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الخ�دمات الت�ي يق�دمها قس�م وع�ن الس�جلات الطبي�ة  ىالممرضات والمرضوتقييم وجهات نظر الأطباء  :هدف الدراسة
 .  لكترونيةلإالسجلات الطبية وأيضاً تقييم وجهات نظر الأطباء حول إدخال السجلات ا

اش�تملت الاس�تبانة . اناتالعسكري عن طريق توزيع إس�تب ىأجريت الدراسة بمدينة الرياض بالمستشف :طريقة الدراسة
عن محتويات السجل الطبي وعن و الممرضات والمرضي عن قسم السجلات الطبيةو معلومات عن رأي الأطباء ىعل

لكتروني��ة لإرأي الأطب��اء ح��ول إدخ��ال الس��جلات ا ىس��تبانة أيض��اً عل��لااش��تملت ا. الك��ادر ال��ذي يعم��ل بقس��م الس��جلات
عن طريق العينة العش�وائية البس�يطة كم�ا ت�م اختي�ار المرض�ى ع�ن طري�ق  تم اختيار الأطباء والممرضات. بالمستشفي

 .العينة العشوائية المنتظمة
أظهرت النتائج فيما يخص الكادر بقسم السجلات الطبي�ة أن الاهتم�ام بس�رية المعلوم�ات الموج�ودة ف�ي  :نتائج الدراسة
بالنسبة للمعلومات داخل الس�جل فق�د ن�ال ). 1.88(ييم بينما نال التدريب والمعرفة أقل تق) 2.92(تقييم  ىالملف نال أعل

تقي�يم بينم�ا حص�ل  ىأعل�) 2.64(للمق�اييس العالمي�ة  هوع�دم إس�تيفائ) 2.70(الاحتفاظ بسرية المعلوم�ات داخ�ل الس�جل 
 ىعلفيما يتعلق بقسم السجلات نفسه فإن تكدس الموظفين نال أ). 2.28(التقييم الأعلي  ىتنظيم الوثائق داخل السجل عل

فيم�ا . وخاص�ة م�ن جان�ب المرض�ي) 2.27(تقييم بينما نالت طريق�ة تعام�ل م�وظفي الس�جلات م�ع المرض�ي أق�ل تقي�يم 
 ىغي�ر متحمس�ين لأي مش�روع يه�دف ال� ه�ميختص برأي الأطباء حول إدخال السجل الالكتروني أوضحت الدراس�ة أن

 . لأطباء في التعامل مع الكمبيوترالعدم دراية  ىلكترونية وذلك يعزلإالتعامل مع السجلات الطبية ا
لكتروني�ة ف�ي القري�ب لإدخ�ال الس�جلات اإالرغم من عدم مواكبة السجل الطبي للمق�اييس العالمي�ة ف�إن  ىعل: الخلاصة 

وذل�ك لع�دم رغب�ة الأطب�اء ف�ي التعام�ل م�ع الكمبي�وتر فيم�ا يخ�ص الم�ريض وتفض�يلهم التعام�ل م�ع   العاجل غير وارد
 .التقارير الكتابية

