for 206 patients (n = 26.41%) 
which indicated their BARS score 5 or 6 
out of 7.
Among those agitated patients, about 
68% (n = 140) of agitated patients’ 
behaviours were reduced by nonrestraint 
interventions, including medications, 
de-escalation techniques and diversional 
activities.
Total 18 episodes of restraint were used 
post-BARS implementation comparing 
to 20 episodes of restraint use pre-BARS 
implementation.
Although there was no statistical signifi-
cance regarding the incidence of restraint 
use post-BARS implementation, 75% of 
reduction was documented for patients 
who stayed with restraint more than one 
day in EDs post-BARS implementation 
(n = 8 patients pre-BARS; n = 2 patients 
post -BARS).

Levesque et 
al., 2015.
France

Evaluate the 
effects of ICIS 
on the outcome 
of critically ill 
patients.

Cohort study Electronic health 
information 
record system

15-bed Liver 
ICU of a Univer-
sity Hospital

1,397adult pa-
tients (BEFORE, 
n = 662 and 
AFTER n = 735)

Implementation of ICIS decreased the 
ICU length of stay (pre = 8.5 ± 15.2 days, 
post = 6.8 ± 12.9 days; p = 0.048).
No significant change to length of 
hospital stay (pre = 27.7± 34.6 days, 
post = 28.6±33.3 days; p = 0.79), ICU 
readmission rate (pre = 4.4%, post = 4.2%; 
p = 0.86), or mortality rate (pre = 11.2%, 
post-= 9.6%; p = 0.35). However, observed 
mortality was significantly lower than 
predicted by SAPS II post ICIS (SMR 0.75; 
p < 0.001).

Table 4 (continued) 



Page 14 of 23Shi et al. BMC Nursing          (2025) 24:546 

Author,
Date, Coun-
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Lowenstein et 
al., 2023
United States

Examine the 
impacts of an 
electronic clinical 
opioid withdraw-
al scale (COWS) 
on risk assess-
ments rates for 
opioid misuse

Quasi-
experimental 
study

Electronic health 
information 
record system 
and CDSSs

5 EDs including 
3 intervention 
EDs and 2 con-
trol EDs under 
the same health 
systems

In the interven-
tion group: 
total presenta-
tions were 
2462. There 
were 1258 
presentations 
pre-interven-
tion period 
and 1204 post-
intervention 
period.
In the control 
group: total 
presentations 
were 731. There 
were 459 pre-
sentations pre-
intervention 
period and 272 
post-interven-
tion period.

In the intervention EDs, the completion 
rates of COWS have been increased by 
21.5% from 26% (n = 332) in the pre-
implementation periods to 48% (n = 577) 
in the post-implantation periods in the 
intervention EDs (95% CI: 17.7 to 25.3).
However, there were no statistically 
significant changes in the control EDs 
(9.6% (n = 44) COWS completion rates 
pre-implementation; 14.3% (n = 39) COWS 
completion rates post-implementation; 
95% CI: -0.5 to 10).

Mann et al., 
2011.
United States

To determine 
the safety and 
efficacy of 
Clinical Decision 
Support Systems 
(CDSSs) to control 
serum glucose 
concentration in 
a burns intensive 
care unit

Randomised 
controlled 
trial

CDSSs 16-bed regional 
adult burn 
centre ICU 
responsible for 
the care of both 
military and 
civilian burn 
patients.

22 patients 
enrolled, but 
data reported 
on 18 patients 
as some did 
not complete 
the study.

Mean blood glucose levels in CDSS 
group were significantly lower 
than those in the paper protocol 
group (CDSS = 113 ± 10.2 mg/dL, 
paper = 119 ± 14 mg/dL; p = 0.02).
Time in BGL target range was sig-
nificantly longer in the CDSS cohort 
(CDSS = 47 ± 17% time, paper proto-
col = 41 ± 16.6% time; p < 0.05).
Time over target range was not sig-
nificantly reduced in the CDSS group 
(CDSS group: 49 ± 17.8% vs. Paper group: 
54 ± 17.1%; p = 0.08); and time less than 
80 mg/dl was similar between groups 
(CDSS: 4.5 ± 2.8% vs. Paper protocol: 
4.8 ± 3.3%; p = 0.8).
A total of four events of hypoglycaemia 
(< 40 mg/dl) occurred, two events in each 
study arm. No adverse clinical events 
were noted for any episode of low blood 
glucose level.

Table 4 (continued) 
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McLeod et al., 
2020.
Canada

To determine the 
interrater agree-
ment of triage 
score pre- and 
post-implemen-
tation of eCTAS.
Determine the 
triage time and 
accuracy pre- and 
post-implemen-
tation of eCTAS.

Cohort study CDSSs 7 hospital EDs 
across Ontario, 
Canada.

A total of 1,491 
individual pa-
tient triage as-
sessments (752 
pre-eCTAS, 
739 post-im-
plementation) 
were audited

Improvements in accuracy were observed 
across all triage categories post-eCTAS 
implementation. eCTAS significantly 
reduced the number of patients over-
triaged (pre = 12.0%, post = 5.1%; 95% CI 
4.0 to 9.7,) and under-triaged (pre = 12.6%, 
post = 2.2%; 95% CI 7.9 to 13.2), and this 
was consistent across all participating 
sites.
Interrater agreement was higher post 
eCTAS. Aggregate unweighted κ 
pre-eCTAS = 0.63 (95% CI 0.58 to 0.68), 
post-eCTAS = 0.89 (95% CI 0.86 to 0.92); 
quadratic-weighted κ  pre-eCTAS = 0.79; 
post-eCTAS = 0.93.
Triage time was captured for 3,808 
patients pre-eCTAS and for 3,489 post-
eCTAS. Median triage time increased post 
eCTAS implementation (pre-eCTAS = 312 s, 
post e-CTAS = 347 s; 95% CI 29 to 40 s).

Meyfroidt et 
al., 2011.
Belgium

Assess the impact 
of a computer-
generated blood 
glucose alert, 
generated by 
a Patient Data 
Management 
System and 
superimposed 
on a paper-based 
guideline, on 
tight glycaemic 
control in the ICU.

Cohort study CDSSs 56-bed, 
predominantly 
surgical ICU of 
a 1900-bed ter-
tiary University 
Hospital.

Pre-alert cohort 
n = 729 adults 
admitted to 
ICU between 
31/1/2007 and 
31/7/2007, and 
alert cohort 
n = 644 adults 
admitted to 
ICU between 
31/8/2007 and 
6/2/2008.

CDSS significantly reduced mean blood 
glucose value per patient (pre-alert = 112 
(105–122) mg/dl, post alert 110 (104–119) 
mg/dl; p = 0.002), and mean Glycaemic 
Penalty Index (GPI) (pre-alert = 20 (14–28), 
post-alert = 19 (13–26); p = 0.029).
HGI also significantly reduced, pre-
alert = 10 (5–17) mg/dl, post-alert = 9 
(4–15); p = 0.004).
The percentage of patients who expe-
rienced an episode of hypoglycaemia 
significantly declined from 6.5% (n = 47) 
pre-alert system to 4.0% (n = 26) post-alert 
system ( ρ  =0.043). The introduction of 
the alert did not result in a reduction in 
the HoGI (0.5 mg/dl in both groups).

