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Abstract

Background: Patients are increasingly being offered online record access (ORA) through patient-accessible electronic health
records (PAEHRs), but implementation is often met with resistance from health care professionals (HCPs). Experiences from
previous implementations may provide important insights into potential barriers and facilitators. 

Objective: This study aimed to investigate the factors influencing the implementation of the Swedish PAEHR system in primary
care from the perspectives of HCPs.

Methods: We conducted 14 semistructured interviews with a diverse group of HCPs shortly after the implementation of the
Swedish PAEHR system. The interviews were analyzed using the Consolidated Framework for Implementation Research (CFIR)
and content analysis, identifying key themes related to PAEHR implementation.

Results: The analysis identified several potential factors influencing the implementation of the Swedish PAEHR system.
According to the HCPs, the PAEHR system was flawed but also flexible. The HCPs described working in a complex and imperfect
organization, which nonetheless had an existing structure, support, and established communication with patients. They also
described nondocumentation-related use of the electronic health record system. Moreover, they reported dealing with a complicated
patient group with varying needs and high expectations. The HCPs expressed that they worked in a patient-centered way and
with patient engagement. The HCPs could see both the advantages and disadvantages of the PAEHR system and had some
concerns. There were mixed views of the extent of the change, where some felt patient ORA would not affect their work at all
and others expected a substantial impact. Some HCPs had experience using the PAEHR system themselves, while some lacked
knowledge and interest. Furthermore, the implementation process was perceived as long and uneventful, with fragmented
communication, where existing communication activities were used. The HCPs also reported receiving some information and
education about PAEHRs outside the organization. The HCPs had limited awareness of how patients were introduced to the
PAEHR system.

Conclusions: This study underscores the importance of having a usable electronic health record system and addressing
organizational issues, such as issues with the work environment, for optimal implementation of eHealth services such as the
PAEHR system. It also highlights the importance of HCPs’ views and experiences with their patients, and their perceptions and
attitudes toward the intervention. Additionally, this study stresses the importance of effective implementation processes and
communication strategies for both HCPs and patients.
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Introduction

Background
In the present health care landscape, patient-accessible electronic
health records (PAEHRs) have been implemented in several
countries worldwide [1-4]. With the European Health Data
Space proposal, this transformation is set to accelerate further
[5]. Yet, despite the reported benefits of patient online record
access (ORA), including improved patient-provider
relationships, improved medication adherence, and reduced
anxiety [6], implementation has proven challenging in many
contexts, not the least due to concerns and resistance from health
care professionals (HCPs) [7-10].

HCPs have expressed several concerns regarding patient ORA
[11-15]. For example, although they acknowledge some potential
benefits of PAEHRs, they also believe that the records might
be incomprehensible or that patients might misunderstand them
due to the presence of medical language and potentially complex
content. Concerns are that patients may become unnecessarily
worried or make decisions based on misunderstanding that could
cause harm. HCPs have also reported changing documentation
practices to reduce the risk of confusion by writing notes more
comprehensively and by omitting hypotheses [12,16], which
may make the documentation less clinically useful [17]. In
addition, HCPs have been concerned about the potential increase
in their workload due to the implementation of ORA [8]. After
implementation, HCPs have reported some increase in their
workload [12,16] related to, for example, helping patients access
PAEHRs and understand their content. In contrast, for some
professional groups, there have been reports of a decrease in
workload related to administering paper copies of electronic
health records (EHRs) to patients [16].

Furthermore, HCPs have expressed concerns that the record’s
content might worry patients [14,15]. After implementation,
patients have reported experiencing distress from reading their
records online [12,18]. In Sweden, according to a national
survey study, 26% of participants worried about something they
had read, and they usually searched for answers online, called
the hospital, or raised their concerns at their next visit [18].
Another concern among HCPs is the safeguarding of vulnerable
patient groups (eg, domestic abuse victims and at-risk children)
[13,19]. Patients are, however, not as concerned about security
and privacy and have not experienced many breaches [20-22].

While several studies have focused on attitudes and experiences
of PAEHRs, few have investigated their implementation and
how the implementation process could affect the concerns of
HCPs. According to the Consolidated Framework for
Implementation Research (CFIR), 5 domains are important to
consider when studying the implementation of interventions:
intervention characteristics, inner setting, outer setting,
characteristics of the individuals involved, and the
implementation process itself [23]. The framework can be used
to both plan implementation projects and study successful and
failed implementations. Considering the challenges and delays

described in the implementation of patient ORA, it is important
to deepen our understanding of the factors that may affect the
introduction in different contexts, including HCP concerns. In
this study, we used the CFIR to structure our analysis and help
explain HCPs’ concerns and attitudes toward patient ORA and
their experiences of the implementation in a Swedish primary
care context.

In Sweden, the first patient ORA trial took place in a primary
care center (PCC) in 1997 and had promising results [24], but
implementation soon faced legal roadblocks, which took years
to resolve [25]. In 2008, the new Patient Data Act allowed health
care providers to give patients ORA, and implementation could
resume. Scale-up was step-wise, and eventually, all patients in
Region Uppsala gained access to PAEHRs in 2012. The local
PAEHR system was integrated with the National Health
Information Exchange infrastructure in 2015, and in 2016, 17
of the 21 Swedish regions were providing patients with access
to their EHRs [25]. By 2018, all Swedish regions were providing
patients with ORA.

Aspects, such as what health record information is accessible
to patients, who can access it, and when is it made available,
can vary from region to region and between health care
providers [1-4,26,27]. Sweden has a national regulatory
framework for patient ORA, first established in 2012 with
mandatory and elective paragraphs [28]. Due to the legal
framework’s flexibility, the 21 autonomous Swedish regions
made different decisions on what information can be accessed,
when it can be accessed, and who can access it. An updated
national regulatory framework from 2016 promises more
unification [29], but it is yet to be fully adopted. Individual
HCPs have little control over the system and can, for example,
not delay access to certain information. Health care providers
can, however, opt to make specific keywords used in the EHR
inaccessible to patients in PAEHRs to safeguard patients (eg,
early hypotheses or concerns for domestic abuse) [30]. 

Swedish regions adopted different implementation strategies
and faced various barriers [31]. In Uppsala, the first region to
implement PAEHRs, HCPs were not involved, leading to
resistance and negative impacts on implementation. Recognizing
this, other regions engaged HCPs, influencing decisions such
as restriction of patient access to EHR entries made after
implementation [31]. Stakeholders globally emphasized that
HCP and patient involvement and education, and institutional
change strategies are key to successful implementation [7,32].

As HCPs play a critical role in the adoption of patient ORA, it
is essential to further deepen our understanding of what factors,
from their perspectives, influence successful implementation.
This study, therefore, explores the implementation of the
Swedish PAEHR system in primary care from the HCP
perspective. Investigation of the factors influencing
implementation might increase our understanding of important
barriers and facilitators, offering valuable insights into the
challenges and potential areas of improvement in PAEHR
implementation.
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To analyze the factors influencing the implementation of
PAEHRs, we used the CFIR. The CFIR was chosen because it
is a well-established and widely used framework in
implementation science, providing a structured approach to
identifying both barriers and facilitators across multiple levels
of the health care system. Compared to other implementation
frameworks, such as the Normalization Process Theory and the
Theoretical Domains Framework, the CFIR offers a broader
scope by incorporating individual, organizational, and contextual
factors, making it particularly suitable for studying the adoption
of digital health interventions in complex health care settings.
The CFIR has previously been applied in research on eHealth
implementation, including patient portals and EHRs, further
supporting its relevance for this study [33].

Aim
We aimed to investigate the factors influencing the
implementation of the Swedish PAEHR system in primary care
from HCPs’ perspectives.

Methods

Study Setting
The study was part of an investigation into the implementation
of a PAEHR system in primary care and its usability and
implications for HCPs. Swedish health care is mainly
tax-funded, and most hospitals and PCCs are managed by
regional councils [34]. Since the regions are autonomous,
primary care can vary between regions. Both publicly and
privately owned PCCs exist, and they are generally publicly
funded. Most PCCs are team-based with a mix of different HCPs
(eg, general practitioners [GPs], nurses, physiotherapists, and
dietitians). The average national primary care visit count was
4.3 per person in 2009 [34]. Compared to the health care systems
in other countries, the Swedish health care system struggles
with waiting times, continuity of care, and support for
chronically ill patients [35]. The PCC included in this study is
located in the largest Swedish region, Region Stockholm, and
has a mixed patient population with varying socioeconomic
backgrounds. While it may not be representative of all PCCs
in Sweden, it is an interesting center with a fairly large and
diverse patient population and a common mix of health care
and administrative staff.

The Swedish PAEHR system, also known as 1177 Journal, is
accessible through the national patient portal [36]. Citizens in
Region Stockholm had access to medical notes, lab results,
diagnoses, and information about visits when the PAEHR system
was launched (2016/2017). In 2023, they were provided access
to maternity care, vaccination, and referral records, as well as
log reports [37].

In Stockholm, over 73% of the population had good
self-reported health, and the life expectancy was 82 years in
2014 [38].

Recruitment of Study Participants
Study participants were recruited from an academic PCC, which
has a special focus on education and research. Information about
the study was distributed via email through the PCC manager

as well as orally during workplace meetings. HCPs were eligible
to participate in the study if they were involved in the clinical
documentation process by writing clinical notes themselves in
the EHRs (eg, nurses), dictating clinical notes (eg, physicians),
or being involved in the transcription of clinical notes (eg,
medical secretaries). A convenience sampling approach was
used, and it was voluntary to participate. Nonparticipation was
not analyzed.

Data Collection
Data were collected through individual interviews. The
interviews were conducted face-to-face at the PCC by the last
author (MH) 6 months after the launch of the PAEHR system
in Region Stockholm (2017). MH is a female researcher/lecturer
with a PhD degree, who, at the time of the interviews, had
extensive experience in qualitative research. The interviews
were conducted using a semistructured interview guide
developed by MH and the third author (IS). The interview guide
was pilot-tested with 1 primary care physician, and minor
changes were made to the order of questions and the terminology
used. The interview guide is presented in Multimedia Appendix
1. The HCPs were interviewed about their experiences of the
implementation process, which was the focus of this analysis,
as well as the impact of the PAEHR system on the work
environment [16] and what they would like to improve to
increase the usability and usefulness of the PAEHR system [39].
The interviews were conducted in Swedish and lasted for 30 to
45 minutes. The interviews were audio recorded. 