 
 السجلات الطبية، الأطباء، الممرضات، الإدراك :المرجعية كلماتال

______________________________________________________________________________ 
Background: A medical record contains data on patients to support current and continuing 
patient care. Medical Records Department has the traditional role of keeping the patient's 
records safe. This is the first attempt in the Kingdom, to the best of our knowledge, to assess the 
feasibility of introducing electronic medical records. 
Objective: The aim of the study was to assess the views of physicians, patients and nurses of 
medical records services and physicians' views on the use of electronic medical records.  
Methods: The study was conducted with physicians, nurses and patients selected randomly from 
the Military hospital in Riyadh. The data was collected via a self- administered, pilot-tested, 
internally consistent questionnaire.  
Results: On the staff of medical records, the highest mean score was obtained for confidentiality 
(2.92), and the lowest for the training of medical staff (1.88). On medical record documents, the 
highest mean score was reported for "information is confidentially maintained" (2.70), and the 
lowest for the organization of files within file sections (2.28). On the Medical Records 
Department, the highest mean score was reported for overstaffing (2.89), and the lowest for 
receptiveness of receptionists (2.27). Physicians had low scores for computer literacy, ranging 
from 1% for prior computer experience to 27% for owning a computer. Physicians were not 
enthusiastic about the change to electronic medical records. 
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Conclusions: Despite the observed shortcomings of the existing medical records system, it is not 
expected that medical records would be computerized in the near future since physicians have not 
accepted this technology wholeheartedly. 
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INTRODUCTION 
Medical Records Department (MRD) has the 
traditional role of keeping patients' records safe. 
This role consists of compiling, typing, storing, 
and retrieving medical information concerning 
patient care in health care organizations.1,2 The 
information is simply a documentation 
accumulated over time from various sources 
within the health care organization for the primary 
purpose of supporting current and continuing 
patient care.2,3 This traditional role has grown 
gradually as the healthcare industry becomes more 
complex, and critically dependent on accurate 
comprehensive data to support good clinical 
management, administrative affairs of the medical 
institution, teaching, research, utilization review, 
reimbursement, statutory requirements, and legal 
needs.4,5 The overwhelming amount of 
information in patient records and the increasing 
requests for documentation from the MRD, makes 
it increasingly difficult to manually keep up with 
demands in a timely manner.6-9 
 The handwritten record has been the standard 
way of documenting medical information in Saudi 
Arabia since the early 1970s. With the recognition 
of the importance of accurate patient information 
as one of the most important criteria for 
accreditation of hospitals for residency programs 
by the Arab Medical Board in the 1980s, the 
proper keeping of medical records has become 
even more crucial.10 The MRD has functions that 
are service oriented and vary according to the type 
of facility. These functions are usually judged in 
terms of accuracy, legibility, accessibility, 
completeness, timeliness, confidentiality, 
accountability and efficiency.11,12 The present 
paper is an assessment of the perception of 
physicians, nurses, and patients of medical records 
services, and physicians' views on the use of 
electronic medical records (EMR) at the Military 
Hospital, Riyadh, Saudi Arabia. 
 
METHODOLOGY 
The study used a questionnaire comprising 
statements to which the respondents were asked to 

indicate agreement on a four-point scale from 
strongly agree (= 4) to strongly disagree (= 1). 
The questionnaire collected information from 
physicians, nurses and patients. The information 
concerning qualifications and training of the 
medical records staff was collected with the help 
of the Director of the MRD who is a staff member 
of the College of Applied Medical Sciences, 
Community Health section. The study was 
conducted at the Military hospital in Riyadh. The 
sample consisted of 150 physicians and 120 
nurses selected randomly from the list of 
physicians and nurses available at the 
Administration Department. A sample of 120 
patients was selected from the outpatients clinic. 
The sample selection criteria limited it to only 
individuals who were 20 years of age or older. 
Participation was voluntary and assurance of 
confidentiality was emphasized. As a pre-test, we 
administered the questionnaire by interview to 21 
physicians and 23 nurses. Questions that were 
confusing, ambiguous, or gave very skewed 
responses were either removed, rewritten or 
replaced. The questionnaire was administered by 
trained final year students in the Department of 
Community Health Sciences, School of Applied 
Medical Sciences.  
 Analysis of variance using Kruskal–Wallis, 
and t-test using Mann-Whitney were used to 
compare the mean score levels between nurses, 
physicians and patients. Data were analyzed using 
SPSS computer package program. 
 
RESULTS 
Data were obtained from 105 physicians, 109 
nurses and 120 patients; giving a response rate of 
74%. The sample was composed of 73 males 
(70%) and 32 females (30%). The majority of 
physicians and nurses were 31-40 years old, 42% 
and 45% respectively. Regarding experience, the 
majority of physicians (60%) had more than 11 
years of experience, while more than 80% of 
nurses had less than 10 years experience. More 
than 60% of the patients were males, aged 20- 39, 
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had finished secondary school and 62% of the 
patients were married. 
 Table 1 shows the mean score of the views of 
physicians and nurses on the staff of medical  
 