Meer et al., 
2012.
Switzerland

Investigate 
the safety of 
computer-as-
sisted telephone 
triage for walk-in 
patients with 
non-life-threat-
ening medical 
conditions in 
an ED

Cohort study Telehealth Interdisciplinary 
Adult Emer-
gency Centre 
of a University 
Hospital.

208 patients The unweighted κ was 0.092 and the 
weighted κ was 0.115 between hospital 
physicians versus call centre nurses. The 
unweighted κ was 0.080 and weighted κ 
was 0.159 between primary care physi-
cians and call centre nurses.

Table 4 (continued) 
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from 20.4% TOE pre-ADDS (Phase I) to 13.5% TOE post-
ADS (Phase II) (p < 0.01) [37].

In the study group, the number of preparation dose 
errors was significantly reduced by 3.3% DOE, from 3.8% 
DOE pre-ADDS to 0.5% DOE post-ADS (p < 0.05) [37]. 
For the storage errors, compared to the pre-ADDS stor-
age errors (51 in the study group and 65 in the control 

group), the reduction was significant in both groups post 
ADS introduction (2 and 27 respectively, p < 0.01) [37]. 
However, there were no differences recognised before 
and after the implementation of ADDS among the pick-
ing and administration process; omission and extra dose 
errors [37]. As for the severity of medication errors, no 
impacts from ADDS introduction were identified [37].

Author,
Date, Coun-
try setting

Study objectives Design/ 
Methods

Interventions Setting Participants Key Findings

Ruesch et al., 
2012.
United States

Examine the im-
pact of a nurse-
implemented 
tele-ICU staffing 
model on patient 
complications 
and outcomes.

Cohort study Telehealth Adult Critical 
Care Unit

1308 patients Overall ICU length of stay significantly 
decreased on a per day basis from 4.1 to 
3.5 days (p≤0.05).
Severity-adjusted mortality decreased the 
actual mortality compared with predicted 
mortality, indicating 22 lives saved.
The incidence of VAP decreased by 13% 
related to a change in the median VAP 
from 2.99 in 2008 to 2.6 in 2009.
Staff compliance with VAP bundle 
significantly increased, from 87.2–93.3% 
(p = 0.02).
Compliance with patient deep vein 
thrombosis and peptic ulcer disease bun-
dles demonstrated continuous improve-
ment of 1%and 0.5%, respectively. These 
results were not statistically significant.

Zhang et al., 
2024
China

Explore the 
impacts of the 
electronic health 
information 
record quality 
control system 
on the real-time 
data collection 
and quality 
control for nurs-
ing assessments 
and medication 
administrations

Cohort study CDSSs working 
as quality control 
purpose

in one of the 
ICUs in China

Total 600 
patients’ cases 
were analysed

Post-intervention, the results demon-
strated the significant improvements in 
the percentages of inaccurate vital signs 
documentations (decreasing from 9% pre-
implementation to 1.33% post implemen-
tation, p < 0.001).
The incidence of incomplete mediation 
administrations was reduced by 1.66% 
dropping from 3.33% pre-implementation 
to 1.67% post-implementation (p < 0.001).
The prevalence of missed nursing assess-
ments dropped down from 8% pre-imple-
mentation to 1.33% post-implementation 
(p < 0.001).

Zikos et al., 
2014.
Greece

Investigate the 
effect of an 
electronic trauma 
documentation 
system on ED 
length of stay

Cohort study Electronic health 
information 
record system

Emergency 
department 
of a university 
hospital with a 
capacity of 950 
beds

Control group 
paper-based 
documentation 
(n = 99) (Year 
1), interven-
tion group 
electronic 
documenta-
tion (n = 101) 
(Year 2).

Time between admission and completion 
of planned care was significantly lower 
in the intervention group (100 ± 92 min) 
than the control group (149 ± 29 min) 
(p < 0.001).
A similar effect was found on the 
total ED length of stay (interven-
tion group = 127 ± 93 min, control 
group = 206 ± 41 min in the control group; 
p < 0.001). Time between completion of 
care and discharge from the ED also signif-
icantly reduced (intervention 26 ± 10 min, 
control 57 ± 23 min; p < 0.001)

Note. ADDS = automated drug dispensing system; BARS = behavioural activity rating scale; CBPM = continuous bedside pressure mapping; CDSSs = clinical decision 
support systems; CI = Confidence Interval; CGM = continuous glucose monitoring; COWS = clinical opioid withdrawal scale; %DOE = the percentage of detailed 
opportunities for error; ED = emergency department; eCTAS = electronic Canadian triage and acuity scale; EHR = electronic health record; EMR = electronic medical 
record; GPI = glycaemic penalty index; HAPIs = hospital-acquired pressure injuries; HGI = hyperglycaemic index; HoGI = hypoglycaemic index; ICU = intensive care 
unit; ICIS = intensive care information system; IRR = incidence rate ratio; MICU = medical intensive care unit; %TOE = the percentage of total opportunities for error; 
VAP = ventilator-associated pneumonia

Table 4 (continued) 
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Glucose control in critical care settings
Hyper- and hypo-glycaemia are related to adverse patient 
outcomes. Three studies explored the effects of nursing 
informatics on glycaemic control in ICU [14, 43, 49]. Two 
studies utilised the CDSSs to detect critical blood glucose 
levels and send alert messages to ICU nursing staff [43, 
49]. One study used Continuous Glucose Monitoring 
(CCM) devices to measure real-time glucose levels for 
hyperglycemic patients in ICUs [14].

Meyfroidt et al. [43] examined the effects of CDSSs 
on glucose control in ICU by using the pre-and post-
intervention method. In contrast, Mann et al. [49] used a 
crossover randomised control trial to assess the impacts 
of CDSSs on glycaemic control and insulin therapy in a 
burns ICU compared to a paper protocol. This research 
focused on the time ICU patients spent in target normo-
glycaemic range [49].

Both studies reported that mean blood glucose levels 
were closer to normal range following the implementa-
tion of the CDSS. Mean blood glucose levels statistically 
significantly reduced (p = 0.002) [43]. The Glycaemic 
penalty index (GPI) and Hyperglycaemic index (HGI) 
also decreased significantly after introduction of CDSSs 
(p = 0.029; p = 0.004, respectively) [43]. Mann et al. [49] 
reported that mean blood glucose levels in the CDSS 
group were significantly lower than those in the paper 
protocol group (p = 0.02). There was also a significant 
increase in the time spent within normal blood glucose 
range when using the CDSSs (p < 0.05) [49].

Additionally, the percentage of patients who experi-
enced an episode of hypoglycaemia in ICU significantly 
declined post-alert system (p = 0.043) [43]. However, 
there was no significant impact on Hypoglycaemic index 
(HoGI) and blood glucose sampling numbers [43]. In 
Mann et al.’s [49] study, there was also no significant dif-
ference regarding the time over and under the normo-
glycemic range (p = 0.08; p = 0.8, respectively) nor the 
incidence of hypoglycaemia (two incidents of hypogly-
caemia in each group) between the CDSSs group and the 
control group.

Ang et al. [14] placed the CGM devices on the abdo-
men of postoperative patients with hyperglycemia who 
required intravenous insulin infusions in ICUs. They 
assessed the CGM glucose accuracy by comparing the 
CGM values with point-of care blood glucose testing 
[14]. The results showed that 99.7% of the paired CGM 
glucose levels and point-of-care blood glucose testing fell 
within the Zone A and Zone B of the Clarke Error Grid 
which indicated a high accuracy CGM measurements for 
postoperative patients in ICUs [14]. Patients spent 90% 
of time within the glucose targeted range when using the 
CGM devices [14]. The target range was not reported in 
this paper.

