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Electronic health records (EHR) aren't a new concept in Saudi Arabia, but surprisingly there has been sluggish adoption of fully integrated electronic health records systems in practice within most hospitals and other primary care settings. Research indicates that those who have fully invested in electronic health records report having excellent confidence and satisfaction in their medical systems' reliability. Also, there is a consensus that electronic health care records enhance patient care, improve safe practice, and promote communication between multiple service providers and patients, thus minimizing the risks of errors. 
According to Ross et al. (2014). A decision to implement an electronic health record needs a significant amount of time. There are a number of basic practical implementation steps to enhance the success of such a transition. Such steps include readiness, budgeting, training, and so on. Readiness is an essential factor in this case. Since electronic health records continue to increase in most hospitals, as a healthcare administrator, I will actively examine all of the potential risks for treatment errors, legal responsibility, and system failure before moving forward to implement and adopt this modern way of record keeping. 
The cost of electronic health care records is one of the main factor contributing to the failure of adoption of new technology in most health care centers; as a health administrator, I will ensure that all physicians and doctors know their duties in relation to their chronicling responsibilities and the depth of important information available in electronic health care records system. I believe this is so significant for reducing the risks of lawsuit and malpractice. Moreover, I will ensure regular upgrading of all systems and corresponding training for all staff and involved stakeholders to minimize the risks of adverse events and errors. If the risks of errors and adverse events are reduced, the cost of implementing and maintaining electronic health care records will be significantly reduced.
Continually, integrated electronic health records have significantly enhanced the quality of health care and safety even though it's adoption may be a bit challenging due to several barriers during implementation and maintenance (Abernethy et al., 2017). From my perspective, I believe to be successful in such a transition; we ought to identify and dedicate suitable medical and administrative personnel to work on proposed or expected implementation, which involves the connection between electronic health record vendor and organization or hospital. Therefore, I will identify the site "champion" and team lead and practice fitting revolution strategies to lead to a positive and beneficial transition phase.
 I will prioritize the communication with the electronic health record vendor regarding particular workflow design and needs. This will ensure that our system is ready for full implementation. Often, the success of adopting an electronic health record depends on a seamless conversion between one charting systems to another (Gagnon et al., 2014). During this transition phase, there isn't a guarantee of data integrity. But I believe that a well-organized and executed enactment/implementation will reduce some of these risks and improve patient care safety and quality.
Furthermore, training involved people in this transition will significantly boost the success of the project. Quality training reduces anxieties about using a new data recording system, thus minimizing minor and general errors encountered during data entry. The availability of training and technical support in the implementation phase is essential. Early or too late training may bring wastage of resources and increased frustrations. An electronic health record requires specialized knowledge to transform manually daily work; thus, the delivery and retrieval of data are easily and quickly done.
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