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Abstract:

Objectives: The purpose of this study is four-fold. First, the hospitals’ current level of computerized physician
order entry (CPOE) adoption is reported; second, internal and external influence factors’ roles in determining
CPOE adoption rates are described; third, the future diffusion rate of CPOE systems in US hospitals is
empirically predicted; finally, the current technology’s state-of-the-art is assessed.

Data source: Secondary data from 3 years of the Leapfrog Group’s annual survey (2002—2004) of US tertiary-
care hospitals.

Study design: This study estimates CPOE market penetration rates applying technology diffusion theory and
Bass modeling techniques for three future CPOE adoption scenarios—‘Optimistic,” ‘Best estimate’, and
‘Conservative’ are empirically derived. Principal findings: Two of the CPOE adoption scenarios have diffusion
S-curve that indicates a technology will achieve significant market penetration. Under current conditions, CPOE
adoption in urban hospitals will not reach 80% penetration until 2029.

Conclusions: The promise of improved quality of care through medication error reductions and significant cost
controls prompted the Institute of Medicine to call for universal CPOE adoption by 1999. However, the CPOE
products available as of 2006 represent only a ‘second generation technology’, characterized by many
limitations. Without increased external and internal pressures, such CPOE systems are unlikely to achieve full
diffusion in US hospitals in a timely manner. Alternatively, developing a new generation of CPOE technology
that is more ‘user-friendly’ and easily integrated into hospitals’ legacy systems may be a more expedient
approach to achieving widespread adoption.

Keywords: Computerized physician order entry, Quality control, Medical informatics, Health information
systems, Medical errors

Article:

1.  Introduction

The combination of President Bush’s 2004 executive order establishing the Office of the National Coordinator
for Health Information Technology tasked with ensuring implementation of electronic health records (EHRS)
nationwide by 2014 and the Institute of Medicine’s recent call for the use of electronic prescribing systems in
all health care organizations by 2010 heighten urgency around the need to accelerate computerized physician
order entry (CPOE) system adoption in US hospitals. These CPOE systems have the potential to improve
patient safety and provide decision support at the point of care [1-5], thereby addressing major policy and
practice issues around quality of care and practice variation that are of widespread concern [6-13].

Yet the CPOE systems currently available are costly, complex, and potentially increase ADE rates if not
effectively implemented [14-18]. Further, doctors have resisted adopting current CPOE systems because they
require significant changes in their workflows [19-21]. Therefore, the question becomes: are the CPOE systems
commercially available today likely to be widely adopted by US hospitals by the 2010 recommendation called
for by the IOM? And, if not, what is the predicted time horizon for adoption?
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The purpose of this study is to answer these questions by developing three empirical models that predict likely
adoption patterns for CPOE systems based on currently available data about CPOE system adoption and use. In
this paper, we first describe the Technology Diffusion Model (TDM) which we use to frame our analysis based
on 3 years of the Leapfrog Group’s annual hospital survey (2002—-2004) of CPOE adoption. Next, we apply
diffusion modeling techniques to quantify and graphically display predicted CPOE implementation trends
among urban US hospitals. Finally, we discuss our findings, limitations of the current study, and areas for future
research.

2. Study data and methods

2.1.The Technology Diffusion Model (TDM)

Everett Rogers’ diffusion of innovations model identifies five patterns of adoption among potential technology
users: innovators (i.e., first adopters), early adopters, early majority, late majority, and laggards [22]. This
theory has been successfully applied in studies of health information technologies (HITSs) to categorize different
types of adopters, and is used to frame our study as well [23]. Additional research by Bass described the
function of external and internal influences in his empirical modeling of factors predicting the diffusion patterns
for new technologies [24]. In the diffusion of innovations literature, these external influences are often referred
to as innovation factors, and include those influences driven by information sources considered outside a
provider’s social system. External factors promoting CPOE adoption include pressures from policymakers (e.g.,
the IOM report); purchasers, and consumer advocates (e.g., the Leapfrog Group and the eHealth Initiative).
Internal influences on a potential adopter’s decision about a new technology originate within that provider’s
social system and are commonly labeled as social contagions in the diffusion literature [25]. In the case of
CPOE systems, the presence of CPOE system champions or use of other integrated systems might be social
contagions. For example, if referring physicians begin to use CPOE extensively, surgeons may find it
advantageous to adopt the technology. Alternatively, if a physician finds using other electronic system features
advantageous, such as receiving lab reports, the doctor may adopt the CPOE feature. To model such diffusion
modes Bass models are commonly used.