Compliance with care bundles in intensive care units
Two studies analysed nurses’ compliance with care 
bundles in ICU following the introduction of tele-ICU 
models. The tele-ICU models involved experienced criti-
cal care nurses remotely providing guidance to bedside 
nurses to ensure appropriate nursing care was delivered 
to patients [39, 44]. ICU care bundles describe a ‘package’ 
of evidence-based interventions that should be under-
taken to reduce hospital acquired infections and improve 
patient safety and outcomes [51]. Following implementa-
tion of the tele-ICU model, Ruesch et al. [44] explored 
staff compliance with care bundles including ventilator-
associated pneumonia (VAP) bundles, deep vein throm-
bosis bundles and peptic ulcer disease bundles. While 
raw numerical data were not reported, the authors 
reported that nursing staff compliance with VAP bundles 
increased significantly post-tele-ICU (p = 0.02) [44]. Both 
the deep vein thrombosis and peptic ulcer disease bun-
dles’ compliance increased by 1% and 0.5%, respectively, 
but were not statistically significant [44].

Kahn et al. [39] also assessed compliance with ven-
tilator care bundles following the introduction of both 
a nurse-led tele-ICU model, and an electronic health 
information record system. Daily sedation interruptions 
and spontaneous breathing trials were the focus of the 
study. There were dramatic increases in the percentage of 
patients receiving daily sedation interruptions (p < 0.001) 
and daily spontaneous breathing trials p < 0.001) post 
implementation of the tele-ICU model and electronic 
health record system [39].

Zhang et al. [11] explored the use of the CDSS on qual-
ity control outcomes, focusing on real-time data col-
lection and quality control for nursing assessment and 
medication administration in one of the ICUs in China. 
Such a CDSS was aimed at reminding nurses to correct 
any inaccurate vital signs values that were automatically 
collected by the electronic health information record sys-
tem [11]. It also sent alerts to ICU nurses to identify any 
missed medication administration and mandatory nurs-
ing assessments [11]. The results demonstrated signifi-
cant improvements in the percentages of inaccurate vital 
signs documentation (decreasing from 9% pre-imple-
mentation to 1.33% post implementation, p < 0.001) [11]. 
The incidence of incomplete mediation administration 
was reduced by 1.66% dropping from 3.33% pre-imple-
mentation to 1.67% post-implementation (p < 0.001) and 
the prevalence of missed nursing assessments dropped 
down from 8% pre-implementation to 1.33% post-imple-
mentation (p < 0.001) [11].

Incidence of ICU-acquired complications
There were contradictory findings demonstrated by two 
studies examining outcomes from tele-ICU models. 
Kahn et al. [39] concluded that there was no difference 
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in ventilator-associated pneumonia rates following the 
introduction of tele-ICU and an electronic health record 
system. However, the incidence of ventilator-associated 
pneumonia reduced by 13% utilising the tele-ICU model 
in Ruesch et al.’s [44] study. Kahn et al. [39] also reported 
no statistical difference on other ICU-acquired com-
plications, including catheter-associated urinary tract 
infection and central catheter-associated bloodstream 
infection.

Compliance with screening for risks in emergency 
departments
There were several articles that discussed the impacts 
of nursing informatics on risk screening assessments 
in emergency departments. Curtis et al. [38] examined 
how the electronic health information record system 
impacted risk-screening completion rates for falls, pres-
sure ulcers and substance use in EDs. The study utilised 
the Waterlow pressure ulcer tool, substance use tools and 
fall risk screening tools to conduct risk assessments for 
all ED patients [38]. The tools were incorporated into the 
electronic health information record system and were 
required as one of essential nursing assessments [38]. 
After a one-year intervention period, the percentage of 
patients who had all three screening assessments carried 
out, significantly increased post-intervention (from 1.3% 
increased to 5.5% p < 0.001) [38].

Legambi et al. [46] implemented a Behavioural Activity 
Rating Scale (BARS) in the electronic health information 
record system in the ED to facilitate early detection of 
agitated patients and provide nonrestraint interventions 
in a timely manner to reduce the incidence of restraint 
use and subsequent injuries. Post-BARS implementation, 
from a total of 780 patients with behavioural and medical 
presentations, nearly 65.77% patients (n = 513) had BARS 
documented every 2 h [46]. Agitation was also detected 
and documented for 206 patients (n = 26.41%) which indi-
cated their BARS score was 5 or 6 out of 7 [46]. Among 
those agitated patients, about 68% (n = 140) of agitated 
behaviours were reduced by nonrestraint interven-
tions, including medications, de-escalation techniques 
and diversional activities [46]. There were a total of 18 
episodes of restraint use post-BARS implementation 
compared with 20 episodes of restraint use pre-BARS 
implementation [46]. Although there was no statistical 
significance regarding the incidence of restraint use post-
BARS implementation, there was a 75% reduction for 
patients who were restrained for more than 24 h in EDs 
post-BARS implementation (n = 8 patients pre-BARS; 
n = 2 patients post -BARS) [46].

Lowenstein et al. [50] established a quasi-experimental 
study in five EDs including three intervention EDs and 
two control EDs under the same health system to exam-
ine how the electronic health information record system 

and CDSSs affected the screening rates of Clinical Opi-
oid Withdrawal Scale (COWS) assessments for patients 
with opioid use disorder. In the intervention EDs, nurses 
utilised the electronic health information record system 
to recognise patients with opioid use disorder at triage 
[50]. Once the patients with opioid use disorder had been 
identified, CDSSs would be activated to facilitate nurses 
to conduct COWS assessments and prompt clinicians 
to initiate medication treatments for those patients [50]. 
The results demonstrated the COWS completion rates 
increased by 21.5% from 26% in the pre-implementation 
period to 48% in the post-implantation period (95% CI: 
17.7 to 25.3) [50]. However, there were no statistically 
significant changes in the control EDs (9.6% COWS com-
pletion rates pre-implementation; 14.3% COWS comple-
tion rates post-implementation; 95% CI: -0.5 to 10) [50].

Triage accuracy and interrater reliability
McLeod et al. [41] utilised the electronic Canadian Tri-
age and Acuity Scale (eCTAS) tool to evaluate the inter-
rater reliability of triage scores before and after the 
implementation of eCTAS, as a proxy patient safety mea-
sure. The eCTAS is a real-time electronic triage decision 
support system designed to help triage nurses standard-
ize the triage process in order to improve triage accuracy 
and therefore patient safety [41]. The study was con-
ducted in seven different EDs in Ontario, Canada [41]. 
Interrater reliability was used as a measure to assess the 
level of agreement between different triage nurses and 
an auditor; who independently assigned triage scores for 
the same ED presentations [41]. The results showed that 
interrater reliability was higher with eCTAS [41]. This 
was described as ‘nearly perfect agreement’ between tri-
age nurses and the auditor when using the eCTAS [41].

In contrast, Meer et al. [42] concluded that when using 
computer-supported telephone triage, the interrater reli-
ability was low among the call centre nurses, hospital 
physicians and primary care physicians, with poor agree-
ment among their triage scores [42].

