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Abstract

While adoption of electronic health record (EHR) systems has grown rapidly, little is known about 

physicians’ perspectives on its adoption and use. Nationally representative survey data from 2011 

are used to compare the perspectives of physicians who have adopted EHRs with those that have 

yet to do so across three key areas: the impact of EHRs on clinical care, practice efficiency and 

operations; barriers to EHR adoption; and factors that influence physicians to adopt EHRs. Despite 

significant differences in perspectives between adopters and non-adopters, the majority of 

physicians perceive that EHR use yields overall clinical benefits, more efficient practices and 

financial benefits. Purchase cost and productivity loss are the greatest barriers to EHR adoption 

among both adopters and non-adopters; although non-adopters have significantly higher rates of 

reporting these as barriers. Financial incentives and penalties, technical assistance, and the 

capability for electronic health information exchange are factors with the greatest influence on 

EHR adoption among all physicians. However, a substantially higher proportion of non-adopters 

regard various national health IT policies, and in particular, financial incentives or penalties as a 

major influence in their decision to adopt an EHR system. Contrasting these perspectives provides 

a window into how national policies have shaped adoption thus far; and how these policies may 

shape adoption in the near future.
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1. Introduction

In 2008, about 40% of US physicians used some type of electronic health record (EHR) 

system, but fewer than 20% had an EHR with a basic set of computerized features, including 

the ability to record information on patient demographics, view laboratory and imaging 
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results, maintain problem lists, compile clinical notes, and manage computerized 

prescription ordering.1,2 These early adopters reported that EHRs improved timely access to 

medical record, quality of communication with other providers and tasks such as 

prescription refills. Physicians who had not adopted EHRs reported major barriers to doing 

so, including capital costs, finding a system that meets practice needs, uncertainty about 

return on investment, and concerns that the EHR system would become obsolete.3

National policies and programs that are now in place through the Health Information 

Technology for Economic and Clinical Health (HITECH) Act of 2009 seek to address many 

of these barriers and encourage physicians to adopt and meaningfully use EHRs in order to 

experience their potential benefits.4,5 The Medicare and Medicaid EHR Incentive Program 

provides physicians financial incentives for the adoption and meaningful use of EHRs and 

penalties for non-adoption. A certification program seeks to ensure that EHRs meet 

meaningful use requirement standards. The Regional Extension Center Program assists 

physicians with key steps of the adoption process including selecting an EHR and providing 

technical assistance with EHR implementation.6 State-level initiatives and federal projects in 

partnership with the private sector have been funded to enable the electronic exchange of 

clinical information amongst providers.7

In 2012, over three quarters of physicians had adopted some type of EHR.8 Physician 

adoption of EHRs with at least “basic” computerized functionality has grown since the 

passage of the HITECH Act, reaching 40% in 2012.8

In this new environment where EHR adoption has spread beyond the earliest adopters to 

over half of all physicians little is known about physicians’ perspectives on EHR adoption 

and use. Recent surveys of physicians’ attitudes and experiences with EHR adoption have 

been conducted within states such as Massachusetts, Texas and Florida, but these studies do 

not provide a national level physician perspective.9–11 One national study, found physicians 

with systems that met meaningful use in late 2011/early 2012 were more likely to rate panel 

management as easy compared to those not meeting the standard.12 Further understanding of 

the national experiences of physicians who have adopted EHRs to date and the perceptions 

of physicians who have yet to do so post-HITECH can inform ongoing policies and 

programs designed to support continued EHR adoption and to ensure that physicians are 

informed of the potential benefits of EHRs once they begin using them.