Data saturation was not fully achieved due to challenges in
recruiting study participants.

Data Analysis Using the CFIR
The recorded interviews were transcribed and analyzed by the
first author (IM) in discussion with the rest of the authors. The
transcribed interviews were read and reread. The analysis was
conducted in 2 steps using an abductive approach, that is, a
combination of inductive and deductive analysis [40]. First, the
analysis was conducted deductively using the CFIR, and the
information was coded using the CFIR domains (intervention
characteristics, inner setting, outer setting, characteristics of
individuals, and implementation process) [23]. In this study,
the CFIR was a fitting choice owing to its comprehensive nature
and ability to capture the multifaceted implementation aspects
in health care settings. By employing the CFIR, the analysis
systematically examined various factors influencing the
implementation of the PAEHR system, providing a holistic
understanding of implementation. The information under the
different domains was thereafter inductively analyzed using
content analysis according to Graneheim and Lundman [41].
The information was coded, and the codes were grouped into
categories under the theme of each CFIR domain. Feedback
from participants was not collected. The analysis was conducted
using NVivo 1.4 (Lumivero).

According to the CFIR, the following five domains are essential
for the implementation of interventions in health care: (1)
characteristics of the intervention (eg, adaptability and
complexity), (2) inner setting (eg, structural characteristics and
culture), (3) outer setting (eg, patient needs and resources;
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cosmopolitanism), (4) characteristics of the individuals involved
(eg, knowledge and beliefs), and (5) implementation process
(eg, engagement, evaluation, and reflection).

The CFIR combines different theories and provides a
comprehensive framework for implementation research. The
different domains are further described below in the results
section.

Consolidated Criteria for Reporting Qualitative Research
(COREQ) guided the reporting of this study [42].

Ethical Considerations
The study received ethical approval from the Stockholm Ethical
Review Board (2017/1028-31). All study participants provided
written informed consent before participating in the study. In
accordance with the requirements of the Swedish Ethical Review
Authorities, participants were informed that their participation
was voluntary and that they could choose to revoke their

participation at any time. Transcribed interviews were
deidentified to protect the participants’ privacy, and
confidentiality was preserved when reporting the results. No
compensation was given for study participation.

Results

Fourteen interviews were conducted with a mix of HCPs,
including a counsellor, dietitians, physicians, physiotherapists,
medical secretaries, registered nurses, and an occupational
therapist (Table 1). The ages of the participants ranged from 27
to 67 years, and their work experiences ranged from 5 to 36
years.

The analysis of the 14 interviews resulted in 15 categories under
themes that were equivalent to the 5 CFIR domains (Figure 1).
The categories have been further described below, with any
subcategories italicized.

Table 1. Participant characteristics.

Value (N=14), n (%)Characteristic

Profession

1 (7)Counsellor

2 (14)Dietician

3 (21)Medical secretary

2 (14)Nurse

1 (7)Occupational therapist

3 (21)Physician

2 (14)Physiotherapist

Age (years)

1 (7)<39

5 (36)40-49

3 (21)50-59

5 (36)≥60

Experience (years)

3 (21)5-9

6 (43)10-19

5 (36)20-39
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Figure 1. Themes that emerged under the Consolidated Framework for Implementation Research dimensions. EHR: electronic health record.

Intervention Characteristics
In the CFIR, intervention characteristics refer to the attributes
of the intervention itself, including intervention source, features,
complexity, and adaptability. In our case, the intervention was
the PAEHR system that made EHRs accessible to patients. Our
study uncovered two categories: (1) flawed and (2) flexible.
These are mainly related to the concepts of complexity and
adaptability in the CFIR domain.

Flawed
The HCPs voiced concerns regarding various shortcomings
within the system, pointing to complexities in usage, challenges
with terminology, and limitations in safeguarding sensitive
patient information. The EHR system, from which information
is shown to the patient through the PAEHR system, was
perceived as complicated. Templates used to structure the
documentation were perceived as challenging; hence, writing
the records was difficult. Moreover, patient ORA caused
uncertainties regarding medical terminology use.

It would have been good for patients if the record’s
templates looked the same, and for us too. I mean,
the record’s templates are difficult to follow
sometimes. It's a lot to fill in and a lot to klick to fill
in and sometimes it is forgotten. [Dietician]

Additionally, the HCPs expressed that the PAEHR system
lacked flexibility and safeguarding features, particularly for
mental health patients. Some HCPs were worried that patients
could still see if information was hidden, and 1 HCP felt
reluctant to document suspicions or early hypotheses as a
consequence.

In contrast, some HCPs would have liked more information
from the EHRs to be accessible to patients and to be able to
monitor patient activities in the PAEHR system. 

Flexible
The HCPs highlighted features that would enable discreet
communication between HCPs, options for some information
blocking, and allowances for incomplete records not to be shown
to patients for up to 14 days.

[…] we talked about the existence of the hidden part,
where one could write where they [the patients] could
not see. [Dietician]

The HCPs also reported being aware of previous
implementations of the PAEHR system, with favorable
outcomes.

We were informed that Uppsala {another region} had
also used it and that they were happy. [Physician]

Moreover, the PAEHR system was perceived to be more
confidential than paper copies. For example, for patients
experiencing domestic violence, it reduced the risk of paper
copies being accessible to others.

Inner Setting
According to the CFIR, inner setting refers to the organization’s
internal environment where implementation takes place. It
encompasses the organization’s structural, cultural, and political
aspects [23]. In our case, it refers to the PCC where the HCPs
worked. Three categories emerged under this domain: (1) a
complex and imperfect organization, (2) existing structure,
support, and communication, and (3) nondocumentation-related
use of the EHR system.

A Complex and Imperfect Organization
The HCPs described a challenging work environment, with
varying tasks and a high workload, where they constantly
discuss priorities. They mentioned that reflection, education,
and documentation are not prioritized.

We must increase the number of visits, we can't go to
education since it takes time. There is a desire to be
better and produce more simultaneously. There is no
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common sense and no regard for the staff, it should
just move faster and faster and people can't keep up.
[Physician]

According to the HCPs, they cannot adequately prepare for
visits, which can upset some patients. They deal with
unpredictable visits, unclear/unsolvable conditions, and
complicated treatments. Assessments can be complex, affecting
the clarity of notes. Moreover, the visits are short, and there is
a lot of knowledge and information transfer, requiring
confirmation of the understanding of patients. In cases related
to children, they may be required to rely on information from
parents. Misunderstandings can thus occur.

In addition, communication with patients was restricted. Certain
information (eg, test results) was supposed to be communicated
by the responsible physician, which hindered other HCPs (eg,
medical secretaries and nurses) from answering patient
questions. Moreover, requests to make changes to the record
must pass through the manager.

Further, some HCPs had dealt with threatening, aggressive,
and rude patients and were fearful. Moreover, the HCPs were
repeatedly questioned about the records by their manager and
patients. Patients could question slightly irregular but otherwise
typical test results, and explanations could be time-consuming.
Additionally, the HCPs avoided documenting suspicion and
were uncertain of how safeguarding functions, such as hidden
keywords and hiding unsigned records, work.

Sometimes you get aggressive patients that yell and
act badly […] we are exposed to a lot. If for example
there is only 30 slots today but there is a lot of people
calling. [Registered nurse]

Furthermore, the HCPs had encountered several issues when
caring for patients, and these were related to the systems they
use in general. Serious diagnoses had mistakenly been revealed
to patients, referrals and reports had disappeared, and lab orders
had remained active despite completion. Their IT systems were
described as ineffective, difficult to use, and annoying.

The HCPs also reported a lack of unification in documentation
practices. Physicians dictate and others transcribe the notes,
while other HCPs write their notes themselves. Some
respondents wrote on notepads first. The length of the notes
varied, often with more junior HCPs writing more
comprehensive notes.

The HCPs also described issues with the record’s quality. Errors
and gaps could occur during transcription due to the transcriber’s
lack of experience. Substandard language could also be used.
Moreover, patients have reported errors in their records, and
the HCPs were uncertain if the errors were corrected. According
to 1 respondent, corrections are seldom made.

Further, documenting and transcribing on time were
challenging. Some HCPs reported documenting after every
patient or on the next day, and some dictated their notes with
patients in the room. Additionally, unsigned records were
problematic for the management. Transcribed notes are not
always reviewed due to time constraints, and unsigned notes
may contain blanks and errors. According to 1 HCP, some HCPs
simply refuse to sign.

That's something that is constantly being pointed out,
that we have to sign the records. [Counsellor] 

Existing Structure, Support, and Communication
The HCPs reported some documentation structure. They have
always been conscious of their writing but might be more
restrictive now. The transcribing medical secretaries have always
strived to write comprehensively, and this is something they
learned during their education.

Moreover, some HCPs have always strived to document and
sign records promptly. Some HCPs had received directives to
document quickly to ensure nothing lingers. Further, according
to 1 HCP, HCPs have time allocated for administration, which
should enable them to complete the tasks. Certain registrations
were also required for financial reasons.

I usually sign them immediately because I know they
will linger on a list which will be difficult to sign
afterwards. [Registered nurse]

Additional structures include functionality for tracking the
people accessing the records. Sometimes, HCPs must have the
patient’s consent to view the records. There are also routines
for providing patients with paper copies and dealing with upset
patients, as well as channels for communication between nurses
and physicians related to patient requests. 

Furthermore, in relation to the implementation of new services,
there is an organizational desire to change and improve, and the
HCPs had previously participated in pilot projects.

Moreover, support for documenting is provided in different
stages. HCPs might point out significant errors to each other.
Transcribers, who are often medical secretaries, point out or
alert physicians to errors or missing information in the records.
At times, they may correct the errors and inform the physician.
Moreover, medical secretaries assist physicians with
insurance-related documentation. Furthermore, unsigned records
are tracked by managers, who remind HCPs to sign.

I try to reconstruct what the physicians have dictated,
I try to reconstruct it into a more understandable
language for patients. [Medical secretary]

Further, a structure for communication with patients about their
health care exists, but it varies among HCPs. Moreover, there
is established internal communication among HCPs through
regular discussions, seminars, and education about eHealth,
which are led by HCPs at the PCC.