Safety of triage redirection process
Feral-Pierssens et al. [48] analysed the safety of a redirec-
tion process by triage nurses using CDSSs for low-acuity 
patients. The CDSSs were implemented in the EDs to 
prompt triage nurses to potentially redirect low-acuity 
patients to nearby clinics for management based on spe-
cific inclusion criteria [48]. Post-implementation, among 
a total of 642 redirected low-acuity patients, there were 
2.8% of the patients (n = 18) unexpectedly returned to an 
ED within 48  h, and 4.8% of patients (n = 31) unexpect-
edly returned to an ED within 7 days [48]. There were 
no hospital admissions or deaths identified within 7 days 
among those redirected low-acuity patients [48].
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Length of stay and re-admission rates in critical care settings 
and hospitals
Four studies explored the impact of nursing informatics 
on length of stay in the critical care unit and in hospital 
[39, 40, 44, 45]. Levesque et al. [40] examined the influ-
ence of an Intensive Care Information System (ICIS) on 
patient length of stay. The ICIS was designed to improve 
the information processing and workflow in ICUs by col-
lecting and storing all nursing care data, bedside moni-
toring data, ventilator data, laboratory results, fluid 
balance, medication prescriptions and administration 
[40]. During the study period, no handwritten paper 
documentation was utilised [40]. The results showed a 
statistically significant reduction in the length of stay in 
ICU post ICIS implementation (p = 0.048) [40]. However, 
there was no statistically significant difference in length 
of hospital stay (p = 0.79) [40]. Similarly, there was no 
statistical difference regarding ICU re-admission rates 
pre-ICIS implementation and post-ICIS implementation 
(p = 0.86) [40].

Kahn et al. [39] and Ruesch et al. [44] analysed the 
effects of nurse-led tele-ICU models on patient ICU and 
hospital length of stay. Both studies showed a significantly 
reduced length of stay in ICU following the intervention. 
Ruesch et al.’s [44] results indicated overall ICU length of 
stay significantly declined (p≤0.05). Length of ICU and 
hospital stay also significantly reduced post interven-
tion in the study by Kahn et al. [39] (length of ICU stay: 
pre = 4.1 ± 5.4 days, post = 3.9 ± 5.0 days, p = 0.005; length 
of hospital stay: pre = 11.9 ± 12.5 days, post = 10.8 ± 11.2 
days, p < 0.001 respectively).

A study in Greece investigated the impacts of an elec-
tronic trauma documentation system on length of ED 
stay [45]. The data indicated a dramatic and significant 
decline in the time between admission and completion 
of planned care for trauma patients in the ED post using 
electronic documentation systems (p < 0.001) [45]. Simi-
larly, the total ED length of stay and the time between 
completion of care and discharge from the ED decreased 
significantly in the electronic documentation group, 
compared to the control group (p < 0.001, p < 0.001, 
respectively) [45].

Mortality rates in critical care settings
Intensive Care Information Systems (ICIS) and nurse-led 
tele-ICU models have been described above. According 
to Levesque et al. [40], there was no statistical difference 
in the mortality rate between the pre-ICIS implementa-
tion in ICU and post-ICIS implementation (p = 0.35). 
Similarly, there was no statistical change in the mortality 
rate found in a US study between pre-and post-interven-
tion groups by using both nurse-led tele ICU model and 
electronic health record system in the ICU (p = 0.54) [39].

However, Levesque et al. [40] did calculate the stan-
dardized mortality ratio (SMR) between the actual num-
ber of deaths in one study group and the number of 
predicted deaths based on the Simplified Acute Physiol-
ogy Score II (SAPS II) [40]. Following the implementation 
of ICIS, the observed mortality rates were much lower 
than predicted by SAPS II (p < 0.001) [40]. Ruesch et al. 
[44] also identified a decline in severity-adjusted mortal-
ity between expected and observed deaths, when using a 
nurse-led tele-ICU model, reporting a saving of 22 lives.

Discussion
This systematic review comprehensively explored the 
impacts of nursing informatics on patient safety in critical 
care settings. There were 17 high quality articles included 
in this review. Overall, patient safety results were posi-
tive. Nursing informatics were shown to facilitate nurses’ 
adherence to evidence-based practice and improve the 
process of care, resulting in reduced errors and promot-
ing patient safety outcomes. This included decreased 
incidence of pressure ulcers and medication errors; bet-
ter controlled blood glucose levels; and reduced length 
of ICU stay [13, 14, 37, 39, 40, 43–45, 47, 49]. Patient 
safety outcome measures were also improved, including 
improved compliance with ICU care bundles and nursing 
assessments as well as overall screening completion rates 
for risks of pressure ulcers, falls, substance use and agita-
tion in EDs [11, 39, 44, 46, 50].

Results are encouraging for reducing medication errors 
and HAPIs incidents. The benefits of an automated drug 
dispensing system (ADDS), continuous bedside pressure 
mapping (CBPM) systems and standardised reporting 
system via the electronic health information record sys-
tem have been demonstrated in the studies [13, 37, 47]. 
Medication errors can result in serious harm, disability or 
death [52]. Patients in critical care settings are more vul-
nerable to serious harm arising from medication errors 
due to their complicated co-morbidities and limited 
physiological reserves [53].The ADDS has potential ben-
eficial effects on reducing medication errors by enhanc-
ing the accuracy of medication preparation [37]. HAPIs 
are considered a preventable healthcare adverse event 
[54]. HAPIs can result in patients suffering unnecessary 
pain, potential infection, poor progress and decreased 
quality of life [55]. The CBPM system and standardised 
reporting system via the electronic health information 
record system can enable nurses to correctly identify and 
assess pressure injuries [13, 47]. Those systems could also 
provide regular pressure area care in critical care settings 
to dramatically reduce the incidence of HAPIs, subse-
quently reducing length of hospital stay, mortality rates 
and improving quality of life [13, 47]. The reduction in 
medication errors and HAPIs may decrease the financial 
burden on healthcare systems. Medication errors cost 
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approximately US$ 42 billion each year world-wide [52]. 
In Australia, approximately 2700 hospitalisations were 
associated with HAPIs in 2018 to 2019 and the estimated 
cost of those HAPIs was about AU$ 56,000 per admission 
[56]. The implementation of nursing informatics could 
potentially reduce those costly complications.

Glucose control has been enhanced by the CDSSs 
and CGM devices in ICU [14, 43, 49]. For critically ill 
patients, glucose control might be associated with a 
reduction in infection and mortality rates, and better 
clinical outcomes [49, 57]. By introducing the CDSSs and 
CGM devices, glucose control could be improved and 
well maintained [14, 43, 49].

The electronic health information record system, 
CDSSs and telehealth have been explored in multiple set-
tings and shown to have significant impacts on length 
of stay, compliance with ICU care bundles and screen-
ing completion rates for risks of falls, pressure ulcers, 
substance use and agitations in critical care settings by 
improving the process of care and workflow [38–40, 44–
46, 50]. Completion of screening assessments for falls, 
pressure ulcers, substance use and agitation in EDs are 
aimed at early detection of risk factors for specific com-
plications, such as falls and withdrawal symptoms due to 
substance misuse [38, 46, 50]. Those complications could 
potentially prolong the length of ED stay which has been 
linked to increased 30-day all-cause mortality rates and 
delayed time to critical interventions [58]. ICU care bun-
dles are considered as evidence-based practice that could 
prevent patients from hospital-acquired complications 
which could prolong the ICU length of stay [59]. The 
implementation of nursing informatics helped reduce the 
length of ED and ICU stays. With reduced ED and ICU 
length of stay, the patient flow of overcrowded EDs would 
be facilitated; financial costs, mortality rates and read-
mission rates could be lowered [58, 59].