This study compares the perspectives of physicians who have and have not adopted EHRs in 

three key areas: the experienced or expected impact of EHRs on clinical care, practice 

efficiency and operations; barriers to EHR adoption; and the influence of major policy 

initiatives that seek to increase EHR adoption. Contrasting these perspectives provides a 

window into how national policies have shaped adoption thus far; and how these policies 

may shape adoption in the near future.
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2. Material and methods

2.1. Data sources

Data from two nationally representative surveys of non-federal office-based physicians in 

the United States were used: (1) the 2011 National Ambulatory Medical Care Survey 

(NAMCS) Electronic Medical Records (EMR) mail survey from which we obtained 

physicians’ office characteristics and whether or not they used an EHR, and (2) the 2011 

NAMCS Physician Workflow Survey (PWS), a follow-up mail survey to the 2011 NAMCS 

EMR survey that asked physician respondents about their attitudes and experiences with 

EHR adoption and use. The unweighted response rate was 64% for the EMR survey. The 

NAMCS PWS survey had an overall, unweighted response rate of 48%, which is 

conditioned on being able to determine eligibility among 79% of the EMR mail sample (n = 

10,302) for which 61% office-based physicians responded (n = 3180). The NAMCS PWS 

sample is described elsewhere.13 Based on the 2011 surveys, 54% of physicians had adopted 

an EHR, with adopters being significantly more likely to be younger than 50 year old; work 

in larger practices and in non-physician owned practice settings (i.e., HMO, community 

health center, academic health center), and be primary care physicians compared to non-

adopters (p < 0.05).13

2.2. Independent and dependent measures

The key independent variable was EHR adoption. A broad, inclusive definition of EHR 

adoption was used and was defined by whether the physician’s practice used an EHR. We 

contrast adopters’ perceptions regarding how their EHR actually impacted their practice with 

non-adopters’ perceptions about how using an EHR may affect their practice. We separately 

calculated the proportion of EHR adopters and non-adopters that “strongly agreed” or 

“somewhat agreed” with positively and negatively phrased statements pertaining to both 

overall and specific perceptions regarding the impact of using EHRs on clinical care, 

practice efficiency and operational workflows. See appendix Table 1 for the definitions of 

different perceptions of EHR use evaluated, including the survey items.

We evaluated physicians’ perceptions regarding barriers to EHR adoption by contrasting 

perceptions between EHR adopters and non-adopters. EHR adopters and non-adopters alike 

rated their experiences with EHR adoption using a list of twelve barriers on a scale of 

“major barrier”, “minor barrier”, or “not a barrier”. We separately calculated the proportion 

of EHR adopters and non-adopters that indicated the barrier as a “major” barrier versus all 

other response categories.

EHR adopters and non-adopters also rated the influence that several health IT policies had or 

would have on their decision to adopt an EHR. Each policy was rated by adopters and non-

adopters alike on a scale of “major influence”, “minor influence”, and “not an influence” on 

their decision to adopt an EHR. We separately calculated the proportion of EHR adopters 

and non-adopters who indicated the policy as a “major” influence on their decision to adopt 

an EHR versus other response categories. See appendix Tables 2 and 3 for the complete list 

of barriers and health IT policies.
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2.3. Analyses

Multivariable logistic regression models predicted three main outcomes related to physician 

perceptions: agreement with EHR impacts, major barriers, or policies that had a major 

influence on EHR adoption. These outcomes were examined as a function of the physician’s 

EHR adoption status (non-adopters or adopters) while controlling for physician and practice 

characteristics associated with EHR adoption.1,13 Control variables for this model include 

medical specialty (primary care vs. not primary care), age (under 50 vs. 50 years or older), 

the number of physicians in the practice (1–2, 3–10, 11+, missing), practice ownership 

(physician/physician group owned, other/missing), region (Northeast, Midwest, South, 

West), and whether the practice was located in a metropolitan statistical area (Yes, No).

All adjusted percentages were reported using marginal effects from this model. All analyses 

used sample weights. A p-value of < 0.01 indicated statistical significance. Analyses were 

conducted using Stata version 12 software (College Station, TX), using weights to account 

for non-response and adjusting standard errors for the complex survey design of the data.

2.3.1. Limitations—Although the 2011 Workflow Supplement had an overall 48% 

response rate, respondents and non-respondents may differ by unobserved selection effects. 