Nondocumentation-Related Use of the EHR System
Additionally, a few HCPs reported using the EHR system as an
alternative communication channel among HCPs. HCPs could
send internal letters to each other.

Outer Setting
In the CFIR, outer setting refers to the external context
surrounding the organization where the implementation occurs.
It includes patient needs and resources, external policies and
regulations, and the broader sociocultural and economic
environment. We have therefore included categories related to
patients’ needs and resources in this theme: (1) complicated
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patient group, (2) patient engagement, (3) information and
education are provided elsewhere, and (4) shortcomings with
the health care system.

Complicated Patient Group
According to the HCPs, their patients are heterogeneous with
varying levels of knowledge and engagement in their care. While
some patients are good at scheduling appointments and
understanding, are curious, and show interest in their health
records, HCPs also encounter patients who do not cooperate
and who misinterpret, overanalyze, and get stuck. Parents who
come in without their children and patients who are worried,
confused, or forgetful (losing papers and copies) can be
unreachable. The HCPs reported having a mix of new patients
and patients they meet often and know well. Many of their
patients are old, and some are immigrants with difficulties with
the Swedish language. These groups were perceived by our
respondents to be less likely to read their records online.
Moreover, 1 HCP believed that only a few people read their
PAEHRs, with readers being those engaged in their care. The
PAEHR system was described as inaccessible for some and
thus was described as excluding. Moreover, the HCPs thought
that patients would only be interested in reviewing their records
in special cases. In addition, while there were many requests
for printed copies, few were collected.

Further, according to the HCPs, the PCC’s patient population
has substantial health care needs, which the available care
cannot meet. Patients were described as frustrated over the lack
of accessibility. Some HCPs acknowledged the difficulty for
patients, both in reaching the health care center and managing
the information provided during the visit.

We have patients waiting for an appointment who
haven’t gotten to meet a physician. ‘But you were
here the day before yesterday…’ and they say ‘But
now it is about this issue… [Registered nurse]

Moreover, according to the HCPs, patients have high
expectations and are often unsatisfied. The HCPs stated that
there was an expectation to remember everything, have answers
to all questions, and read the records before a meeting, or they
may be perceived as unprofessional. Unpreparedness can upset
patients. The HCPs also described unsatisfied patients who
perceive HCPs as incompetent and may want to change or
include notes in the record and request a second opinion, with
some wanting to change health care centers. Some patients were
described as being controlling.

Furthermore, according to the HCPs, some patients lack
necessary technical equipment like a printer, a telephone,
and personal electronic identification (eID), as well as
knowledge about the use of the internet.

Patient Engagement
The HCPs reported working in a patient-centered way and
engaging patients in their care. They aimed to engage patients
in shared decision-making and encouraged patients to, for
example, follow-up and prepare questions before their meetings.
The HCPs also reported engaging patients during the meetings
by showing them their records and encouraging them to use the
PAEHR system when copies are requested. The HCPs also

described how they engage patients in the documentation by
confirming their notes with the patients and mentioned that they
may read and explain part of the records to the patients. In
addition, HCPs could meet with patients for a follow-up earlier
if requested.

I have done it for many years, asked patients to write
down things they are wondering about and they can
also bring up things they have read. [Counsellor]

Information and Education Provided Elsewhere
Some HCPs reported learning about documenting PAEHRs at
their previous work or during their education. One HCP also
recognized similarities to another implemented initiative called
SVF (standardized care process), where HCPs must document
findings quickly.

Shortcomings With the Health Care System
A few HCPs expressed perceived shortcomings with the health
care system, including a lack of reimbursement,
misprioritization, and unnecessary care processes.

Characteristics of Individuals
In the context of the CFIR, characteristics of individuals refer
to the personal attributes, attitudes, and behaviors of individuals
directly involved in the implementation. This domain considers
their knowledge, skills, beliefs, and motivations related to the
implemented intervention. In our case, the individuals are the
HCPs, and we have included their more general opinions on
patient ORA and the use of PAEHRs in health care. Three
categories emerged under this theme: (1) perceived advantages
and disadvantages, (2) mixed views of the extent of the change
and concerns, and (3) some lack of experiences, knowledge,
and interest.

Perceived Advantages and Disadvantages
The HCPs stated both the advantages and disadvantages of the
PAEHR system. While some HCPs thought it was essential,
others were ambivalent. Some had become more positive over
time, while some remained negative. Some HCPs explicitly
expressed that they were against ORA, while others were
described as angry by their colleagues.

The HCPs perceived that the implementation of the PAEHR
system was patient-driven and that it was at the request of
patients. There was also the perception that the records are the
patient’s property and that the PAEHR system is the patient’s
right and beyond the control of HCPs. The HCPs also thought
that it was part of a general trend toward more transparency in
health care. One HCP reflected that the lack of understanding
of the need for patients to read their records may be due to their
old-fashioned views. Moreover, the PAEHR system was
believed to increase access to records and participation and to
engage patients. Further, the HCPs thought that patients accessed
the records for many reasons: they were interested or curious,
they wanted to follow-up, they wanted to remind themselves
about the findings, they wanted to improve their understanding,
and they desired to participate in decision-making. Some HCPs
thought that some patients read their records because they were
worried or because they were suspicious and wanted to see what
was not said at the visit.
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I think it is good for openness that it isn't a closed
document, that they should be able to read {the
record} without asking for it. [Dietician]

In health care in general, the HCPs thought that the PAEHR
system increased health care quality. It made them more
reflective, clearer, more precise, and more direct with their
assessments. The PAEHR system was also described as a
reminder to write the notes on time, and patient understanding
was thought to be more critical than using medical terms.
Moreover, the PAEHR system was considered environmentally
sustainable since it reduces the number of paper copies and
letters sent. The HCPs perceived the PAEHR system to be
beneficial for transparency. According to some HCPs, reading
the records is important since it concerns the individual’s health
and is essential for patients to follow their care. They also
perceived it as time-saving for patients and a way of making
the information more accessible, especially for patients
experiencing difficulties due to disability. Moreover, the PAEHR
system was seen as a control function, where patients can see
that the most important information is included and can make
sure agreed-upon actions are being taken, such as sending
referrals. The quality of documentation and the quality of care
could potentially be improved if patients could point out errors.
The HCPs also hypothesized that increased accessibility of the
records would increase the likelihood of use among patients.

In terms of gains I don't know but the advantages in
terms of me thinking a little extra of what I am doing
in relation to patients. That I think about it so that it
is clearer maybe in general. [Counsellor]

For themselves, the HCPs saw a potential to lighten the
workload of writing summaries and reduce calls from patients.
The HCPs could refer to the PAEHR system if paper copies of
the records were requested. Moreover, once patients read the
reports online, they might not see the need to book a face-to-face
visit, reducing unnecessary visits. They also saw the potential
of using the PAEHR system as a treatment tool to clarify
treatment plans and goals.

For patients, the HCPs saw the potential for the PAEHR system
to support participation and collaboration through increased
availability and accessibility. With the PAEHR system, patients
could have information from a visit in writing, which could
support understanding. This was especially important since the
visits could be emotionally charged for some patients, making
it hard to retain information and resulting in misunderstandings.
According to 1 HCP, it is also a way for patients to see that
something comes from the visit. The HCPs noted an opportunity
for making treatment plans clearer for patients and potentially
increasing compliance, and they wished that patients would
read the reports in preparation for a visit. This could potentially
reduce patients’ worry and increase their confidence in health
care.

I think a positive effect can be that patients may get
a little control over their record and can look. We
write what we have done and they follow the test
results. [Physician]

Additionally, the HCPs saw potential for increasing patients’
involvement in their care by, for example, tracking medication

changes and test results, and for facilitating patients’
understanding of how their behaviors may influence their health.
Further, the PAEHR system was perceived to be beneficial for
families of older patients and patients with different health care
providers as it gathers all information in one place. In addition,
ORA was perceived to be time-saving and cost-saving,
improving patients’ response times when issues arise. According
to some HCPs, the service was also easy to use. However, the
PAEHR system was not purely positive according to some
HCPs.

I think there are both pros and cons. If you are
hypochondriac it can also be a risk. If you get more
information than you need. [Medical secretary]

According to the HCPs, records have other sometimes
contradictory purposes. On the one hand, the HCPs perceived
patients as the owners of their records, while on the other hand,
the records were considered a professional tool and thus must
be detailed. The records could include information that patients
might not want on record and assessments that patients might
disagree with.

Moreover, the HCPs argued that the records could contain
confidential and sensitive information and that not all
information is meant for the patient. Documentation is a way
to reduce the cost of, for example, test duplication, and to be
able to protect other patients from, for example, infections.
Moreover, documentation is needed since patients may not be
entirely honest about their previous health care contacts. 

Further, some HCPs saw limited benefit with the PAEHR system
or even considered it an unnecessary service. A few HCPs were
uncertain of or did not see the importance of patient ORA. They
thought that better solutions are present to engage patients in
their care and argued that they keep the documentation in the
best interest of patients, making it unnecessary for patients to
access it. They could not see the benefits of the PAEHR system,
as they believed that notes from the PCC might be basic,
stressing that patients could already request copies of their
records on paper if needed. They believed that health outcomes
and personal contact between the HCP and patient were more
important and that too much focus was being placed on EHRs.
Moreover, they believed that the PAEHR system was
unnecessary as their previously experienced issues with unsent
referrals, which PAEHRs might have resolved, had already been
addressed.

I don't think benefit from reading what the physician
has written or what that test results show. If they are
very interested they can ask. [Physician]

Moreover, according to the HCPs, the PAEHR system was not
optimal. They believed that the records contained little
information, which might not be visually optimal. The
information provided might also not be essential or summarized
for patients. In addition, documentation was not standardized.
Further, the HCPs thought that the service should be restricted
to signed records and access should be delayed. Moreover, they
thought that the platform was difficult to navigate.

Additionally, the HCPs believed that the PAEHR system was
unavailable or inaccessible to some patients. They believed
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that most users would be younger, while elderly people, people
with dementia, and migrants with language difficulties would
be excluded, creating a double system. They also believed that
patients with low health or digital literacy would be excluded
and that the use of the system would depend on the patient’s
illness.