Nursing informatics has changed the way we deliver 
healthcare. The electronic health information record sys-
tem has made it easier for nurses to access patient infor-
mation accurately and rapidly [45]. It also helped nurses 
prioritise their tasks and reduce time on documenta-
tion with more time spent on direct patient care [10]. 
The global nursing shortage, and specifically a shortage 
of skilled critical care staff increases the risk of negative 
patient outcomes including increased mortality rates 
and increased nosocomial infections [60]. With poor 
critical care nurse staffing levels, nurses might experi-
ence burnout and emotional exhaustion [60]. This phe-
nomenon has been significantly aggravated during the 
Coronavirus (COVID-19) pandemic [60]. The use of 
nurse-led tele-ICU models could potentially address the 
real-time shortages of critical care nurses. The nurse-
led tele-ICU model is a way of providing expert nursing 
support to a broader range of staff including both novice 

and advanced bedside nurses to facilitate adherence to 
evidence-based guidelines during patient care [39, 44]. 
Within the tele-ICU models, the remote teams could 
also monitor the patients haemodynamic conditions via 
the electronic health information record systems and 
prompt bedside nurses to provide relevant interventions 
to respond to patient deterioration, preventing compli-
cations [44]. The potential value of such a model should 
be realised and this nurse-led tele-ICU model should be 
implemented more widely.

However, the use of CDSSs for ED triage or redirection 
process of low-acuity patients was not clearly supported 
and is somewhat controversial. Although Feral-Pierssens 
[48] reported the rates of unexpected returns to any 
EDs within 48 h and within 7 days post implementation 
of redirection program, it was difficult to compare the 
results to other existing literature due to different redi-
rection strategies. Interestingly, a very low interrater 
reliability was demonstrated by Meer et al. [42] among 
call centre nurses, hospital physicians and primary care 
physicians using telehealth triage. The decision-making 
process is complex and dynamic [61]. Rather than an 
emphasis on correct triage decisions, it is important to 
analyse the reasons behind inconsistent triage decisions 
between clinicians [61]. Further research in this area is 
necessary.

Limitations
This systematic review has limitations. There are con-
founders affecting the measurement of patient safety 
outcomes. For example, it is difficult to state categorically 
that nursing informatics were the only contributing fac-
tor to results such as length of stay, mortality rates and 
readmission rates. Other factors, such as other clinicians 
involved in healthcare delivery, can potentially reduce 
the adverse health problems and improve patient out-
comes. There were 58 full-text papers that were unable 
to be retrieved. Although the authors attempted to con-
tact the corresponding authors of those 58 papers, none 
were made available. This could cause potential selection 
bias. Also, only papers in English were retrieved in this 
systematic review, potentially missing key relevant work 
in other languages. The studies included in this system-
atic review involved various countries, reflecting different 
cultural contexts which might influence the impacts of 
nursing informatics on patient safety outcomes.

Conclusion
In this systematic review, the impacts of nursing infor-
matics on patient safety in critical care settings were 
comprehensively analysed from high-quality papers. In 
critical care settings, nursing informatics has been asso-
ciated with improved patient safety outcomes. Nursing 
informatics contributed to decreasing and preventing 
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adverse events in hospital which could reduce the finan-
cial burden on healthcare systems and redirect health-
care funding to promote patient safety. However, further 
research regarding the impacts of nursing informatics in 
various clinical settings should be considered, particu-
larly involving more controlled clinical trials.

Abbreviations
ADDS  Automated Drug Dispensing System
BARS  Behavioural activity rating scale
CBPM  Continuous Bedside Pressure Mapping
CCU  Coronary Care Units
CDSSs  Clinical Decision Support Systems
CI  Continuous glucose monitoring
COWS  Clinical opioid withdrawal scale
%DOE  The percentage of Detailed Opportunities for Error
ED  Emergency Department;
Ectas  Electronic Canadian Triage and Acuity Scale
HER  Electronic Health Record
EMR  Electronic Medical Record
GPI  Glycaemic Penalty Index
HAPIs  Hospital-Acquired Pressure Injuries;
HDU  High Dependency Units;
HGI  Hyperglycaemic Index;
HoGI  Hypoglycaemic Index;
ICU  Intensive Care Unit;
ICIS  Intensive Care Information System;
IRR  Incidence Rate Ratio;
JBI  Joanna Briggs Institute;
MICU  Medical Intensive Care Unit;
RCTs  Randomised Control Trials;
SWiM  Synthesis Without Meta-analysis;
TIGER  Technology Informatics Guiding Education Reform;
%TOE  The percentage of Total Opportunities for Error
VAP  Ventilator-Associated Pneumonia

Supplementary Information
The online version contains supplementary material available at  h t t p  s : /  / d o i  . o  r 
g /  1 0 .  1 1 8 6  / s  1 2 9 1 2 - 0 2 5 - 0 3 1 9 5 - 6.

Supplementary Material 1

Acknowledgements
Not applicable.

Author contributions
Qian Shi: Conceptualization and Methodology and Formal Analysis, and Data 
Curation and Writing-Original Draft. Rosie Wotherspoon: Conceptualization 
and Methodology and Formal Analysis and Data Curation and Writing-Review 
& Editing and Supervision. Julia Morphet: Conceptualization and Methodology 
and Formal Analysis and Data Curation and Writing-Review and Editing and 
Supervision.

Funding
This systematic review did not receive any specific grant from funding 
agencies in the public, commercial, or not-for-profit sectors.

Data availability
Data available within the article or its supplementary materials.

Declarations

Ethics approval and consent to participate
Unlike primary research studies, systematic reviews do not involve the 
collection of personal and confidential information from participants. 
Therefore, this systematic review is not subject to ethical approval. All 
contributors are appropriately acknowledged in this systematic review.

Competing interests
The authors declare no competing interests.

Consent for publication
Not applicable.

Author details
1Nursing & Midwifery, Monash University, Austin Health, Melbourne 
Room 2.32, Level 2, Building E, Peninsula Campus, 47 – 49 Moorooduc 
Highway, Frankston, Melbourne, VIC 3199, Australia
2Nursing & Midwifery, Monash University, Melbourne Room 2.63, Building 
E, Peninsula Campus, 47-49 Moorooduc Highway, Frankston, Melbourne, 
VIC 3199, Australia
3Nursing & Midwifery, Monash University, Melbourne Peninsula Campus, 
47 – 49 Moorooduc Highway Frankston, Melbourne, VIC 3199, Australia

Received: 2 August 2024 / Accepted: 9 May 2025

References
1. Hussey P, Kennedy MA. Introduction to nursing informatics. Fifth ed: Cham, 

Switzerland: Springer; 2021.
2. Urden LD, Stacy KM, Lough ME. Priorities in critical care nursing. Eighth edi-

tion. ed: St. Louis, Missouri: Elsevier; 2020.
3. Nadkarni GN, Sakhuja A. Clinical informatics in critical care medicine. Yale J 

Biology Med. 2023;96(3):397–405.
4. Curtis K, Ramsden C, Shaban RZ, Fry M, Considine J, Triggs J. Emergency and 

trauma care for nurses and paramedics. Third edition. ed: Chatswood, NSW: 
Elsevier. 2019.