The Bass model predicts how many customers will eventually adopt a new product, and when they will do so,
based on early market penetration rates. The basic formula for calculating the percentage of adopters at any
point, using discrete time notation, can be written as: [26]

1 — e—{p+a)t

F(t) = W,

(1)

where F(t) =the number of adoptions occurring in period t, p = coefficient of innovation, capturing the intrinsic
tendency to adopt, and the effect of time invariant external influences, q =coefficient of imitation or social
contagion, capturing the extent to which the probability that one adopts (given that one has not yet done so)
increases with the proportion of eventual adopters who have already opted in, and t= period of measurement.

To forecast the adoption path of a new product with a diffusion model, the researcher assigns values for the
model’s parameters based on experiences with comparable goods. From a marketing perspective, this is
problematic because realistic forecasts for new product adoption are needed early on in the product’s life, when
very little data exists. However, once sufficient adoption level data become available, usually after three or
more periods, the researcher can then estimate p and g using the basic Bass model (Eg. (1)). In the case of
CPOE, empirically derived point estimates of hospitals’ adoption levels are relatively rare, but growing.
However, there has been one survey that has been in the field for 3 years that allows an estimate to be made.

2.2.Data source and sample
The data for this study were provided by the Leapfrog Group. In the case of CPOE systems in healthcare, the
Leapfrog Group’s annual survey of urban—tertiary hospitals is considered primary with respect to measuring



hospitals’ CPOE adoption levels. The first 3 years of surveys conducted by the Leapfrog Group thus provide the
basis for estimating the factors that predict future CPOE adoption levels.

Three samples were drawn from the 3-year Leapfrog survey dataset to generate our ‘Optimistic,” ‘Best,” and
‘Conservative’ estimates of external influence and internal influence on diffusion measures (see Table 1). The
Optimistic estimate uses the 661 hospitals’ data that responded to all 3 years of the survey (2002-2004). The
Optimistic estimate’s underlying assumption is that survey non-respondents have adopted CPOE systems at the
same rate as survey respondents. However, it stands to reason that if a hospital was meeting the CPOE adoption
criteria, it would be in its interest to report that fact and derive the competitive benefit of differentiating itself on
that dimension of quality.

The ‘Best’ estimate does not make the equal adoption rate assumption of the Optimistic scenario. Instead, the
inclusion criteria are relaxed to take in the 1007 hospitals that were targeted or volunteered information in all 3
survey years. Our operational assumption for the Best estimate scenario is that if a hospital had a CPOE system,
or was planning to adopt one, it would have reported that fact. The Best estimate’s starting point (2.89%) is also
the closest to other reported estimates for the observed periods [27].

Table 1 - Leapfrog hospital survey CPOE adoption rates 2002-2004

Sampling scenarios 2002 2003 2004
n CPOE systems fully n CPOE Systems fully n CPOE systems fully
implemented (%) implemented (%) implemented (%)
Optimistic estimate 661 29 (4.39) 661 32 (4.80) 661 37 (5.60)
Best estimate 1007 29 (2.89) 1007 32 (3.18) 1007 37 (3.67)
Conservative estimate 1188 33(2.78) 1510 42 (2.78) 1655 50 (3.02)

Source: Authors’ analysis of the Leapfrog Group's Hospital Patient Safety Survey (2002-2004).

The ‘Conservative’ estimate includes all of the hospitals targeted in each survey year. As a result, this estimate
has an escalating number of observations from year to year. Historically, the survey’s response rate has
improved as multiple years of requests are made, other hospitals in the market respond, and the Leapfrog
initiative enters the public’s consciousness. Nevertheless, it does take time for the reporting imperative to gain
traction. Therefore, the Conservative scenario may underestimate the total number of CPOE adopters in the
marketplace due to a systematic lag in reporting. Future iterations of the survey and further refinement of the
instrument’s variables will likely produce increasingly accurate adoption level estimates.