Table 1: Mean score of physicians and nurses about the staff 
of medical records 
    

 Physicians Nurses Mean 
    

Efficient in the provision  
  of services 

2.64 2.58 2.61 

Requested records are  
  always available 

2.41 2.52 2.46 

Requested records are  
  delivered promptly 

2.65 2.73 2.69 

Cooperative and  
  responsive to patients 

2.54 2.59 2.57 

Concerned with the  
  confidentiality of  
  medical records* 

2.89 2.94 2.92 

The staff is highly  
  trained and  
  knowledgeable  

1.85 1.91 1.88 

Overall mean 2.49 2.55 2.52 
    

*The question was also asked to patients 

 
Table 2: Mean score of physicians and nurses about Medical 
Records Department 
    

 Physicians Nurses Mean 
    

Documents inside the  
  files are complete and 
  well-organized 

2.59 2.66 2.63 

The design and shape of  
  medical records is  
  highly acceptable 

2.35 2.65 2.50 

Files are well-organized  
  in the file section 

2.04 2.52 2.28 

Doesn't meet  
  international standards 

2.60 2.67 2.64 

Information  
  confidentiality is  
  maintained by MRD 

2.68 2.71 2.70 

Overall mean 2.45 2.64 2.55 
    

 
Table 3: Mean score of physicians, nurses and patients about 
Medical Records Department 
     

 Physi-
cians 

Nurses Patie-
nts 

Mean 

     

Conveniently and 
  accessibly located 

2.38 2.47 2.10 2.31 

Clean and with quiet 
  atmosphere 

2.51 2.65 2.54 2.54 

Properly arranged  2.49 2.58 2.48 2.49 
Receptionist are 
  receptive to patients 

2.38 2.47 1.98 2.27 

Over staffed 2.72 2.81 2.89 2.89 
Overall mean 2.50 2.60 2.39 2.49 
     

 

Table 4: Physicians' opinion on electronic medical records 
  

Computer literacy:  
Own computer 27.4 
Type writing ability  4.8 
Frequency of computer use/week  1.6 
Computer skills  8.7 
Prior computer experience 1.0 
Computer in your office 2.8 

It is time to shift towards EMR: 31.3 
Age:  

20-30 55.3 
31-40 41.1 
41-50  2.2 
>50  1.4 

Nationality:  
Saudis 64.4 
Non-Saudis 36.6 

Gender:  
Male 59.2 
Female 41.8 

Existing medical records are more credible  
  than EMR 

68.7 

EMR require special training 87.2 
EMR will add a burden to physicians 91.4 
EMR will decrease productivity 81.6 
  

  
records. There were no significant differences 
between physicians and nurses in their overall 
views on the medical record staff. The overall 
mean score was 2.52. The overall mean score for 
nurses (2.55) was higher than that of physicians 
(2.49). There was a significant difference between 
nurses and physicians on MRD (Table 2). For 
physicians, the overall mean score was 2.45, and 
for nurses it was 2.64. The difference was related 
to design and shape of the medical record and 
organization of files within the records. There was 
a significant difference between respondents on 
MRD (Table 3). For physicians, the overall mean 
response was 2.50, for nurses it was 2.60 and for 
patients it was 2.39. Low scores were reported for 
the location of MRD and receptiveness of 
receptionists.  Table 4 shows physicians' opinion 
on electronic medical records (EMR). For 
computer literacy, 27.4% reported they owned a 
computer, 8.7% had computer skills, 4.8% had 
typing-writing ability and only 1.6% spend time 
on the computer. Overall, 31.3% of the physicians 
stated that it was time to move to EMR. More 
than 90% of the physicians admitted that EMR 
would add the burden of the entry of data and 
81.6% reported that it would decrease 
productivity.  
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DISCUSSION 
Besides contributing to medical research, medical 
record benefits the patient, the health facility, the 
doctor, as well as the community. Poorly designed 
medical record acts more as a loosely woven 
historical archive than a clinically useful database. 
It can lead to poorly informed clinical practice, 
medication errors, inappropriate repeat 
investigations and unnecessary referrals and waste 
of clinical time and other resources.13-17 In this 
study, 65.5% of the respondents stated that the 
design and shape of medical record was not 
acceptable and did not meet international 
standards. Else et al18 stated that the design could 
be improved to make patients' data easily 
accessible by highlighting certain data items in 
color or by other means. In Sweden, red-date 
stamps mark the beginning of each progress note 
and assists the doctor to skip encounter by 
encounter. In the USA, the nightshift annotates 
the record in red so the doctor can see at a glance 
if a patient had a troublesome night. Medical 
professionals have long considered confidentiality 
of patients’ medical information of paramount 
importance. Access to such information must be 
controlled because disclosure can be harmful to 
the patient.19-22 Twenty-seven percent of the 
respondents indicated that information from 
medical records is leaked in different ways and 
this leakage was not limited to the MRD. Najla22 