5. Klazinga N, Slawomirski L. The economics of patient safety: from analysis 
to action. Paris: Organisation for Economic Cooperation and Development 
(OECD); 2022. pp. 01–72.

6. Agency for Healthcare Research and Quality (AHRQ). Types of Health Care 
Quality Measures 2015. Available from:  h t t p  s : /  / w w w  . a  h r q  . g o  v / t a  l k  i n g  q u a  l i t y  / 
m  e a s u r e s / t y p e s . h t m l # : ~ : t e x t = P r o c e s s % 2 0 m e a s u r e s % 2 0 i n d i c a t e % 2 0 w h a t % 2 
0 a , a c c e p t e d % 2 0 r e c o m m e n d a t i o n s % 2 0 f o r % 2 0 c l i n i c a l % 2 0 p r a c t i c e

7. McBride S, Tietze M. Nursing Informatics for the Advanced Practice Nurse, 
Third Edition: Patient Safety, Quality, Outcomes, and Interprofessionalism. 3rd 
edition ed. New York: Springer Publishing Company. 2022.

8. Larson L. The role of a nurse practitioner in a big Bang electronic medical 
record implementation. Comput Inf Nurs. 2021;39(3):113–9.

9. Dunn Lopez K, Gephart SM, Raszewski R, Sousa V, Shehorn LE, Abraham J. 
Integrative review of clinical decision support for registered nurses in acute 
care settings. J Am Med Inf Assoc. 2017;24(2):441–50.

10. Mills S. Electronic health records and use of clinical decision support. Crit 
Care Nurs Clin North Am. 2019;31(2):125–31.

11. Zhang S, Quan YY, Chen J. Construction and application of an ICU nursing 
electronic medical record quality control system in a Chinese tertiary hospi-
tal: a prospective controlled trial. BMC Nurs. 2024;23(1):493–8.

12. Ouedraogo J-M, Baraka SE, Adade CA, Sitsopeh J, Sessouma A, Belahcen MJ, 
et al. Risk reduction in a cancer chemotherapy production unit: contri-
bution of an automated drug dispensing system. J Oncol Pharm Pract. 
2021;27(4):863–70.

13. Behrendt R, Ghaznavi AM, Mahan M, Craft S, Siddiqui A. Continuous bedside 
pressure mapping and rates of hospital-assoicated pressure ulcers in a medi-
cal intensive care unit. Am J Crit Care. 2014;23(2):127–33.

14. Ang L, Lin YK, Schroeder LF, Huang Y, DeGeorge CA, Arnold P, et al. Feasibility 
and performance of continuous glucose monitoring to guide computerized 
insulin infusion therapy in cardiovascular intensive care unit. J Diabetes Sci 
Technol. 2024;18(3):562–9.

15. Gephart SM, Bristol AA, Dye JL, Finley BA, Carrington JM. Validity and reliabil-
ity of a new measure of nursing experience with unintended consequences 
of electronic health records. Comput Inf Nurs. 2016;34(10):436–47.

16. Alotaibi YK, Federico F. The impact of health information technology on 
patient safety. Saudi Med J. 2017;38(12):1173–80.

17. Campanella P, Lovato E, Marone C, Fallacara L, Mancuso A, Ricciardi W, et al. 
The impact of electronic health records on healthcare quality: A systematic 
review and meta-analysis. Eur J Pub Health. 2016;26(1):60–4.

18. Mebrahtu TF, Skyrme S, Randell R, Keenan A-M, Bloor K, Yang H, et al. Effects 
of computerised clinical decision support systems (CDSS) on nursing 

https://doi.org/10.1186/s12912-025-03195-6
https://doi.org/10.1186/s12912-025-03195-6
https://www.ahrq.gov/talkingquality/measures/types.html#:~:text=Process%20measures%20indicate%20what%20a,accepted%20recommendations%20for%20clinical%20practice
https://www.ahrq.gov/talkingquality/measures/types.html#:~:text=Process%20measures%20indicate%20what%20a,accepted%20recommendations%20for%20clinical%20practice
https://www.ahrq.gov/talkingquality/measures/types.html#:~:text=Process%20measures%20indicate%20what%20a,accepted%20recommendations%20for%20clinical%20practice


Page 22 of 23Shi et al. BMC Nursing          (2025) 24:546 

and allied health professional performance and patient outcomes: a 
systematic review of experimental and observational studies. BMJ Open. 
2021;11(12):e053886–e.

19. Aromataris E, Lockwood C, Porritt K, Pilla B, Jordan Z. JBI Manual for Evidence 
Synthesis: JBI. 2024. Available from:  h t t p  s : /  / j b i  - g  l o b  a l -  w i k i  . r  e fi   n e d  . s i t  e /  s p a  c e /  
M A N U  A L  / 3 5  5 5 9  9 5 0 4  / D  o w n l o a d a b l e + P D F + - + c u r r e n t + v e r s i o n ? a t t a c h m e n t = 
% 2 F d o w n l o a d % 2 F a t t a c h m e n t s % 2 F 3 5 5 5 9 9 5 0 4 % 2 F J B I % 2 5 2 0 M a n u a l % 2 5 2 0 f o r 
% 2 5 2 0 E v i d e n c e % 2 5 2 0 S y n t h e s i s % 2 5 2 0 N o v % 2 5 2 0 2 0 2 4 . p d f & t y p e = a p p l i c a t i o n 
% 2 F p d f & fi  l e n a m e = J B I % 2 0 M a n u a l % 2 0 f o r % 2 0 E v i d e n c e % 2 0 S y n t h e s i s % 2 0 N o v 
% 2 0 2 0 2 4 . p d f

20. Demiris G, Zierler B. Integrating problem-based learning in a nursing infor-
matics curriculum. Nurse Educ Today. 2010;30(2):175–9.

21. The Joanna Briggs Institute. Critical Apprasial Tools. 2024 [Available from:  h t t p  
s : /  / j b i  . g  l o b  a l /  c r i t  i c  a l -  a p p  r a i s  a l  - t o o l s

22. Covidence. How to import references Covidence. 2023 [Available from:  h t t p  s : 
/  / s u p  p o  r t .  c o v  i d e n  c e  . o r  g / h  e l p /  s t  u d y - i m p o r t s

23. Chernomas WM, Rieger KL, Karpa JV, Clarke DE, Marchinko S, Demczuk L. 
Young women’s experiences of psychotic illness: a systematic review of quali-
tative research. JBI Database Syst Rev Implement Rep. 2017;15(3):694–737.

24. Aromataris E, Munn Z. JBI manual for evidence synthesis. JBI. 2020. Available 
from:  h t t p  s : /  / s y n  t h  e s i  s m a  n u a l  . j  b i . g l o b a l.  h t t p  s : /  / d o i  . o  r g /  1 0 .  4 6 6 5  8 /  J B I M E S - 2 
0 - 0 1

25. Campbell M, McKenzie JE, Sowden A, Katikireddi SV, Brennan SE, Ellis S, et 
al. Synthesis without meta-analysis (SWiM) in systematic reviews: reporting 
guideline. BMJ. 2020;368:l6890–l.

26. Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow CD, et al. 
The PRISMA 2020 statement: an updated guideline for reporting systematic 
reviews. J Clin Epidemiol. 2021;134:178–89.

27. Çetin SB, Cebeci F, Eray O. The effect of computer-based decision support 
system on emergency department triage: Non-randomised controlled trial. 
Int Emerg Nurs. 2023;70:101341.