Physicians’ perspectives are self-reported data and may include office-staff participation as a 

proxy for sampled physicians. We did not empirically examine the effects of EHR adoption 

by using claims data, EHR data or some other clinical data source.

3. Results

3.1. Impacts of EHRs

After controlling for physician and practice characteristics, a large proportion of physicians 

regardless of their EHR adoption status agreed that the use of EHRs led to positive impacts 

on clinical care, practice efficiency and finances (Fig. 1). Specifically, significantly more 

EHR adopters compared to non-adopters perceive that EHR use produces clinical benefits 

(84% vs. 69%), more efficiencies (76% vs. 65%), and financial benefits (61% vs. 52%) for 

the practice. Although non-adopters were significantly less likely than adopters to agree that 

EHR use would have these positive impacts, more than half of non-adopters agreed that 

EHRs would produce clinical benefits, lead to practice efficiency, and produce financial 

benefits.

With regards to the specific clinical impacts of EHRs, the majority of EHR adopters agreed 

that EHR use made records more readily available at the point-of-care (91%), and compared 

to non-adopters, significantly more EHR adopters agreed that EHR use allows them to 

deliver better patient care (71% vs. 54%). While non-adopters were less likely to report that 

EHR use would lead to positive clinical benefits (84% vs. 69%), the majority of non-

adopters agreed that EHRs would make records more available and allow them to deliver 

better patient care. However, non-adopters were also significantly more likely than adopters 

to perceive that EHRs would disrupt the way they interact with patients (65% vs. 52%). (See 

appendix for table of specific clinical, practice efficiency and financial impacts of EHRs.) 

Over three-quarters of physicians agreed that the amount of time to plan, review, order, and 
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document care increases as a result of EHR use. However, about three-quarters reported that 

e-prescribing saves physician time; over 60% of physicians agreed that EHRs leads to lab 

results being sent faster; and only about 30% of physicians thought that the amount of time 

to respond to pharmacy calls increases as a result of EHR use.

Regarding specific financial benefits, about 70% of physicians, regardless of EHR adoption 

status, agreed that EHR use leads to cost savings associated with managing and storing 

paper. However, just under half of EHR non-adopters (48%) perceived their EHR use would 

enhance data confidentiality, while significantly more adopters (67%) agreed that EHR use 

enhanced their data confidentiality. Very few physicians agreed that EHR use leads to an 

increase in the volume of office visits. (See appendix for table of specific clinical, practice 

efficiency and financial impacts of EHRs.)

3.2. Barriers to EHR adoption

After controlling for physician and practice characteristics, physicians were most likely to 

cite the cost of purchasing a system followed by productivity loss as major barriers 

regardless of their EHR adoption status (see Fig. 2). Almost three-quarters of non-adopters 

(73%) considered purchase cost as a major barrier, while about half (52%) of adopters 

indicated purchase cost as a major barrier. About three-fifths of non-adopters (59%) 

considered loss of productivity as a major barrier compared to just 37% of adopters.

Over 40% of non-adopters and about 25% of adopters perceived annual maintenance costs, 

finding an EHR that meets the needs of their practice, adequacy of training and adequacy of 

technical support as major barriers to EHR adoption. Although the top major barriers to 

EHR adoption were similar for both adopters and non-adopters, after controlling for 

physician and practice characteristics, we found that for 11 out of 12 barriers, a significantly 

higher proportion of non-adopters than adopters perceived these as major barriers to EHR 

adoption. Access to high speed Internet was the least cited major barrier to EHR adoption 

and was the only one that did not differ significantly between adopters and non-adopters (see 

appendix Table 2).

