Introduction

In Saudi Arabia, only 34.5% of hospitals have adopted Electronic Medical Record (EMR) systems, notwithstanding the significant advantages of such systems (Alharthi et al., 2014).  The implementation of EMR systems can be deemed successful when viewed the satisfaction levels of users (Alharthi et al., 2014).

What is Physicians' satisfaction towards EMR System in a specialised hospital in Saudi Arabia.

Systematic Search

The literature was reviewed with the help of databases including PubMed, CINAHL, The Cochrane Library, and Web of Science. Keywords included: "Electronic Health Record*"; "Electronic Medical Record*"; "EHR"; "EMR"; perception*; experience*; attitude*; belief*; satisfaction*; and physician*, and these were searched first individually and then in combination. Inclusion criteria were: 'full text'; 'English language'; and publication between 2007 and 2017. Because there has been limited research in Saudi Arabia, the search was set more widely. After the first search, the title and abstract were manually evaluated. Exclusion criteria added at this point included removing systematic reviews and articles not based on research. Only qualitative methodologies were included, in line with this paper's proposed methodology. The article was selected on the basis of relevance to the research question and the research methodologies used and were appraised using the critical appraisal checklist for qualitative studies of SURE (The Specialist Unit for Review Evidence) (SURE 2013).


Critical Appraisal.

The article proposed for review, "Physician user satisfaction with an electronic medical records system in primary healthcare centres in Al Ain: a qualitative study" is by Al Alawi et al. (2014) and describes a phenomenological study exploring physician's satisfaction with an EMR (electronic medical records) system. The study sought to identify and explore the system's principle limitations and recommend ways of addressing them. The title clearly indicates the study's subject area (Dawson, 2013). A descriptive qualitative research method was used to explore physicians' attitudes thoroughly towards and satisfaction with an EMR system in primary healthcare centres in Al Ain, United Arab Emirates (UAE). 

Physicians were recruited to the study by purposive sampling. The authors asked management to choose participants on the basis of their readiness to share their experiences with EMR. The sample may be therefore biased if participants felt under pressure to participate; fear that their responses might be shared with senior staff may have influenced their responses (Holloway 2007). Purposive (also known as judgment, selective or subjective) sampling is non-probability sampling because not all the population has the opportunity to participate; population members are invited to take part based on the researcher's judgment (Creswell, 2013). While purposive sampling is both cost-effective and time-efficient, it can be biased if the sample is atypical of the population and conclusions may be limited by the data's lack of variation (Holloway 2007). Purposive sampling reduces the study's reliability and the research findings' generalisability (Creswell, 2013). Inclusion and exclusion criteria are not mentioned in recruiting participants. Before the study, each hospital's clinical supervisor was asked for and provided ethical approval, and each participant signed a consent form before the group session. Gerrish and Lathlean (2015) recommend obtaining informed consent and say that the researcher's priority should be participants' welfare, but the article does not mention ethical considerations in relation to procedures for keeping and storing transcriptions of focus group audio recordings, or by whom the data may be accessed. The authors excluded management from focus groups, arguing that their presence could make junior colleagues uncomfortable and prevent the sharing of personal experiences and perceptions about the use of EMR in the workplace. A limitation of this research method is that the presence of researchers in the focus group interviews can lead to bias in the responses (Creswell 2013); nevertheless, the absence of management could make participants more willing to share personal perceptions of the system and might improve participation and articulation. 
The article does not explain the choice of 23 participants, but the sample size is less important than having a representative sample (Greenhaulgh 2014). Also important is to have varied demographics in each focus group; the right combination of age, gender and professional experience may make the findings more transferable to other healthcare teams (Moule 2015). The authors of this study conducted three focus group interviews for one hour on each of three consecutive days so that group interaction would provide a wealth of data on the participants' concerns and understanding. Conversation, debate, reflection can obtain data and analyse personal experience, and this is presented as justification for selection of this method (Pope and Mays 2006). While it is difficult to predict what a focus groups may do and discussions can veer off topic as discussed by Holloway (2007), this does not seem to have been an issue for Al Alawi et al., 2014 who reported approximate data saturation during the second focus group interview, a third being conducted to confirm saturation. Data saturation is achieved when analysis of more samples will not generate new data (Gerrish and Lathlean 2015). Information is provided on how the authors contributed to the study's various aspects; interviews were conducted by the third author who also had additional training on qualitative research methods and reviewed the literature on qualitative research, ruling out interviewer bias (Parahoo 2014). The other researchers audiotaped and documented non-verbal and verbal responses to safeguard effective data collection and facilitation (Flick 2014). The three focus groups used a moderator's guide to keep a discussion on focus and achieve the study's aims (Holloway 2007). Data were recorded and then transcribed verbatim before the transcripts were independently reviewed and separately coded by all researchers to improve the findings' internal validity by reducing potential lone-researcher bias (Burnard et al. 2008). Each transcript was analysed independently by each researcher to identify themes and subthemes, followed by a review by the other researchers to similar group data. The researchers met regularly to analyse relations and triangulations (using more than one data collection method), and this makes the research paper stronger by increasing the data's credibility and validity. The theme frame was identified using the 'Krueger' framework to provides a clear sequence to ease the management of a large and complex set of qualitative data (Krueger and Casey, 2015).