I think the day I myself get dementia and sitting there
struggling with all the passwords, It would be horrible
and you cannot keep that organized. [Physiotherapist]

Further, some HCPs believed that the PAEHR system would
be a disservice to patients. It would give a false sense of control,
increase worry, and be misinterpreted, increasing HCP workload
with additional calls and questions. One HCP speculated that
patients might read their records to find things to get sick over.
Additionally, it might be unpleasant for patients to read serious
diagnoses by themselves. According to 1 HCP, it might also be
difficult for patients to understand the content without a medical
education, and additional visits would be needed regardless.
According to these HCPs, an oral explanation would be ideal,
addressing additional uncertainties during a visit. One HCP did
not think patients should read their records at all and stated that
patients with severe mental health issues might be negatively
affected. According to 1 HCP, the risk depends on the person.

Mixed Views of the Extent of the Change and Concerns 
According to some HCPs, the implementation of the PAEHR
system meant little to no change, potentially since the
introduction was so recent that any impact was yet to be seen.
Some HCPs were unmoved by the implementation. They did
not believe the PAEHR system was meant to change care
delivery or affect documentation due to, for example, fear of
repercussions from patients. According to them, everyone knew
it was coming long in advance and they were prepared.

Moreover, few documentation requirements were new, and the
HCPs therefore made little to no changes to their practice. The
HCPs reported that they have always been reflective when
writing and tried to be careful and precise. They wrote in a way
that the records would be readable for patients. Some HCPs
reported that they always wrote and signed the records quickly.
Moreover, the HCPs always discussed the notes with patients.
The difference now was that the records were online.

What I have thought a little more about is writing the
notes on time but that is something that should be
done anyway so it is not really new. But it is a
reminder to write more understandably which also
is not something new, just a little extra. [Occupational
therapist]

In contrast, some HCPs thought that the PAEHR system would
require a change for those HCPs who had not previously been
educated about patient documentation. This could be especially
true for more senior HCPs who often use medical terms and
abbreviations. Some HCPs thought that it would take time to
get accustomed to it and would be time-consuming since it was
unfamiliar. One HCP reported that they now try to avoid Latin
words, which requires effort.

Concerns
Many of the previously mentioned issues concerned HCPs,
worrying them and making them skeptical. Some HCPs were
skeptical as a patient as well. Although much had not turned
out as they feared, there were still concerns that effects might
come later. One HCP expressed that the novelty of the PAEHR
system was scary.

The HCPs worried about potential consequences. They feared
potential increases in criticism, questioning, and being
reprimanded. They believed that their workload would increase,
especially for physicians, due to patient calls and questions.
Furthermore, they believed that the system could affect the
health care center’s reimbursement. In addition, the HCPs had
many thoughts and questions about implementation and the
related practicalities. The increased demands for clarity and
timeliness of documentation were causes for stress due to the
existing time pressures in their work. Furthermore, the HCPs
were concerned that the documentation changes would make
the notes less understandable. One HCP felt unprepared.

It was more of how it going to happen. What would
happen if patients read, are they going to scold us
…will they get mad over the information they have
gotten. [Registered nurse]

Further, the HCPs worried that patients might be negatively
affected. They were worried that the records would upset their
patients and that the patients would not like or agree with the
contents and would shop around for care. This was particularly
concerning in regard to children (eg, social service reports could
potentially influence children’s confidence in their providers).
They were also worried that reading the records could affect
patients’ confidence or trust in their providers or the treatment.
Moreover, the HCPs were concerned about patients who were
unable to ask questions or get support from a provider. They
believed that the system could cause unnecessary worry. They
thought that the records might be especially difficult to
understand or interpret for patients not working in health care,
which might lead patients to search for information on Google.
One HCP suspected that some patients had concealed an
appointment upon reading the records, which was concerning.
Patients also felt anxious because they did not know what was
being written about them.

Moreover, the HCPs were concerned about the security and
integrity of patients, the preservation of doctor-patient
confidentiality, and unauthorized access to records.

However, the HCPs also expressed that things did not turn out
as they had thought or feared. Patients were not reading their
records before being contacted, calls to the PCC did not increase,
and they were not reprimanded by the management. They had
not made any of the changes that they thought they would need
to make. According to 1 HCP, everything had solved itself. 

Some Lack of Knowledge, Experience, and Interest
There was little to no knowledge about the functions of the
PAEHR system among the HCPs. Some HCPs were unaware
or unsure of what patients could view. One HCP wished that
they had insights into implementation experiences from other
regions.
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I know they can see the notes, test results and
referrals I think, but not for example biopsies and
such, I don’t think they can see that, and not Xrays.
[Physician]

Furthermore, the HCPs had little to no knowledge about the
service’s benefits and effects on patients. Patients’ experiences
and the number of patients accessing their records were
unknown. A few HCPs had second-hand information about
patients’ experiences. According to some HCPs, patients
appeared not to be reading their records and should be reading
more. According to 1 HCP, few patients seemed to use online
services in general, with 1 HCP speculating that patients in
specialist care might be more interested.

Some HCPs did have personal experiences reading their own
records or a family member’s records online or on paper. Those
with some ORA experience had just tried it once, and some of
their records were empty. A few of them had read their records
at the doctor’s office out of interest, whereas some had requested
paper copies of their hospital records. One HCP had experience
with other services on the patient portal, and a few HCPs
explicitly expressed disinterest in the service and in reading
their records.

I have been in mine and apparently I have nothing
there. But I have looked with my husband at his and
then everything was actually correct. [Registered
nurse]

Implementation Process
According to the CFIR, implementation process refers to the
methods, strategies, and activities used to facilitate the adoption
and integration of an intervention into a particular setting or
organization. This domain examines how the intervention is
introduced, implemented, monitored, and evaluated over time.
Four categories emerged under this theme: (1) long and
uneventful process, (2) fragmented communication, (3) use of
existing activities for implementation, and (4) unclear
implementation for patients.

Long and Uneventful Process
According to the HCPs, information was provided, but the time
until the service was available appeared outdrawn for some. It
had been ongoing for years, and some HCPs had to be reminded
that it was ongoing. According to 1 HCP, many had grown tired
of nothing happening. Making the services available was,
however, quick and smooth, and suddenly, it was there
overnight. The long implementation process reportedly led to
some loss of motivation to act.

The negative is that it had been talked about for so
long but it never got started. [Physiotherapist]

Fragmented Communication
HCPs were partially informed, discussions occurred, and some
participated in educational activities. According to 1 HCP, they
had a seminar about 1 year before the implementation of the
PAEHR system. Some HCPs recollected an education day for
some professions, where they learned about and looked at the

service. They, however, received no information about when
and how the PAEHR system would be launched. According to
the HCPs, they did not discuss the technical aspects of the
service. One HCP reflected that maybe they did not need more
information, while another thought that a user video would have
been beneficial.

I have no idea how it was done […] we just got
information that it going to be online. Nothing more.
[Physician]

Additionally, the scope of information about different aspects
of the implementation varied. According to the HCPs, there
were discussions about work processes, safeguarding
functionalities, how to write, and flexibility aspects, and the
importance of completing the records on time was also
emphasized. According to 1 HCP, they were told to “do as they
do.” Furthermore, the HCPs reported receiving information
about experiences from other implementations and having some
follow-ups at their usual meetings, according to individual
accounts.

Existing Activities Used for Implementation
According to the HCPs, information related to the
implementation of ORA was provided during their existing
meetings related to eHealth. Information was also provided by
the usual leader of these meetings, who was one of the HCPs
at the center.

Unclear Implementation for Patients
The HCPs were uncertain about how patients were informed,
and according to some HCPs, patients were uninformed. The
HCPs had not noticed any major information campaign targeting
patients. Some thought that HCPs were supposed to inform
patients, and some occasionally did so. Those informing patients
mainly did so with patients who showed an interest. One HCP
reported now informing patients more frequently (6 months
after implementation). Moreover, there were reports of some
brochures in the waiting rooms. There were attempts to
encourage physicians to inform patients.

[…] if they got something in their mailbox, I do not
know but I don't think so. [Medical secretary]

Discussion

Principal Findings
Although patients in Sweden have had ORA since 2018 (the
first implementation began as early as 2012), few studies have
focused specifically on implementation in primary care from
the perspective of HCPs. To our knowledge, this is the first
comprehensive study of the implementation of PAEHRs in
Swedish primary care from the perspective of a diverse group
of HCPs. Our study identified several potential barriers and
facilitators related to PAEHRs, the primary care setting, and
patients’ and HCPs’ characteristics, as well as barriers and
facilitators related to the implementation process (Table 2). We
will discuss the identified barriers and facilitators in relation to
previous research.
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Table 2. Potential barriers and facilitators related to patient-accessible electronic health record implementation.

FacilitatorsBarriersDomain

Intervention characteristics •• Flexibility of PAEHRsShortcomings of PAEHRsa

Inner setting •• Existing structure, support, and communicationA complex and imperfect organization
• Nondocumentation-related use of the EHRb system

Outer setting •• Patient engagementComplicated patient group
• •Shortcomings with the health care system Information and education provided elsewhere

Characteristics of individuals •• Perceived advantages of PAEHRsPerceived disadvantages of PAEHRs
• •Mixed views of the extent of the change and con-

cerns
Mixed views of the extent of the change

• Some lack of experience, knowledge, and interest

Implementation process •• Use of existing activities for implementation Long and uneventful process
• Fragmented communication
• Unclear implementation for patients

aPAEHRs: patient-accessible electronic health records.
bEHR: electronic health record.

Barriers for the Implementation of PAEHRs
The HCPs reported several shortcomings with the PAEHR
system. Complexities in usage, challenges with terminology,
and a lack of safeguarding features could be potential
implementation barriers. Complexities in EHR system usage
might explain the reported lack of unification in documentation
practices, the poor quality, and the difficulties with
accomplishing and signing the records, further explaining the
related concerns. Challenges using EHR systems have
previously been described [43,44], and documentation for
patients is an additional challenge where support is needed. This
reflects complexity, which is one of the intervention
characteristics that influence implementation according to the
CFIR [23]. Additionally, adaptability influences implementation
according to the CFIR, and the PAEHR 1177 journal lacked
flexibility regarding sensitive information according to the
HCPs. However, the definition of sensitive information by the
HCPs might need to be considered together with that by patients,
as the limitation of information in the PAEHR system has
previously been considered problematic by patients [45]. The
improvement suggestions by HCPs have been related to these
described issues [39]. Many related improvement suggestions
have aligned with patients’ experiences, but suggestions related
to the restriction of information have not aligned, and patients
want access to more information [46]. Enhancing the usability
of the PAEHR system and providing support and education are
potential solutions to these barriers. 