reported a similar result (24%) in a previous 
study. Information can be leaked anywhere on the 
hospital premises, when the records are 
transferred to other departments.7,8,22,23 Andrew 
and Karine24 stated that medical information 
remains privileged even after a patient dies and 
this privilege can be only abrogated by spoken or 
written communication from the patient. The 
importance of physical facilities in the medical 
record department was emphasized by all the 
respondents. A considerable percentage of 
physician and nurses considered physical facilities 
appropriate. The low scores reported by patients 
especially for receptiveness of receptionists (1.98) 
might be explained by the fact that the majority of 
patients were young with high expectations. Many 
authors1,7,8,17 emphasized the importance of 
various characteristics and qualities expected of 
the MRS staff. They must have a pleasant 
personality and maintain a good personal 
appearance. However, these are qualities that can 

be acquired through training, continuous 
education and proper supervision. Most of the 
physicians complained about missing and lost 
files. The physical space of the MRD is very 
limited with more than 20,000 medical records. 
This raises the possibility of loss. With the 
amount of clinical activity and high rate of 
admissions, errors are likely to occur. To solve 
this low level of efficiency, the skills and 
knowledge of the staff should be developed 
through training, incentives and the adequate 
budgetary allocation.  
 Like other fields of human endeavour, MRD 
has taken a leap forward by entering the World 
Wide Web.25 Many studies have emphasized the 
importance of EMR.26-29 EMR has a lot to offer to 
the physicians. Not only do they have access to 
patients' records with the press of a button but 
they also have easy access to information on drug 
interaction, care protocol and other information 
that they would have had to look up in the paper 
records. The reality is that this technology 
requires skill and training. The majority of 
physicians were unconvinced about the need for 
the EMRs. This may be explained by the lack of 
skills and computer knowledge of most 
physicians.30-32 Physicians are known to have an 
aversion for clerical work. More than 90% of 
physicians were worried that EMR would give 
them the burden of entering patient data. This 
would transfer to them some tasks that support 
staff do, such as retrieving and preparing the 
paper records. The majority of the physicians 
(72%) reported the EMR would decrease 
productivity and detract from patient-physician 
relationship. Doctors would see fewer patients 
because schedules would be expanded to give 
doctors more time for data entry, especially for 
those who lack computer knowledge and typing 
skills since going to various screens to review 
charts would take longer than reviewing  paper 
records.32-34 Seth et al27 reported that desktop 
computers could become a physical barrier, 
making a clinician avoid eye-contact with 
patients. He found that patients were less satisfied 
with care when data were entered through a 
computer. Laerum et al32 reported a low level of 
EMR use in Norway despite its extensive 
availability. He found that more than 50% of the 
physicians were not satisfied and preferred the use 
of paper records, and that physicians used the 
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system for less than half of the tasks for which it 
was meant. 
 In clinical practice, data had to be on the right 
patient at the right time and in the right place. 
Improving record design, training of the staff 
would enable faster services and searches and 
thereby improve the outcome for patients and 
reduce the cost of health care. Although efficient 
and usable software EMR do exists, their 
application is not feasible at the moment. 
Strategies for successful implementation of EMR 
should include engaging the physicians and 
practitioners in computer activities and providing 
strong support from the Ministry of Health before 
and during the redesign effort.  
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