While there are those who accept the trustworthiness of qualitative research reluctantly, frameworks for ensuring rigour have existed for a number of years. The authors say that Guba's four criteria were used to improve data trustworthiness. Guba proposed four criteria for consideration by qualitative researchers who want their findings to be trustworthy (Shenton, 2004). For credibility (Internal validity), researchers should seek to show that they are presenting a true picture of the studied phenomena. For transferability (external validity/generalisability), they should provide enough detail about the fieldwork's context to enable a reader to decide whether that context is sufficiently like a situation the reader is familiar with for the findings justifiably to be applied to that situation. While the dependability (reliability) criterion is difficult to meet in qualitative work, researchers should do their best to make it possible for future researchers to replicate the study. Finally, for confirmability (objectivity), the researchers must do what is necessary to show that their findings emerge from the data and not from what they would like to be the case. A rigorous, systematic approach of this sort is time-consuming but improves the results' trustworthiness (Burnard et al. 2008).





Advantages and Disadvantages of the design:

Qualitative research is increasingly used in healthcare research to explore perspectives, beliefs, attitudes, feelings and behaviour of patients and other groups in the healthcare system (Holloway 2007; Parahoo, 2014). A qualitative phenomenological design was appropriate for this study because it was narrative, descriptive, subjective, and made it possible for the researcher to obtain information about participants' lived experiences that were both first-hand and in-depth (Holloway 2007). Qualitative phenomenology is more appropriate to the study's goals because it requires the subject being studied to investigate and analysed in detail; the study's subject does not lend itself to numerical measurement and statistical inference (Creswell 2013). Qualitative research does not predict or involve analysis that can be replicated (Creswell 2013). Liu and Zhu (2013) see qualitative research as the right way to explore factors involved in physicians' adoption of EMR. Liu and Zhu (2013) remarked that few contemporary studies of EMR adoption are qualitative. The qualitative method is therefore warranted for future research. Focus groups promote synergy and spontaneity by giving participants opportunities to disagree, explain, comment, and share their views. In this way, shared experiences lead to the voicing of opinions that might not be heard in an individual interview (Flick 2014). It can generate a lot of data in a short time (Creswell 2013).
In contrast, researcher bias of the data influencing the result is a limitation of the qualitative research. As result of the research is considerably based on the researcher, it is difficult to demonstrate and preserve scholarly precision; the analysis of data is time-consuming, and concerns of confidentiality and anonymity can change responses (Anderson, 2010) Additionally, the risk of missing methodological rigour because of increased subjectivity of researchers can be a limitation particular to case study (Flick, 2014).
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