2.3.CPOE diffusion variables

Medstat, on behalf of the Leapfrog Group, gathers hospitals’ survey responses and applies an algorithm
developed by the Group’s patient safety expert panel to generate a single-item score for CPOE adoption (see
https://leapfrog.medstat.com/ for a full description of the algorithm). The scale has five response levels. The
highest level of adoption is ‘Fully Implemented’ (level 1) and indicates that at least 75% of all a hospital’s med-
ication orders are transmitted via a CPOE system. The next two highest levels of adoption, labeled ‘Good
Progress’ (level 2) and ‘Good Early Stage Effort’ (Ievel 3), indicate that a hospital is moving toward the ‘Fully
Implemented’ standard within the next two (level 2) to three (level 3) years. The final two reporting levels are
‘Willing to Report Publicly’ (level 4) and ‘Did Not Disclose Information’ (level 5). Hospitals that fail to
progress through the adoption levels from 1 year’s survey to the next have their scores lowered as part of the
evaluation algorithm.

For purposes of our study, the CPOE adoption variable was dichotomized between hospitals reporting a ‘Fully
Implemented” CPOE system and other. This new variable served as the numerator in the annual CPOE adoption
percentage. As described above, the denominator for the annual adoption percentage was varied according to
the sampling strategy to create three adoption rates for each year. This methodology was chosen for two



reasons. First, the purpose of the study is to assess full CPOE implementation rates. Second, the mutable nature
of the other achievement levels significantly complicates the modeling. The statistical extrapolation was
conducted in Microsoft Excel using the linear optimization tool.

2.4. Data analysis: derivation of the external and internal influence factors

We conducted the statistical extrapolation in Microsoft Excel, using the linear optimization tool. Our object was
to have unique estimates for external and internal influence coefficients that would approximate the known
CPOE adoption percentages as closely as possible for all 3 survey years. The objective function was the
summed differences between the estimated and actual adoption levels for the 3 known years, and the target
value was zero or as close to zero as possible. We applied one constraint to the optimization routine. The
difference between the actual and estimated percentages of adopters for any year had to be less than 0.5% in
absolute terms.

3. Study results

3.1.Statistical estimates of CPOE diffusion curves

We estimated the coefficients of external (p) and internal (q) influences estimated for all three CPOE diffusion
scenarios. Table 2 presents the three diffusion scenarios’ external and internal influence coefficients, their
tipping points, and the projected maximum market penetration levels. The Optimistic and Best estimate
scenarios display the characteristic S-curve that is indicative that, given enough time, CPOE systems are likely
to achieve significant market penetration. The Conservative estimate is a positively sloped straight line,
indicating that CPOE systems may not achieve a large market presence in the foreseeable future without a
significant change in the systems’ features.

Fig. 1 presents the CPOE diffusion curves based on the standard Bass Model of Innovation Diffusion and
estimates of hospitals’ CPOE adoption rates as presented in Table 2. Based on the 2002—-2004 Leapfrog Survey
data, fewer than 1% of hospitals had more than 90% of orders entered using electronic systems [28]. This
finding is consistent with the initial IOM report’s findings for that period and provides external validity to our
study’s analyses. Our extrapolated models indicate that CPOE system diffusion will take at least 20 years to
reach a 50% adoption level in the marketplace. The implications of these findings for policymakers and other
stakeholders are discussed next.

4. Discussion

The results of our study indicate that the current, commercially available CPOE systems are unlikely to achieve
significant market penetration as desired by 2010. Therefore, the answer to the first question posed in this
article is no.

Table 2 - Diffusion coefficient estimates, tipping points, and CPOE adoption rates

Scenario estimates External diffusion Internal diffusion Tipping point Max. CPOE
coefficient (p) coefficient (g) adoption %?
Optimistic 0.0085 0.0673 2025 72.16%
Best 0.0049 0.1143 2024 85.81%
Conservative 0.0058 0.0000 nal nal

Source: Authors’ analysis of the Leapfrog Group’s Hospital Patient Safety Survey (2002-2004).

2 Both the Best and Optimistic scenarios are extrapolated to 2040. Future adoption rates may reach higher levels in later periods.
b The Conservative scenario does not follow the traditional diffusion S-curve, Therefore, it does not have a tipping point.