The complexity of the health care organization and its
imperfections are other potential barriers. The strained working
environment has been raised as a cause for concern by HCPs
in both specialized and primary care [14,47,48]. Further, the
HCPs described several potential barriers related to
documentation practices, that is, a lack of unification in
documentation practices, poor quality, and difficulties
documenting on time and signing the records. In a recent survey
of GPs in the United Kingdom, the majority believed patients

would find errors in their GP records [8]. Swedish patients have
also reported finding errors in their records [49]. Addressing
system-level issues within the primary care system by, for
example, increasing resources and training HCPs might reduce
these barriers.

HCPs’descriptions of their patient groups as challenging might
explain their concerns about the negative impacts on patients.
It has previously been reported that patients potentially do not
understand their records [12-14], and patients have had similar
concerns [50] and have reported difficulties understanding their
records [51]. However, some research suggests that most
patients understand most of the information available in their
PAEHRs [20,52].

The potential exclusion of some patient groups has also
previously been described [19,20] and needs to be addressed.
Experts have recommended education or support for patients
in using PAEHRs as a core part of the implementation of the
PAEHR system [32].

According to the CFIR, beliefs and attitudes toward the
intervention impact implementation [23]. Resistance among
HCPs has been previously highlighted as the main barrier to
PAEHR implementation [19]. According to the HCPs in this
study, one of the perceived disadvantages was that the purpose
of an EHR might not align with the purpose of a PAEHR, which
has previously been highlighted [13,14]. As previously
mentioned, the HCPs were unsure what needed to be changed.
When ORA was first introduced in Sweden, the assumption
was that this would not require substantial changes to HCPs’
work processes [31], yet this is not the experience of all HCPs.
Addressing this ambivalence with guidelines on how ORA will
impact HCPs’ documentation practices could overcome some
of the experienced resistance.

Another disadvantage was that the HCPs perceived that there
was little to no benefit of the PAEHR system. This could reflect
a lack of existing research at the time of interviews or simply
a lack of communication of existing evidence to HCPs. Current
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research shows several benefits for patients [6], with minorities
and elderly people reporting more significant benefits from
ORA [20]. Whether the benefits are sufficient to motivate the
introduction of ORA also seems to be questioned by HCPs.

The mixed views on the extent of the changes ORA entails
highlight the previously mentioned ambiguity regarding the
service. These mixed views might explain the perceived
disadvantages expressed by some respondents, and as previously
mentioned, the purpose of PAEHRs needs to be clarified.
Regarding documentation, there have been several reports of it
changing due to the implementation of ORA [12,16,17,53-55].
However, HCPs have also previously reported not experiencing
all they feared [13,16,55].

Furthermore, HCPs and other stakeholders have previously
expressed several of the concerns raised [13,31]. Studies have
shown some negative impacts on HCPs’ work environments in
terms of increased demand and loss of control, as well as some
positive impacts in terms of increased support [12,16].
Moreover, patients have expressed a fear of being worried [50].
According to a Swedish national patient survey, 26% of patients
had been worried by information on their record, and they
commonly called or raised their concerns at subsequent visits
with their providers [18]. Furthermore, concerns regarding
privacy and security have previously been raised [13]. Patients
also have these security and privacy concerns, but to a smaller
extent, and have not experienced many breaches [20,21,49].
Additionally, patients have mainly reported improvements in
patient-provider relations due to ORA and have not reported
worsening of the relations [21].

A lack of experience with the service among some HCPs could
be another potential barrier, as previous research has found that
HCPs with experience in using PAEHRs are more positive
toward the service [56]. Exposing HCPs to the PAEHR system
could thus potentially have a positive impact on its
implementation.

The long and uneventful implementation process and the
fragmented communication are potential barriers and might
explain the lack of knowledge, experience, and interest among
our respondents. In a study about PAEHR communication reach,
HCPs (eg, nurses and physicians) received information from
different sources, and despite several efforts, 7% of the HCPs
had not received information at all [57,58]. A method for
evaluating information reach might be a potential solution to
this issue.

A more effective process for communication about delays could
also have been beneficial. HCPs in other settings have requested
more detailed information and more involvement in
implementation [57]. More and timelier information about the
service is thus a potential solution that could have mitigated
some of the concerns.

Follow-up also seems to have been limited, which could have
contributed to the concerns. According to the CFIR, reflection
and evaluation are essential implementation activities [23].
More continuous discussions about the implementation of
PAEHRs could have supported the implementation.

How the PAEHR system was introduced to patients was also
unclear and could be related to the fragmented communication.
There are reports of patient involvement in the development of
the PAEHR system, but these efforts were minimal during
regional implementation [7]. Better implementation activities
for patients in terms of support and education in a more
structured manner might mitigate HCPs’ concerns about the
potential negative effects on patients. There is also an indication
that education might support patient use [59], and it has been
recommended by experts [32]. The involvement of both HCPs
and patients has been identified as an essential factor for
successfully implementing PAEHRs [7]. A clearer and
comprehensive implementation process for both HCPs and
patients is a potential solution to these barriers.

Facilitators for the Implementation of PAEHRs
The HCPs acknowledged some system flexibility related to
communication between HCPs, information blocking, and access
to incomplete records, which could be potential facilitators.
Flexibility is an influential intervention characteristic according
to the CFIR, and further development of flexible software
solutions enabling HCPs to closely monitor and control ORA
could further facilitate acceptance and implementation.

The HCPs did report some existing structures and support for
documentation, potentially facilitating implementation. The fact
that there was some structure for communication with patients
about their health care and some structure for documentation
could have facilitated the implementation of ORA. By further
strengthening these existing structures, perceived issues could
potentially be mitigated and implementation could be facilitated.
Outlining them could also be part of a readiness assessment of
the inner setting.

Prior patient engagement could have fostered the perceived
advantage of PAEHRs in supporting collaboration and patient
engagement. The additional information channel provided by
the PAEHR system might have been a facilitator since
conventional channels have been proven inadequate [57].

The PAEHR system might also be a potential solution to some
of the issues HCPs experience with patients. As highlighted by
some HCPs, ORA can increase understanding and trust, and
reduce workload. Moreover, HCPs have reported increased
support in their working environment in patient interactions due
to PAEHRs [16]. The HCPs did describe the PAEHR system
as helpful for patients, and they mentioned that it could possibly
improve health care quality, which is a potential facilitator.
These views are supported by patient-reported benefits of
PAEHRs, such as improved patient-doctor relationships,
medication adherence, and reduced anxiety [6,12]. The reasons
for reading, according to HCPs, also align with patient-reported
reasons for reading [18]. These perceived advantages could be
used to inform HCPs and change attitudes toward the service.

The use of existing activities might have been a potential
facilitator. However, complementary activities are warranted
as research demonstrates the lack of reach of existing
communication channels [57,58].

We found substantial ambiguity and high variation in the
opinions and experiences of HCPs regarding the implementation
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of ORA. HCPs’ views on the ability and readiness of patients
to engage with ORA and their views on the purpose and
usefulness of EHRs appear to affect their perceptions of the
impact (positive or negative) ORA will have on their work. This
can become a barrier or facilitator to implementation, depending
on what narrative dominates a specific context. Understanding
this relationship is essential to adapt implementation activities
and communication strategies to HCPs’ experiences.

Strengths and Limitations
The recruitment of HCPs from a single PCC, which can cause
center-related bias, was a limitation. The inclusion of HCPs
with different professions, which can provide multiple
perspectives, was a strength that reduced the risk of
profession-related bias. Medical secretaries might not have the
same accountability as other HCPs regarding the records, which
might have influenced their views. However, since they play
an essential role in the documentation process, their inclusion
was a strength. While data saturation was not fully achieved,
the information provided by the HCPs was rich, providing many
valuable insights.

Conducting the interviews at the center might have influenced
the findings from the interviews. Yet, this influence appears to
be minimal, as the interviews generated a diverse set of views
and opinions. Based on the qualitative nature of the study, it
was not possible to determine the prevalence of the identified
barriers and facilitators for ORA implementation. Further
research with a quantitative study design is therefore needed.

On one hand, the use of an interviewer without an HCP
background can be considered a strength since it mitigates bias
toward the views of HCPs. On the other hand, there might be
a loss of information and understanding due to a lack of
experience in the health care setting.

Since the analysis was conducted several years after the
interviews, new experiences and information might have
influenced the analysis and interpretation. The analyzing author
attempted to keep the analysis close to the interviews and was
mindful of alternative interpretations, all while discussing
uncertainties and emerging themes with the other authors, which
can be considered a strength. Additionally, using the CFIR in
the analysis might have mitigated some risk of bias but might
have influenced the generated themes. 

Implications
Health care systems can better support HCPs adopting PAEHRs,
particularly in settings with limited resources and high patient
loads, by addressing the barriers highlighted in this study. They
could enhance EHR systems, address the challenges with the
primary care setting, support patients, address HCPs’ concerns
and knowledge gaps, and adopt clearer and comprehensive
implementation strategies. Integrating patient experiences is
also essential for improving PAEHR usability and its impact
on care. Future research should examine systematic approaches,
such as surveys, focus groups, and co-design methods, to ensure
patient voices inform ongoing development and optimization.
Exploring how PAEHRs can be integrated with emerging

technologies to enhance coordination, personalization, and
decision support presents another important avenue for future
research and policy development.

While long-term engagement strategies were not the focus of
our study, our findings suggest that ongoing support is crucial.
Participants emphasized the need for open dialogue, shared
experiences, and organizational backing to navigate the
challenges of PAEHRs. These insights point to the potential
value of sustained training, peer-support mechanisms, and clear
communication from leadership as part of long-term
implementation efforts.