28. Feral-Pierssens A-L, Gaboury I, Carbonnier C, Breton M. Redirection of 
low-acuity emergency department patients to nearby medical clinics using 
an electronic medical support system: effects on emergency department 
performance indicators. BMC Emerg Med. 2024;24(1):166–9.

29. Linton E, Souffront K, Gordon L, Loo GT, Genes N, Glassberg J. System 
level informatics to improve triage practices for sickle cell disease Vaso-
Occlusive crisis: A cluster randomized controlled trial. J Emerg Nurs. 
2021;47(5):742–e511.

30. Hanneman SK, Gusick GM, Hamlin SK, Wachtel SJ, Cron SG, Jones DJ, et al. 
Manual vs automated lateral rotation to reduce preventable pulmonary 
complications in ventilator patients. Am J Crit Care. 2015;24(1):24–32.

31. Berger MM, Revelly J-P, Wasserfallen J-B, Schmid A, Bouvry S, Cayeux M-C 
et al. Impact of a computerized information system on quality of nutri-
tional support in the ICU. Nutrition (Burbank, Los Angeles County, Calif ). 
2006;22(3):221–9.

32. Ackrivo J, Horbowicz KJ, Mordino J, El Kherba M, Ellingwood J, Sloan K, et al. 
Successful implementation of an automated sedation vacation process in 
intensive care units. Am J Med Qual. 2016;31(5):463–9.

33. Ludwig-Beymer P, Williams P, Stimac E. Comparing portable computers with 
bedside computers when administering medications using bedside medica-
tion verification. J Nurs Care Qual. 2012;27(4):288–98.

34. Slain T, Rickard-Aasen S, Pringle JL, Hegde GG, Shang J, Johnjulio W, 
et al. Incorporating screening, brief intervention, and referral to treat-
ment into emergency nursing workflow using an existing computerized 
physician order entry/clinical decision support system. J Emerg Nurs. 
2014;40(6):568–74.

35. Vogelzang M, Zijlstra F, Nijsten MWN. Design and implementation of GRIP: A 
computerized glucose control system at a surgical intensive care unit. BMC 
Med Inf Decis Mak. 2005;5(1):38.

36. Williams L-MS, Johnson E, Armaignac DL, Nemeth LS, Magwood GS. A mixed 
methods study of Tele-ICU nursing interventions to prevent failure to rescue 
of patients in critical care. Telemedicine J e-health. 2019;25(5):369–79.

37. Chapuis C, Roustit M, Bal G, Schwebel C, Pansu P, David-Tchouda S, et al. 
Automated drug dispensing system reduces medication errors in an inten-
sive care setting. Crit Care Med. 2010;38(12):2275–81.

38. Curtis K, Qian S, Yu P, White J, Ruperto K, Balzer S, et al. Does electronic medi-
cal record redesign increase screening of risk for pressure injury, falls and 
substance use in the emergency department? An implementation evalua-
tion. Australas Emerg Care. 2021;24(1):20–7.

39. Kahn JM, Gunn SR, Lorenz HL, Alvarez J, Angus DC. Impact of Nurse-Led 
remote screening and prompting for Evidence-Based practices in the ICU. 
Crit Care Med. 2014;42(4):896–904.

40. Levesque E, Hoti E, Azoulay D, Ichai P, Samuel D, Saliba F. The implementation 
of an intensive care information system allows shortening the ICU length of 
stay. J Clin Monit Comput. 2015;29(2):263–9.

41. McLeod SL, McCarron J, Ahmed T, Grewal K, Mittmann N, Scott S, et al. 
Interrater reliability, accuracy, and triage time Pre- and Post-implementation 
of a Real-Time electronic triage Decision-Support tool. Ann Emerg Med. 
2020;75(4):524–31.

42. Meer A, Gwerder T, Duembgen L, Zumbrunnen N, Zimmermann H. Is 
computer-assisted telephone triage safe? A prospective surveillance study in 
walk-in patients with non-life-threatening medical conditions. Emerg Med J. 
2012;29(2):124–8.

43. Meyfroidt G, Wouters P, De Becker W, Cottem D, Van den Berghe G. Impact of 
a computer-generated alert system on the quality of tight glycemic control. 
Intensive Care Med. 2011;37(7):1151–7.

44. Ruesch C, Mossakowski J, Forrest J, Hayes M, Jahrsdoerfer M, Comeau E, et al. 
Using nursing expertise and telemedicine to increase nursing collaboration 
and improve patient outcomes. Telemed J E Health. 2012;18(8):591–5.

45. Zikos D, Diomidous M, Mpletsa V. The effect of an electronic Documentation 
system on the trauma patient’s length of stay in an emergency department. J 
Emerg Nurs. 2014;40(5):469–75.

46. Legambi TF, Doede M, Michael K, Zaleski M. A quality improvement project 
on agitation management in the emergency department. J Emerg Nurs. 
2021;47(3):390–e93.

47. Armstrong AA. Implementing an electronic root cause analysis reporting 
system to decrease Hospital-Acquired pressure injuries. J Healthc Qual. 
2023;45(3):125–32.

48. Feral-Pierssens A-L, Morris J, Marquis M, Daoust R, Cournoyer A, Lessard J, et 
al. Safety assessment of a Redirection program using an electronic applica-
tion for low-acuity patients visiting an emergency department. BMC Emerg 
Med. 2022;22(1):71.

49. Mann EA, Jones JA, Wolf SE, Wade CE. Computer decision support software 
safely improves glycemic control in the burn intensive care unit: A random-
ized controlled clinical study. J Burn Care Res. 2011;32(2):246–55.

50. Lowenstein M, Perrone J, McFadden R, Xiong RA, Meisel ZF, O’Donnell N, et 
al. Impact of universal screening and automated clinical decision support 
for the treatment of opioid use disorder in emergency departments: A 
Difference-in-Differences analysis. Ann Emerg Med. 2023;82(2):131–44.

51. Weavind LM, Saied N, Hall JD, Pandharipande PP. Care bundles in the adult 
ICU: is it Evidence-Based medicine? Current anesthesiology reports. (Philadel-
phia). 2013;3(2):79–88.

52. World Health Organization (WHO). Medication without harm. 2017 [Available 
from:  h t t p  : / /  d o i .  o r  g / fi   l e  / U s e  r s  / s h  e e n  a / D o  w n  l o a  d s /  W H O -  H I  S - S D S - 2 0 1 7 . 6 - e n g 
. p d f

53. Suclupe S, Martinez-Zapata MJ, Mancebo J, Font‐Vaquer A, Castillo‐Masa AM, 
Viñolas I, et al. Medication errors in prescription and administration in criti-
cally ill patients. J Adv Nurs. 2020;76(5):1192–200.

54. Australian Commission on Safety and Quality in Health Care (ACSQHC). 
National Safety and Quality Health Service Standards: Australian Commission 
on Safety and Quality in Health Care. 2021. Available from:  h t t p  s : /  / w w w  . s  a f e  t 
y a  n d q u  a l  i t y  . g o  v . a u  / s  i t e  s / d  e f a u  l t  / fi   l e s  / 2 0 2  1 -  0 5 /  n a t  i o n a  l _  s a f  e t y  _ a n d  _ q  u a l  i t y  _ 
h e a  l t  h _ s  e r v  i c e _  n s  q h s  _ s t  a n d a  r d  s _ s  e c o  n d _ e  d i  t i o n _ - _ u p d a t e d _ m a y _ 2 0 2 1 . p d f

55. El Genedy M, Hahnel E, Tomova-Simitchieva T, Padula WV, Hauß A, Löber 
N, et al. Cost‐effectiveness of multi‐layered silicone foam dressings for 
prevention of sacral and heel pressure ulcers in high‐risk intensive care unit 
patients: an economic analysis of a randomised controlled trial. Int Wound J. 
2020;17(5):1291–9.