While the Optimistic and Best estimate scenarios do indicate that CPOE technology will eventually achieve
significant market penetration, this is predicted to occur only in relatively distant timeframes. The answer to the
second question motivating this project is that it will take at least 10 years longer than hoped for by the IOM
and President Bush. The Conservative, or worst case, scenario is particularly troubling for those hoping to
promote the CPOE system adoption among hospitals as its time horizon extends well into the future, with only
20% adoption predicted by 2038.



The Best and Optimistic estimates’ S-shaped diffusion curves indicate that CPOE technology is gaining traction
in US hospitals, though perhaps not as quickly as desired by policymakers. The relatively slow pace of adoption
at the beginning of the Best estimate picks up speed and surpasses the Optimistic scenario’s diffusion rate in
2018 and continues to accelerate in subsequent years. However, the Best estimate’s coefficient of internal
influence is relatively low compared to diagnostic technologies such as CT scanners (q =.367) and Ultra-sound
imaging (q =.51), which achieved greater than 90% market penetration within 15 years of their introductions
[29]. Congruent with similar research into EMR adoption among physicians’ groups [30], CPOE systems do not
appear likely to achieve the widespread use hoped for by policymakers and patient safety advocates.
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Fig. 1 - Three models of CPOE diffusion for urban-tertiary
hospitals. Source: Authors’ analysis of the Leapfrog Group’s
Hospital Patient Safety Survey (2002-2004).

The evolution of CPOE systems has proceeded gradually since the first one was introduced in 1969 [31].
However, as seen in many technology diffusion efforts, high-technology products often require three, or even
four, successive generations of product innovations and marketplace substitutions to achieve full diffusion [32].
Even when systems are adequately well developed, implementation can take extended periods of time [33]
depending upon factors idiosyncratic to the organization [34]. For CPOE systems, there are still significant
questions about the efficacy of the state-of-the-art. Given that the pace of product evolution likely impacts
adoption and diffusion, innovation progress may accelerate adoption rates, but adoption may still proceed
slowly, as our analyses predict.

Several trends in the healthcare marketplace and literature support the likelihood of a longer time horizon as
predicted by all three of our scenarios. First, there have been several reports of costly CPOE system
implementation failures [35]. Combined with the added costs and expected resistance to system introduction,
these well-known barriers may cause administrators to take a wait-and-see approach to adoption. Next, in many
settings, a fully usable CPOE system depends on the existence and interoperability of other technologies and
systems [36]. Thus in many organizations, the need to for an operational electronic medical record (EMR) may
be a rate-limiting first step constraining implementation of a CPOE system. In addition, the ability to integrate
CPOE systems into other existing information technologies, such as legacy billing systems, can slow adoption.
Third, and potentially more problematic for CPOE proponents, is the emergence of empirical studies ques-
tioning CPOE’s clinical efficacy [37—39]. Given that these trends directly impact the two major adoption
stakeholders —hospital administrators and clinicians — the barriers to CPOE adoption may be greater than
previously estimated [40].

On the other hand, some trends are helping to speed CPOE adoption. First, newer physicians’ increased
familiarity with all forms of IT is changing their expectations for clinical systems in the hospital environment,
creating new internal influences on technology innovation [30]. Therefore, a new generation of end-users is



systematically replacing the current cohort of physicians that is resisting the adoption of CPOE technologies.
As a result, is likely that this new generation of physician users will force improvements and drive a new wave
of CPOE system innovation that meets their changing clinical and practice needs.

A second trend in the marketplace is the increased demand for more electronically compiled clinical
information in support of payment claims documentation. It is becoming increasingly impractical to have post
hoc entry of orders and other diagnostic information as more detail is required. Medicare, in particular, both has
the leverage and has indicated that it is moving in this direction with programs such as the Premier pay-for-
performance demonstration [41,42]. In technology diffusion terms, such changes to payment schemes represent
important new external influences that may also affect technology innovation and adoption rates. Thus, com-
bined, CPOE technology, the population of end-users, and health care environment are all coevolving in a way
that will accelerate diffusion in the future.

5. Study limitations

First, because we use Leapfrog data for our predictions, our study results are limited by the quality of these data.
Given that Leapfrog data are self-reported survey data, our results are subject to the limitations consistent with
such survey methodologies. Specifically, there is the potential for biases, including upward bias from
respondents who give socially desirable answers to questions reflecting innovation and innovativeness, or
confusion about definitions of CPOE systems. As these biases tend to inflate estimates of CPOE adoption, it is
possible that even our conservative estimates of adoption trends in the future are overstated, thus highlighting
the need for additional rigorous study of adoption trends.