While this study focused on Sweden, its findings may be
relevant to other countries implementing PAEHRs. Many of
the identified challenges, such as HCP engagement,
documentation practices, and patient comprehension, are
common across health care systems, regardless of national
policies. However, variations in regulatory frameworks, EHR
infrastructure, and patient access policies may influence how
these findings translate to other settings. Future research could
explore how similar challenges manifest in different health care
models to further understand the global applicability of PAEHR
implementation strategies.

Our study also revealed that some HCPs may alter or omit
certain details in their documentation due to concerns about
how patients might react, potentially affecting completeness.
For example, the participants mentioned avoiding sensitive
terms or adjusting wording to prevent misunderstandings. While
we did not specifically evaluate the impact on clinical
decision-making, these changes may have implications for the
accuracy and utility of records. These issues have been explored
in a recent scoping review [60], which also identified this as an
area that warrants further investigation to understand the
potential effects on care quality.

Conclusions
This study underscores the importance of having a usable EHR
system to support developments such as the implementation of
ORA. It also emphasizes the importance of addressing
organizational issues, such as the work environment in primary
care, for optimal implementation of eHealth services such as
the PAEHR system. This study also highlights the importance
of HCPs’ views and experiences with their patients and their
perceptions and attitudes toward the intervention in the
implementation of services such as patient ORA. Additionally,
this study stresses the importance of effective implementation
processes and communication strategies for both HCPs and
patients.

In summary, issues with the EHR system and organizational
shortcomings need to be addressed for optimal implementation
of ORA, where both patients and HCPs benefit and risks are
mitigated. Furthermore, improved information and education
for patients and HCPs are potential solutions to address many
of the concerns and perceived disadvantages of implementing
PAEHRs.

JMIR Med Inform 2025 | vol. 13 | e64982 | p. 13https://medinform.jmir.org/2025/1/e64982
(page number not for citation purposes)

Muli et alJMIR MEDICAL INFORMATICS

XSL•FO
RenderX

http://www.w3.org/Style/XSL
http://www.renderx.com/


Acknowledgments
This study was funded by FORTE – the Swedish Research Council for Health, Working Life and Welfare through the research
projects “PACESS” (2016-00623) and Beyond Implementation of eHealth (2020-01229), and AFA Insurance through the “ePrIm”
project (190210). FORTE funded the data collection, and AFA funded the analysis. We used generative artificial intelligence
technology (Grammarly, Grammarly Inc) to enhance the grammatical accuracy and vocabulary richness of the manuscript.

Data Availability
The datasets generated and analyzed during this study are not publicly available due to the qualitative nature of the materials and
the terms of the ethical approval, but are available from the corresponding author upon reasonable request.

Authors' Contributions
Conceptualization: MH, IS
Data curation: MH, IM
Formal analysis: IM, MH, IS, ÅC
Funding acquisition: MH, IS
Investigation: MH
Methodology: MH, IS
Project administration: MH
Supervision: MH, ÅC, IS
Visualization: IM
Writing – original draft: IM
Writing – review and editing: IM, MH, ÅC

Conflicts of Interest
None declared.

Multimedia Appendix 1
Interview guide for health care professionals.
[DOCX File , 25 KB-Multimedia Appendix 1]

References

1. Essén A, Scandurra I, Gerrits R, Humphrey G, Johansen MA, Kierkegaard P, et al. Patient access to electronic health
records: Differences across ten countries. Health Policy and Technology. Mar 2018;7(1):44-56. [doi:
10.1016/j.hlpt.2017.11.003]

2. Nohr C, Wong MC, Turner P, Almond H, Parv L, Gilstad H, et al. Citizens' access to their digital health data in eleven
countries - a comparative study. Stud Health Technol Inform. 2016;228:685-689. [Medline: 27577472]

3. Kharko A, Blease C, Johansen M, Moen A, Scandurra I, McMillan B, et al. cover Mapping Patients’ Online Record Access
Worldwide: Preliminary Results from an International Survey of Healthcare Experts. In: Bichel-Findlay J, Otero P, Scott
P, Huesing E, editors. MEDINFO 2023 - The Future Is Accessible. Amsterdam, Netherlands. IOS Press; 2024:114-118.

4. Eriksen J, Monkman H, Adler-Milstein J, Eriksen KT, Nøhr C. cover Citizens’ Access to Online Health Information - An
International Survey of IMIA Member Countries. In: Bichel-Findlay J, Otero P, Scott P, Huesing E, editors. MEDINFO
2023 - The Future Is Accessible. Amsterdam, Netherlands. IOS Press; 2024:1297-1301.

5. European Health Union: A European Health Data Space for people and science. European Commission. 2022. URL: https:/
/ec.europa.eu/commission/presscorner/detail/en/ip_22_2711 [accessed 2024-03-15]

6. Tapuria A, Porat T, Kalra D, Dsouza G, Xiaohui S, Curcin V. Impact of patient access to their electronic health record:
systematic review. Inform Health Soc Care. Jun 02, 2021;46(2):192-204. [FREE Full text] [doi:
10.1080/17538157.2021.1879810] [Medline: 33840342]

7. Cijvat CD, Cornet R, Hägglund M. Factors influencing development and implementation of patients' access to electronic
health records-a comparative study of Sweden and the Netherlands. Front Public Health. 2021;9:621210. [FREE Full text]
[doi: 10.3389/fpubh.2021.621210] [Medline: 34169054]

8. Blease CR, Kharko A, Dong Z, Jones RB, Davidge G, Hagglund M, et al. Experiences and opinions of general practitioners
with patient online record access: an online survey in England. BMJ Open. Feb 01, 2024;14(1):e078158. [doi:
10.1136/bmjopen-2023-078158] [Medline: 38302414]

9. de Lusignan S, Mold F, Sheikh A, Majeed A, Wyatt JC, Quinn T, et al. Patients' online access to their electronic health
records and linked online services: a systematic interpretative review. BMJ Open. Sep 08, 2014;4(9):e006021. [FREE Full
text] [doi: 10.1136/bmjopen-2014-006021] [Medline: 25200561]

JMIR Med Inform 2025 | vol. 13 | e64982 | p. 14https://medinform.jmir.org/2025/1/e64982
(page number not for citation purposes)

Muli et alJMIR MEDICAL INFORMATICS

XSL•FO
RenderX

https://jmir.org/api/download?alt_name=medinform_v13i1e64982_app1.docx&filename=803a6e1526e4a66071accde665799823.docx
https://jmir.org/api/download?alt_name=medinform_v13i1e64982_app1.docx&filename=803a6e1526e4a66071accde665799823.docx
http://dx.doi.org/10.1016/j.hlpt.2017.11.003
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27577472&dopt=Abstract
https://ec.europa.eu/commission/presscorner/detail/en/ip_22_2711
https://ec.europa.eu/commission/presscorner/detail/en/ip_22_2711
https://www.tandfonline.com/doi/abs/10.1080/17538157.2021.1879810?url_ver=Z39.88-2003&rfr_id=ori:rid:crossref.org&rfr_dat=cr_pub  0pubmed
http://dx.doi.org/10.1080/17538157.2021.1879810
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=33840342&dopt=Abstract
https://europepmc.org/abstract/MED/34169054
http://dx.doi.org/10.3389/fpubh.2021.621210
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=34169054&dopt=Abstract
http://dx.doi.org/10.1136/bmjopen-2023-078158
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=38302414&dopt=Abstract
https://bmjopen.bmj.com/lookup/pmidlookup?view=long&pmid=25200561
https://bmjopen.bmj.com/lookup/pmidlookup?view=long&pmid=25200561
http://dx.doi.org/10.1136/bmjopen-2014-006021
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25200561&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/


10. Hägglund M, McMillan B, Whittaker R, Blease C. Patient empowerment through online access to health records. BMJ.
Sep 29, 2022;378:e071531. [FREE Full text] [doi: 10.1136/bmj-2022-071531] [Medline: 36175012]

11. Grünloh C, Myreteg G, Cajander Å, Rexhepi H. "Why do they need to check me?" Patient participation through eHealth
and the doctor-patient relationship: qualitative study. J Med Internet Res. Jan 15, 2018;20(1):e11. [FREE Full text] [doi:
10.2196/jmir.8444] [Medline: 29335237]

12. Turner A, Morris R, McDonagh L, Hamilton F, Blake S, Farr M, et al. Unintended consequences of patient online access
to health records: a qualitative study in UK primary care. Br J Gen Pract. Jan 2023;73(726):e67-e74. [FREE Full text] [doi:
10.3399/BJGP.2021.0720] [Medline: 36316163]

13. Davidge G, Brown L, Lyons M, Blease C, French D, van Staa T, et al. Primary care staff's views and experience of patients'
online access to their electronic health record: a qualitative exploration. Br J Gen Pract. Jun 2023;73(731):e418-e426.
[FREE Full text] [doi: 10.3399/BJGP.2022.0436] [Medline: 37068967]

14. Grünloh C, Cajander Å, Myreteg G. "The record is our work tool!"-Physicians' framing of a patient portal in Sweden. J
Med Internet Res. Jun 27, 2016;18(6):e167. [FREE Full text] [doi: 10.2196/jmir.5705] [Medline: 27349531]

15. Cajander Å, Moll J, Englund S, Hansman A. Medical records online for patients and effects on the work environment of
nurses. Stud Health Technol Inform. 2018;247:271-275. [Medline: 29677965]

16. Muli I, Scandurra I, Cajander Å, Hägglund M. Healthcare professionals' experiences of the work environment after patients'
access to their electronic health records - a qualitative study in primary care. Stud Health Technol Inform. May 25,
2022;294:530-534. [doi: 10.3233/SHTI220515] [Medline: 35612136]

17. Blease C, Torous J, Hägglund M. Does patient access to clinical notes change documentation? Front Public Health.
2020;8:577896. [FREE Full text] [doi: 10.3389/fpubh.2020.577896] [Medline: 33330320]

18. Moll J, Rexhepi H, Cajander Å, Grünloh C, Huvila I, Hägglund M, et al. Patients' experiences of accessing their electronic
health records: national patient survey in Sweden. J Med Internet Res. Nov 01, 2018;20(11):e278. [FREE Full text] [doi:
10.2196/jmir.9492] [Medline: 30389647]