56. Australian Commission on Safety and Quality in Health Care (ACSQHC). 
Preventing pressure injuries and wound management. 2020. Available from:  
h t t p s :   /  / w w  w .  s a f  e t y a  n d q  u a  l i t   y . g   o v .   a u  / s i   t e s  / d e  f a   u l t  / fi    l e s  /  2  0  2  0 - 1 0   / f a  c t   _    s h e e  t _ 
-  _ p  r e  v  e n t  i n g _   p  r e s  s u r e  _  i n  j   u r i e s _  a n d _ w o u n d _  m a n a  g e m e  n t _ o c t _ 2 0 2 0 . p d f

57. Moncrieff J, Jayagopal V, Yates D. Glycaemic control in critical care: can flash 
glucose monitoring help? J Intensive Care Soc. 2023;24(1):121–2.

58. Dinh MM, Arce CP, Berendsen Russell S, Bein KJ. Predictors and in-hospital 
mortality associated with prolonged emergency department length of stay 
in new South Wales tertiary hospitals from 2017 to 2018. Emerg Med Austra-
las. 2020;32(4):611–7.

59. Radwan NM, Mahmoud NE, Alfaifi AH, Alabdulkareem KI. Factors associated 
with prolonged length of stay in intensive care unit: systematic review and 
Meta-analysis. Adv Bioscience Clin Med. 2021;9(1):30.

https://jbi-global-wiki.refined.site/space/MANUAL/355599504/Downloadable+PDF+-+current+version?attachment=%2Fdownload%2Fattachments%2F355599504%2FJBI%2520Manual%2520for%2520Evidence%2520Synthesis%2520Nov%25202024.pdf&type=application%2Fpdf&filename=JBI%20Manual%20for%20Evidence%20Synthesis%20Nov%202024.pdf
https://jbi-global-wiki.refined.site/space/MANUAL/355599504/Downloadable+PDF+-+current+version?attachment=%2Fdownload%2Fattachments%2F355599504%2FJBI%2520Manual%2520for%2520Evidence%2520Synthesis%2520Nov%25202024.pdf&type=application%2Fpdf&filename=JBI%20Manual%20for%20Evidence%20Synthesis%20Nov%202024.pdf
https://jbi-global-wiki.refined.site/space/MANUAL/355599504/Downloadable+PDF+-+current+version?attachment=%2Fdownload%2Fattachments%2F355599504%2FJBI%2520Manual%2520for%2520Evidence%2520Synthesis%2520Nov%25202024.pdf&type=application%2Fpdf&filename=JBI%20Manual%20for%20Evidence%20Synthesis%20Nov%202024.pdf
https://jbi-global-wiki.refined.site/space/MANUAL/355599504/Downloadable+PDF+-+current+version?attachment=%2Fdownload%2Fattachments%2F355599504%2FJBI%2520Manual%2520for%2520Evidence%2520Synthesis%2520Nov%25202024.pdf&type=application%2Fpdf&filename=JBI%20Manual%20for%20Evidence%20Synthesis%20Nov%202024.pdf
https://jbi-global-wiki.refined.site/space/MANUAL/355599504/Downloadable+PDF+-+current+version?attachment=%2Fdownload%2Fattachments%2F355599504%2FJBI%2520Manual%2520for%2520Evidence%2520Synthesis%2520Nov%25202024.pdf&type=application%2Fpdf&filename=JBI%20Manual%20for%20Evidence%20Synthesis%20Nov%202024.pdf
https://jbi-global-wiki.refined.site/space/MANUAL/355599504/Downloadable+PDF+-+current+version?attachment=%2Fdownload%2Fattachments%2F355599504%2FJBI%2520Manual%2520for%2520Evidence%2520Synthesis%2520Nov%25202024.pdf&type=application%2Fpdf&filename=JBI%20Manual%20for%20Evidence%20Synthesis%20Nov%202024.pdf
https://jbi.global/critical-appraisal-tools
https://jbi.global/critical-appraisal-tools
https://support.covidence.org/help/study-imports
https://support.covidence.org/help/study-imports
https://synthesismanual.jbi.global
https://doi.org/10.46658/JBIMES-20-01
https://doi.org/10.46658/JBIMES-20-01
http://doi.org/file/Users/sheena/Downloads/WHO-HIS-SDS-2017.6-eng.pdf
http://doi.org/file/Users/sheena/Downloads/WHO-HIS-SDS-2017.6-eng.pdf
https://www.safetyandquality.gov.au/sites/default/files/2021-05/national_safety_and_quality_health_service_nsqhs_standards_second_edition_-_updated_may_2021.pdf
https://www.safetyandquality.gov.au/sites/default/files/2021-05/national_safety_and_quality_health_service_nsqhs_standards_second_edition_-_updated_may_2021.pdf
https://www.safetyandquality.gov.au/sites/default/files/2021-05/national_safety_and_quality_health_service_nsqhs_standards_second_edition_-_updated_may_2021.pdf
https://www.safetyandquality.gov.au/sites/default/files/2020-10/fact_sheet_-_preventing_pressure_injuries_and_wound_management_oct_2020.pdf
https://www.safetyandquality.gov.au/sites/default/files/2020-10/fact_sheet_-_preventing_pressure_injuries_and_wound_management_oct_2020.pdf
https://www.safetyandquality.gov.au/sites/default/files/2020-10/fact_sheet_-_preventing_pressure_injuries_and_wound_management_oct_2020.pdf


Page 23 of 23Shi et al. BMC Nursing          (2025) 24:546 

60. Topple M, Jaspers R, Watterson J, McClure J, Rosenow M, Pollock W, et 
al. Nursing workforce deployment and intensive care unit strain dur-
ing the COVID-19 pandemic in Victoria, Australia. Australian Crit Care. 
2023;36(1):84–91.

61. Soola AH, Mehri S, Azizpour I. Evaluation of the factors affecting triage 
decision-making among emergency department nurses and emergency 
medical technicians in Iran: a study based on Benner’s theory. BMC Emerg 
Med. 2022;22(1):1–174.

Publisher’s note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.


	Nursing informatics and patient safety outcomes in critical care settings: a systematic review
	Abstract
	Introduction
	Review objective

	Methods
	Inclusion criteria
	Exclusion criteria
	Search strategy
	Selection of studies
	Quality assessment
	Data extraction
	Data analysis

	Results
	Study selection
	Quality of studies
	Study characteristics and designs
	Patient safety
	Incidence of pressure ulcers
	The frequency of medication errors
	Glucose control in critical care settings
	Compliance with care bundles in intensive care units
	Incidence of ICU-acquired complications
	Compliance with screening for risks in emergency departments
	Triage accuracy and interrater reliability
	Safety of triage redirection process
	Length of stay and re-admission rates in critical care settings and hospitals
	Mortality rates in critical care settings


	Discussion
	Limitations

	Conclusion
	References