Second, while the Leapfrog data represent a wide distribution urban US hospitals, our results cannot be
generalized to rural hospitals. However, given that rural areas typically have lower rates of CPOE adoption than
urban hospitals, it is likely that our findings would be even less optimistic if rural hospitals were included in our
predictions.

Third, from a theoretical perspective, it is possible that the diffusion of CPOE systems will not follow the
predicted S-shaped adoption curve, but instead be discontinuous. This is particularly possible if external
influences and new product innovations create new incentives for CPOE adoption. Under such circumstances, it
is likely that our predicted adoption timeframes may be shortened, yet it remains highly unlikely that CPOE
system adoption will be widespread in the near term.

6. Future research

Future research that frames cross-national comparisons of external influences such as government incentive
programs and their effects on diffusion factors could help inform efforts to encourage CPOE adoption. For
example, empirical information on how physicians and other care providers react when the government
introduces standards and mandates would be useful. In addition, further exploration of the Leapfrog Group’s
datasets studying hospitals’ intentions to adopt, the nature of the systems implemented and the success or failure
of those efforts would be particularly beneficial to organizations and policymakers attempting to accelerate
CPOE adoption among US hospitals.

7. Concluding comments

One question motivated this study: are the CPOE systems commercially available today likely to be widely
adopted by US hospitals in the near term? Based on 3 years’ of hospitals’ CPOE adoption level data and
prospective modeling of innovation diffusion, the evidence strongly suggests that the answer is no. The next
question then emerges: what is the nature of the challenge facing policymakers and private entities trying to
accelerate the rate of CPOE diffusion in hospitals?

Several articles have outlined the potential barriers to CPOE adoption and all of these articles identify the
current level of CPOE technology capability as an inhibiting factor in accelerating the diffusion process
[11,16,20,27,43]. Measures to promote diffusion, such as providing financial incentives, demonstrating CPOE



systems clinical efficacy, and developing better implementation strategies may increase the number of
adoptions at the margin. However, incentive programs do not address the root cause of the slow diffusion
problem. Namely, the products commercially available as of 2006 are perceived to have a relatively low ROl by
administrators, are not considered user-friendly by physicians, are difficult to integrate with legacy systems, and
have a high implementation failure rate. In addition, considerable time has passed since the introduction of
CPOE systems in US hospitals, resulting in a long “intergenerational period” for this technology [44]. As slow
progress in product innovation has been found to negatively impact subsequent technology adoption rates.

With high expectations that new clinical IT such as CPOE systems can assist in efforts to reduce medical errors,
improve care quality, and reduce inappropriate variation in care, it becomes imperative to direct resources to
support this effort. Beyond verbal commitments, financial resources must be funneled toward development of
enhanced technology capabilities in health care. Proper oversight and investment can help guide technology
development with appropriate attention to data standards, cost-effectiveness, requirements for workflow
adaptation, and potential clinical impact. By considering the concerns and requirements of the multiple
stakeholders, technology development can proceed in a more effective manner that meets users’ needs, and is
well positioned to diffuse, as policymakers hope.

Summary points

What was known before the study?

«  There were some estimates of the number of hospitals currently using or implementing CPOE systems, but
none had estimated the trajectory of diffusion.

« The Technology Diffusion Model has been used extensively in other industries to accurately predict the
rates at which consumers will adopt new products.

« Groups advocating Pay-for-Performance (P4P) models have been at the forefront of the patient safety
movement calling for increased use of health information technology to deliver care.

How this research adds to our understanding?
«  We created three estimates predicting the rates of CPOE adoption using longitudinal data and the Tech-
nology Diffusion Model.

o The ‘Best Estimate’ indicates that CPOE adoption will not reach the levels targeted by advocacy groups or
the US government without significant interventions.

« The CPOE technology currently available may not ever achieve full adoption in US hospitals.

REFERENCES

1 D.W. Bates, L.L. Leape, D.J. Cullen, N. Laird, Effect of computerized physician order entry and a team
intervention on prevention of serious medical errors, J. Am. Med. Assoc. 280 (1998) 1311-1316.