19. Niazkhani Z, Toni E, Cheshmekaboodi M, Georgiou A, Pirnejad H. Barriers to patient, provider, and caregiver adoption
and use of electronic personal health records in chronic care: a systematic review. BMC Med Inform Decis Mak. Jul 08,
2020;20(1):153. [FREE Full text] [doi: 10.1186/s12911-020-01159-1] [Medline: 32641128]

20. Walker J, Leveille S, Bell S, Chimowitz H, Dong Z, Elmore JG, et al. OpenNotes after 7 years: patient experiences with
ongoing access to their clinicians' outpatient visit notes. J Med Internet Res. May 06, 2019;21(5):e13876. [FREE Full text]
[doi: 10.2196/13876] [Medline: 31066717]

21. Hagström J, Åhlfeldt RM, Blease C, Cajander Å, Rexhepi H, Moll J, et al. Security and privacy of online record access: a
survey of adolescents' views and experiences in Sweden. J Adolesc Health. Nov 2024;75(5):730-736. [FREE Full text]
[doi: 10.1016/j.jadohealth.2023.12.027] [Medline: 38349307]

22. Bärkås A, Kharko A, Åhlfeldt RM, Hägglund M. Patients' experiences of unwanted access to their online health records.
Stud Health Technol Inform. May 18, 2023;302:356-357. [doi: 10.3233/SHTI230138] [Medline: 37203682]

23. Damschroder LJ, Aron DC, Keith RE, Kirsh SR, Alexander JA, Lowery JC. Fostering implementation of health services
research findings into practice: a consolidated framework for advancing implementation science. Implement Sci. Aug 07,
2009;4:50. [FREE Full text] [doi: 10.1186/1748-5908-4-50] [Medline: 19664226]

24. Eklund B, Joustra-Enquist I. Sustains--direct access for the patient to the medical record over the Internet. Stud Health
Technol Inform. 2004;100:182-189. [Medline: 15718578]

25. Hägglund M, Scandurra I. Patients' online access to electronic health records: current status and experiences from the
implementation in Sweden. Stud Health Technol Inform. 2017;245:723-727. [Medline: 29295193]

26. Hagström J, Scandurra I, Moll J, Blease C, Haage B, Hörhammer I, et al. Minor and parental access to electronic health
records: differences across four countries. Stud Health Technol Inform. May 25, 2022;294:495-499. [doi:
10.3233/SHTI220508] [Medline: 35612129]

27. Bärkås A, Scandurra I, Rexhepi H, Blease C, Cajander Å, Hägglund M. Patients' access to their psychiatric notes: current
policies and practices in Sweden. Int J Environ Res Public Health. Aug 30, 2021;18(17):9140. [FREE Full text] [doi:
10.3390/ijerph18179140] [Medline: 34501730]

28. Scandurra I, Lyttkens L, Eklund B. Implications of Swedish National Regulatory Framework of the Patient Accessible
Electronic Health Record. In: Hoerbst A, Hackl WO, de Keizer N, Prokosch HU, Hercigonja-Szekeres M, de Lusignan S,
editors. Exploring Complexity in Health: An Interdisciplinary Systems Approach. Amsterdam, Netherlands. IOS Press;
2016:695-699.

29. Scandurra I, Pettersson M, Eklund B, Lyttkens L. Analysis of the Updated Swedish Regulatory Framework of the Patient
Accessible Electronic Health Record in Relation to Usage Experience. In: Gundlapalli AV, Jaulent MC, Zhao D, editors.
MEDINFO 2017: Precision Healthcare through Informatics. Amsterdam, Netherlands. IOS Press; 2017:798-802.

30. Åldersgränser i 1177- tjänster: Utredningsrapport och barnkonsekvensanalys. Inera. 2022. URL: https://www.inera.se/
contentassets/522d66f534a7475baabb638ed1b0655d/utredningsrapport_inera_aldersgranser1177.pdf [accessed 2025-05-22]

31. Erlingsdottir G, Petersson L. Employees’ work environment and patients’ rights, conflicting responsibilities when
implementing patient online access to their EHR. Lund University. 2016. URL: https://lup.lub.lu.se/search/publication/
623726ac-ab4d-4625-b758-88ecae6fb475 [accessed 2025-05-22]

JMIR Med Inform 2025 | vol. 13 | e64982 | p. 15https://medinform.jmir.org/2025/1/e64982
(page number not for citation purposes)

Muli et alJMIR MEDICAL INFORMATICS

XSL•FO
RenderX

https://www.bmj.com/lookup/pmidlookup?view=long&pmid=36175012
http://dx.doi.org/10.1136/bmj-2022-071531
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=36175012&dopt=Abstract
https://www.jmir.org/2018/1/e11/
http://dx.doi.org/10.2196/jmir.8444
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29335237&dopt=Abstract
https://bjgp.org/lookup/pmidlookup?view=long&pmid=36316163
http://dx.doi.org/10.3399/BJGP.2021.0720
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=36316163&dopt=Abstract
https://bjgp.org/lookup/pmidlookup?view=long&pmid=37068967
http://dx.doi.org/10.3399/BJGP.2022.0436
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=37068967&dopt=Abstract
https://www.jmir.org/2016/6/e167/
http://dx.doi.org/10.2196/jmir.5705
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27349531&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29677965&dopt=Abstract
http://dx.doi.org/10.3233/SHTI220515
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=35612136&dopt=Abstract
https://europepmc.org/abstract/MED/33330320
http://dx.doi.org/10.3389/fpubh.2020.577896
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=33330320&dopt=Abstract
https://www.jmir.org/2018/11/e278/
http://dx.doi.org/10.2196/jmir.9492
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30389647&dopt=Abstract
https://bmcmedinformdecismak.biomedcentral.com/articles/10.1186/s12911-020-01159-1
http://dx.doi.org/10.1186/s12911-020-01159-1
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32641128&dopt=Abstract
https://www.jmir.org/2019/5/e13876/
http://dx.doi.org/10.2196/13876
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31066717&dopt=Abstract
https://linkinghub.elsevier.com/retrieve/pii/S1054-139X(24)00008-9
http://dx.doi.org/10.1016/j.jadohealth.2023.12.027
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=38349307&dopt=Abstract
http://dx.doi.org/10.3233/SHTI230138
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=37203682&dopt=Abstract
https://implementationscience.biomedcentral.com/articles/10.1186/1748-5908-4-50
http://dx.doi.org/10.1186/1748-5908-4-50
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19664226&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15718578&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29295193&dopt=Abstract
http://dx.doi.org/10.3233/SHTI220508
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=35612129&dopt=Abstract
https://www.mdpi.com/resolver?pii=ijerph18179140
http://dx.doi.org/10.3390/ijerph18179140
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=34501730&dopt=Abstract
https://www.inera.se/contentassets/522d66f534a7475baabb638ed1b0655d/utredningsrapport_inera_aldersgranser1177.pdf
https://www.inera.se/contentassets/522d66f534a7475baabb638ed1b0655d/utredningsrapport_inera_aldersgranser1177.pdf
https://lup.lub.lu.se/search/publication/623726ac-ab4d-4625-b758-88ecae6fb475
https://lup.lub.lu.se/search/publication/623726ac-ab4d-4625-b758-88ecae6fb475
http://www.w3.org/Style/XSL
http://www.renderx.com/


32. Wiljer D, Urowitz S, Apatu E, DeLenardo C, Eysenbach G, Harth T, et al. Canadian Committee for Patient Accessible
Health Records. Patient accessible electronic health records: exploring recommendations for successful implementation
strategies. J Med Internet Res. Oct 31, 2008;10(4):e34. [FREE Full text] [doi: 10.2196/jmir.1061] [Medline: 18974036]

33. Rangachari P, Mushiana SS, Herbert K. A scoping review of applications of the Consolidated Framework for Implementation
Research (CFIR) to telehealth service implementation initiatives. BMC Health Serv Res. Nov 30, 2022;22(1):1450. [FREE
Full text] [doi: 10.1186/s12913-022-08871-w] [Medline: 36447279]

34. Sweden: health system review. World Health Organization. 2012. URL: https://iris.who.int/handle/10665/330318 [accessed
2025-05-22]

35. International Health Policy Survey 2021. Vardanalys. URL: https://www.vardanalys.se/in-english/reports/
international-health-policy-survey-2021 [accessed 2022-10-26]

36. 1177. URL: https://www.1177.se/ [accessed 2025-05-28]
37. 1177 journal. Inera. URL: https://www.inera.se/tjanster/alla-tjanster-a-o/1177-journal/ [accessed 2023-11-22]
38. Folkhälsokollen. URL: https://www.folkhalsokollen.se/ [accessed 2024-04-26]
39. Muli I, Scandurra I, Hägglund M. Primary healthcare professionals' improvement suggestions for the patient accessible

health record. Stud Health Technol Inform. Jan 25, 2024;310:489-493. [doi: 10.3233/SHTI231013] [Medline: 38269857]
40. Graneheim UH, Lindgren B, Lundman B. Methodological challenges in qualitative content analysis: A discussion paper.