2] D.W. Bates, J.M. Teich, J. Lee, D. Seger, G.J. Kuperman, N. Ma’Luf, D. Boyle, L.L. Leape, The impact of
computerized order entry on medication error prevention, J. Am. Med. Assoc. 6 (1999) 313-321.

@] T.H.Payne, P.J. Hoey, P. Nichol, C. Lovis, Preparation and use of preconstructed orders, order sets, and
order menus in a computerized provider order entry system, J. Am. Med. Inf. Assoc.10 (2003) 322—-329.

4  A.S. McAlearney, D. Chisolm, S. Veneris, D. Rich, K. Kelleher, Utilization of evidence-based
computerized order sets in pediatrics, Int. J. Med. Inf. (2005).

5] A. Georgiou, M. Williamson, J.I. Westbrook, S. Ray, The impact of computerised physician order entry
systems on pathology services: a systematic review, Int. J. Med. Inf. 76 (2007) 514-529.

] Institute of Medicine (Ed.), To err is human: building a safer health system, National Academy Press,
Washington, DC, 2000.

7 Institute of Medicine, Crossing the quality chasm: a new health system for the 21st century, National
Academy Press, Washington, DC, 2001.



B E.A. Kerr, E.A. McGlynn, J. Adams, J. Keesey, S.M. Asch, Profiling the quality of care in twelve
communities: results from the CQI study, Health Affairs 23 (2004) 247.

o1 E.A.McGlynn, S.M. Asch, J. Adams, J. Keesey, J. Hicks, A. DeCristofaro, E.A. Kerr, The quality of health
care delivered to adults in the United States, New Engl. J. Med. 348 (2003) 2681-2683.

oy J.D. Birkmeyer, C.M. Birkmeyer, D.E. Wennberg, M.P. Young, Leapfrog safety standards: potential
benefits of universal adoption, The Leapfrog Group, Washington, DC, 2000.

11 D.M. Cutler, N.E. Feldman, J.R. Horwitz, U.S. adoption of computerized physician order entry systems,
Health Affairs 24 (2005) 1654-1663.

121 D. Young, IOM advises CPOE, other technology for preventing medication errors, Am. J. Health Syst.
Pharm. 63 (2006)1578-1580.

131 P. Aspden, J.M. Corrigan, J. Wolcott, S.M. Erickson (Eds.), Patient Safety: Achieving a New Standard for
Care, The National Academies Press, Washington, DC, 2004.

4 S. Patton, The right dose of technology helps the medicine go down; computerized physician order-entry
systems are like other tricky enterprise-wide implementations. They require a tremendous amount of tinkering
and monitoring to get right, Health Affairs 19 (2005)1.

s R. Koppel, J.P. Metlay, A. Cohen, B. Abaluck, A.R. Localio, S.E. Kimmel, B.L. Strom, Role of
computerized physician order entry systems in facilitating medication errors, J. Am. Med. Assoc. 293
(2005)1197-1203.

6] R.A. Foster, P.J. Antonelli, Computerized physician-order entry: are we there yet? Otolaryngol. Clin. North
Am. 35 (2002)1237-1243, vii.

[17] J.S. Ash, M. Berg, E. Coiera, Some unintended consequences of information technology in health care: the
nature of patient care information system-related errors, J. Am. Med. Inf. Assoc. 11 (2004) 104-112.

[18] R.G. Berger, J.P. Kichak, Computerized physician order entry: helpful or harmful? J. Am. Med. Inf. Assoc.
11 (2004) 100-103.

[19] C. Connolly, Cedars-Sinai Doctors Cling to Pen and Paper, Washington-Post,Washington, DC, 2005,p. Al.
[20] E.G. Poon, D. Blumenthal, T. Jaggi, M.M. Honour, Overcoming barriers to adopting and implementing
computerized physician order entry systems in U.S. hospitals, Health Affairs 23 (2004) 184.

[21] J.M. Overhage, S. Perkins, W.M. Tierney, C.J. McDonald, Controlled trial of direct physician order entry:
effects on physicians’ time utilization in ambulatory primary care internal medicine practices, J. Am. Med. Inf.
Assoc. 8 (2001) 361-371.

[22] E.M. Rogers, Diffusion of Innovations, Free Press of Glencoe, New York, 1962.