Nurse Educ Today. Sep 2017;56:29-34. [doi: 10.1016/j.nedt.2017.06.002] [Medline: 28651100]
41. Graneheim UH, Lundman B. Qualitative content analysis in nursing research: concepts, procedures and measures to achieve

trustworthiness. Nurse Educ Today. Feb 2004;24(2):105-112. [doi: 10.1016/j.nedt.2003.10.001] [Medline: 14769454]
42. Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research (COREQ): a 32-item checklist for

interviews and focus groups. Int J Qual Health Care. Dec 2007;19(6):349-357. [doi: 10.1093/intqhc/mzm042] [Medline:
17872937]

43. Vehko T, Hyppönen H, Puttonen S, Kujala S, Ketola E, Tuukkanen J, et al. Experienced time pressure and stress: electronic
health records usability and information technology competence play a role. BMC Med Inform Decis Mak. Aug 14,
2019;19(1):160. [FREE Full text] [doi: 10.1186/s12911-019-0891-z] [Medline: 31412859]

44. Hertzum M, Ellingsen G, Cajander Å. Implementing Large-Scale Electronic Health Records: Experiences from
implementations of Epic in Denmark and Finland. Int J Med Inform. Nov 2022;167:104868. [doi:
10.1016/j.ijmedinf.2022.104868] [Medline: 36194994]

45. Hägglund M, Scandurra I. Usability of the Swedish accessible electronic health record: qualitative survey study. JMIR
Hum Factors. Jun 23, 2022;9(2):e37192. [FREE Full text] [doi: 10.2196/37192] [Medline: 35737444]

46. Kujala S, Simola S, Wang B, Soone H, Hagström J, Bärkås A, et al. Benchmarking usability of patient portals in Estonia,
Finland, Norway, and Sweden. Int J Med Inform. Jan 2024;181:105302. [FREE Full text] [doi:
10.1016/j.ijmedinf.2023.105302] [Medline: 38011806]

47. Golay D, Salminen Karlsson M, Cajander Å. Negative emotions induced by work-related information technology use in
hospital nursing. Comput Inform Nurs. Aug 04, 2021;40(2):113-120. [FREE Full text] [doi: 10.1097/CIN.0000000000000800]
[Medline: 34347645]

48. Wändell P, Carlsson AC, Wettermark B, Lord G, Cars T, Ljunggren G. Most common diseases diagnosed in primary care
in Stockholm, Sweden, in 2011. Fam Pract. Oct 2013;30(5):506-513. [doi: 10.1093/fampra/cmt033] [Medline: 23825186]

49. Bärkås A, Kharko A, Blease C, Cajander Å, Johansen Fagerlund A, Huvila I, et al. Errors, omissions, and offenses in the
health record of mental health care patients: results from a nationwide survey in Sweden. J Med Internet Res. Nov 03,
2023;25:e47841. [FREE Full text] [doi: 10.2196/47841] [Medline: 37921861]

50. Valeur HS, Lie AK, Moen K. Patient rationales against the use of patient-accessible electronic health records: qualitative
study. J Med Internet Res. May 28, 2021;23(5):e24090. [FREE Full text] [doi: 10.2196/24090] [Medline: 34047711]

51. Kujala S, Hörhammer I, Väyrynen A, Holmroos M, Nättiaho-Rönnholm M, Hägglund M, et al. Patients' experiences of
web-based access to electronic health records in Finland: cross-sectional survey. J Med Internet Res. Jun 06,
2022;24(6):e37438. [FREE Full text] [doi: 10.2196/37438] [Medline: 35666563]

52. Zanaboni P, Kummervold PE, Sørensen T, Johansen MA. Patient use and experience with online access to electronic health
records in Norway: results from an online survey. J Med Internet Res. Feb 07, 2020;22(2):e16144. [FREE Full text] [doi:
10.2196/16144] [Medline: 32031538]

53. Zanaboni P, Kristiansen E, Lintvedt O, Wynn R, Johansen MA, Sørensen T, et al. Impact on patient-provider relationship
and documentation practices when mental health patients access their electronic health records online: a qualitative study
among health professionals in an outpatient setting. BMC Psychiatry. Jul 28, 2022;22(1):508. [FREE Full text] [doi:
10.1186/s12888-022-04123-7] [Medline: 35902841]

54. Moll J, Cajander Å. On patient accessible electronic health records and the experienced effect on the work environment of
nurses. Stud Health Technol Inform. Jun 16, 2020;270:1021-1025. [doi: 10.3233/SHTI200316] [Medline: 32570536]

55. Kristiansen E, Johansen M, Zanaboni P. Healthcare personnels’ experience with patients’ online access to electronic health
records. 2019. Presented at: 17th Scandinavian Conference on Health Informatics; November 12-13, 2019; Oslo, Norway.
URL: https://ep.liu.se/ecp/161/016/ecp19161016.pdf

JMIR Med Inform 2025 | vol. 13 | e64982 | p. 16https://medinform.jmir.org/2025/1/e64982
(page number not for citation purposes)

Muli et alJMIR MEDICAL INFORMATICS

XSL•FO
RenderX

https://www.jmir.org/2008/4/e34/
http://dx.doi.org/10.2196/jmir.1061
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18974036&dopt=Abstract
https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-022-08871-w
https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-022-08871-w
http://dx.doi.org/10.1186/s12913-022-08871-w
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=36447279&dopt=Abstract
https://iris.who.int/handle/10665/330318
https://www.vardanalys.se/in-english/reports/international-health-policy-survey-2021
https://www.vardanalys.se/in-english/reports/international-health-policy-survey-2021
https://www.1177.se/
https://www.inera.se/tjanster/alla-tjanster-a-o/1177-journal/
https://www.folkhalsokollen.se/
http://dx.doi.org/10.3233/SHTI231013
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=38269857&dopt=Abstract
http://dx.doi.org/10.1016/j.nedt.2017.06.002
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28651100&dopt=Abstract
http://dx.doi.org/10.1016/j.nedt.2003.10.001
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=14769454&dopt=Abstract
http://dx.doi.org/10.1093/intqhc/mzm042
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=17872937&dopt=Abstract
https://bmcmedinformdecismak.biomedcentral.com/articles/10.1186/s12911-019-0891-z
http://dx.doi.org/10.1186/s12911-019-0891-z
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31412859&dopt=Abstract
http://dx.doi.org/10.1016/j.ijmedinf.2022.104868
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=36194994&dopt=Abstract
https://humanfactors.jmir.org/2022/2/e37192/
http://dx.doi.org/10.2196/37192
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=35737444&dopt=Abstract
https://linkinghub.elsevier.com/retrieve/pii/S1386-5056(23)00320-9
http://dx.doi.org/10.1016/j.ijmedinf.2023.105302
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=38011806&dopt=Abstract
https://europepmc.org/abstract/MED/34347645
http://dx.doi.org/10.1097/CIN.0000000000000800
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=34347645&dopt=Abstract
http://dx.doi.org/10.1093/fampra/cmt033
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23825186&dopt=Abstract
https://www.jmir.org/2023//e47841/
http://dx.doi.org/10.2196/47841
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=37921861&dopt=Abstract
https://www.jmir.org/2021/5/e24090/
http://dx.doi.org/10.2196/24090
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=34047711&dopt=Abstract
https://www.jmir.org/2022/6/e37438/
http://dx.doi.org/10.2196/37438
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=35666563&dopt=Abstract
https://www.jmir.org/2020/2/e16144/
http://dx.doi.org/10.2196/16144
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32031538&dopt=Abstract
https://bmcpsychiatry.biomedcentral.com/articles/10.1186/s12888-022-04123-7
http://dx.doi.org/10.1186/s12888-022-04123-7
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=35902841&dopt=Abstract
http://dx.doi.org/10.3233/SHTI200316
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32570536&dopt=Abstract
https://ep.liu.se/ecp/161/016/ecp19161016.pdf
http://www.w3.org/Style/XSL
http://www.renderx.com/


56. Scandurra I, Jansson A, Forsberg-Fransson M, Ålander T. Is ‘patient's online access to health records’ a good reform? –
Opinions from Swedish healthcare professionals differ. Procedia Computer Science. 2015;64:964-968. [doi:
10.1016/j.procs.2015.08.614]

57. Jonnergård K, Petersson L, Erlingsdóttir G. Communicating the implementation of open notes to health care professionals:
mixed methods study. JMIR Med Inform. Aug 16, 2021;9(8):e22391. [FREE Full text] [doi: 10.2196/22391] [Medline:
34398794]

58. Petersson L, Erlingsdottir G. Communicating to employees the implementation of patient online access to their EHR. The
case of adult psychiatry in Southern Sweden. 2016. Presented at: 14th Scandinavian Conference on Health Informatics;
April 6-7, 2016; Gothenburg, Sweden. URL: https://ep.liu.se/ecp/122/002/ecp16122002.pdf

59. Denneson LM, Pisciotta M, Hooker ER, Trevino A, Dobscha SK. Impacts of a web-based educational program for veterans
who read their mental health notes online. J Am Med Inform Assoc. Jan 01, 2019;26(1):3-8. [FREE Full text] [doi:
10.1093/jamia/ocy134] [Medline: 30445648]

60. Meier-Diedrich E, Lyckblad C, Davidge G, Hägglund M, Kharko A, McMillan B, et al. Impact of patient online record
access on documentation: scoping review. J Med Internet Res. Feb 20, 2025;27:e64762. [FREE Full text] [doi: 10.2196/64762]
[Medline: 39977853]

Abbreviations
CFIR: Consolidated Framework for Implementation Research
EHR: electronic health record
GP: general practitioner
HCP: health care professional
ORA: online record access
PAEHR: patient-accessible electronic health record
PCC: primary care center

Edited by A Benis; submitted 01.08.24; peer-reviewed by H Shah, Y Chu; comments to author 29.11.24; revised version received
28.02.25; accepted 18.05.25; published 06.06.25

Please cite as:
Muli I, Cajander Å, Scandurra I, Hägglund M
Health Care Professionals’Perspectives on Implementing Patient-Accessible Electronic Health Records in Primary Care: Qualitative
Study
JMIR Med Inform 2025;13:e64982
URL: https://medinform.jmir.org/2025/1/e64982
doi: 10.2196/64982
PMID: 40478617

©Irene Muli, Åsa Cajander, Isabella Scandurra, Maria Hägglund. Originally published in JMIR Medical Informatics
(https://medinform.jmir.org), 06.06.2025. This is an open-access article distributed under the terms of the Creative Commons
Attribution License (https://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and reproduction
in any medium, provided the original work, first published in JMIR Medical Informatics, is properly cited. The complete
bibliographic information, a link to the original publication on https://medinform.jmir.org/, as well as this copyright and license
information must be included.

JMIR Med Inform 2025 | vol. 13 | e64982 | p. 17https://medinform.jmir.org/2025/1/e64982
(page number not for citation purposes)

Muli et alJMIR MEDICAL INFORMATICS

XSL•FO
RenderX

http://dx.doi.org/10.1016/j.procs.2015.08.614
https://medinform.jmir.org/2021/8/e22391/
http://dx.doi.org/10.2196/22391
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=34398794&dopt=Abstract
https://ep.liu.se/ecp/122/002/ecp16122002.pdf
https://europepmc.org/abstract/MED/30445648
http://dx.doi.org/10.1093/jamia/ocy134
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30445648&dopt=Abstract
https://www.jmir.org/2025//e64762/
http://dx.doi.org/10.2196/64762
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=39977853&dopt=Abstract
https://medinform.jmir.org/2025/1/e64982
http://dx.doi.org/10.2196/64982
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=40478617&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