[23] A.S. McAlearney, S.B. Schweikhart, M.A. Medow, Doctors’ experience with handheld computers in
clinical practice: a qualitative study, Br. Med. J. 328 (2004) 1162-1165.

[24] F.M. Bass, A new product growth model for consumer durables, Manage. Sci.15 (1969).

[25] M. Gladwell, The Tipping Point: How Little Things can Make a Big Difference, Little Brown, Boston,
2000.

[26] J. Robert-Ribes, Predicting the speed of technology introduction, Austr. Venture Capital 131 (2005)
34-36.

[27] D.F. Doolan, D.W. Bates, Computerized physician order entry systems in hospitals: mandates and
incentives, Health Affairs 21 (2002) 180.

[28] J.S. Ash, P. Gorman, W. Hersch, Physician order entry in U.S. hospitals, in: Hanley, Belfus (Eds.),
Proceedings of the AMIA Annual Symposium, 1998, pp. 235-239.

[29] C. Van de Bulte, Want to know how diffusion speed varies across countries and products? Try using a Bass
model, PDMA Visions XXVI (2002) 12-15.

[30] E.W. Ford, N. Menachemi, M.T. Phillips, Predicting the adoption of electronic health records by
physicians: when will health care be paperless? J. Am. Med. Inf. Assoc. 13 (2006)106-112.

[31] K. Goolsby, The story of evolving the world’s first computerized physician order entry system and
implications for today’s CPOE decision makers, BPO Outsour. J. (2002).

[32] J.A. Norton, F.M. Bass, A diffusion theory model of adoption and substitution for successive generations
of high-technology products, Manage. Sci. 33 (1987) 1069-1086.

[33] B. Sjoborg, T. Backstrom, L.B. Arvidsson, E. Andersen-Karlsson, L.B. Blomberg, B. Eiermann, M.
Eliasson, K. Henriksson, L. Jacobsson, U. Jacobsson, M. Julander, P.O. Kaiser, C. Landberg, J. Larsson, B.



Molin, L.L. Gustafsson, Design and implementation of a point-of-care computerized system for drug therapy in
Stockholm metropolitan health region - Bridging the gap between knowledge and practice, Int. J. Med. Inf. 76
(2007) 497-506.

[34] R. Snyder, M.J. Weston, W. Fields, A. Rizos, C. Tedeschi, Computerized provider order entry system field
research: the impact of contextual factors on study implementation, Int. J. Med. Inf. 75 (2006) 730-740.

[35] R. Heeks, Health information systems: failure, success and improvisation, Int. J. Med. Inf. 75 (2006)
125-137.

[36] C. Lovis, S. Spahni, N. Cassoni, A. Geissbuhler, Comprehensive management of the access to the
electronic patient record: towards trans-institutional networks, Int. J. Med. Inf. 76 (2007) 466—470.

371 R. Kremsdorf, CPOE: not the first step toward patient safety, Health Manage. Technol. 26 (2005) 66, 65.
B8] Y.Y.Han, J.A. Carcillo, S.T. Venkataraman, R.S. Clark, R.S. Watson, T.C. Nguyen, H. Bayir, R.A. Orr,
Unexpected increased mortality after implementation of a commercially sold computerized physician order
entry system, Pediatrics 116 (2005)1506-1512.

k9] A. Mirco, L. Campos, F. Falcao, J.S. Nunes, A. Aleixo, Medication errors in an internal medicine
department. Evaluation of a computerized prescription system, Pharm. World Sci. 27 (2005) 351-352.

0] J.G. Anderson, Social, ethical and legal barriers to E-health, Int. J. Med. Inf. 76 (2007) 480-483.

41 C. Becker, Time to pay for quality. CMS will partner with premier in trial project to give financial bonuses
to hospitals that deliver the best care, Mod. Healthc. 33 (2003) 6-7, 16, 11.

[42] J. Tieman, Experimenting with quality. CMS-Premier initiative to reward best, punish worst, Mod. Healthc.
33 (2003) 6.

43 P.P. Sengstack, B. Gugerty, CPOE systems: success factors and implementation issues, J. Healthc. Inf.
Manage. 18 (2004) 36-45.

44 R. Kohli, D.R. Lehmann, J. Pae, Extent and impact of incubation time in new product diffusion, J. Prod.
Innov. Manage. 16 (1999) 134.