3.3. Factors that had a major influence on EHR adoption

After controlling for physician and practice characteristics, both EHR adopters and non-

adopters had cited proposed financial penalties and the capability to exchange health 

information electronically within their referral networks (health information exchange 

(HIE)) as the top two factors that have a major influence on the decision to adopt an EHR 

(Fig. 3). Half or more of non-adopters (56% and 50% respectively) perceived financial 

penalties and HIE as having a major influence on their decision to adopt an EHR; whereas, 

one-third (33%) of EHR adopters considered these factors to be a major influence on their 

adoption decisions. Following financial penalties and HIE capability, half of EHR non-

adopters and a quarter of adopters considered technical assistance with EHR implementation 

and meaningful use incentives as factors having a major influence on their decision to adopt 

an EHR Fewer physicians—only about a quarter of non-adopters and less than 10% of 

adopters—considered the availability of government-certified products and assistance with 

selecting an EHR system as major influences on their decision to adopt an EHR About 70% 
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of non-adopters perceived MU incentives or financial penalties would have a major 

influence in their decision to adopt an EHR system.

After controlling for physician and practice characteristics, both EHR adopters and non-

adopters were in agreement on the most influential factors affecting their potential or actual 

adoption decisions. However, significantly more non-adopters indicated that federal health 

IT policies would have a major influence on their decision to adopt compared to EHR 

adopters. For example, almost twice as many non-adopters than adopters perceived technical 

assistance with EHR implementation and meaningful use incentives as factors having major 

influences on their decision (48% vs. 25% and 47% vs. 24%, respectively). Also, 

significantly more non-adopters reported financial penalties (33% and 56%, respectively) 

rather than incentive payments (24% and 47%, respectively) as having a major influence on 

deciding to adopt EHRs (p < 0.01).

In sub-analyses that focused only on EHR adopters, we found that about two-thirds (65%) of 

physicians who began using EHRs since HITECH (“new EHR users”) indicated that either 

proposed financial penalties (56%) or MU incentive payments (42%) had a major influence 

on their decision to adopt an EHR. These policies were significantly more likely to have a 

major influence on new EHR users compared to physicians who adopted EHRs prior to 

HITECH (“experienced EHR users”). See appendix Fig. 4. About one in three EHR adopters 

reported that electronically exchanging information and technical assistance with EHR 

implementation were major influences, regardless of whether they used EHRs before or after 

HITECH.

4. Discussion

This study provides a national portrait of physicians’ perspectives and experiences using and 

adopting EHRs. The majority of physicians, regardless of EHR adoption status, agree that 

EHR use results in overall clinical benefits, more efficient practices, and financial benefits. 

Among non-adopters, purchase cost and productivity loss are major barriers to EHR 

adoption; and MU financial incentives and penalties, technical assistance, and the capability 

for electronic health information exchange are factors with the greatest influence on EHR 

adoption.

A significantly lower proportion of EHR non-adopters agreed that EHR use will lead to the 

positive impacts experienced by EHR adopters; significantly fewer EHR adopters 

experienced barriers to adoption in comparison to non-adopters, and a much higher 

proportion of non-adopters indicated that federal health IT policies were influential. 

Additionally, among non-adopters, the combined effect of MU incentives and proposed 

financial penalties together represent major influences in their decision to adopt EHRs.

The most striking gap between EHR adopters’ experiences and non-adopters’ expectations 

regarding impacts of EHRs relates to clinical care and patient data confidentiality. Some of 

this gap may relate to their different perspectives; early adopters may be more positively 

inclined compared to non-adopters.14,15 Non-adopters may be less aware of policies and 

procedures used to ensure the privacy and security of electronic health information such as 
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the HIPAA security rule which covers electronic health information and the meaningful use 

requirement to conduct a security risk analysis as part of the EHR implementation process.

Although physicians are largely positive about the overall impact of EHRs on clinical care 

and practice efficiency, their perspectives and experiences are more mixed and nuanced 

regarding the specific benefits in these areas. Prior to HITECH, physicians reported that 

EHRs had a positive impact on prescription refills and enhanced communication with other 

providers.3 With regard to practice efficiency, while in this study many EHR adopters 

experience and non-adopters perceive that EHR use leads to increased time documenting 

care, they also experience or recognize the potential time-savings associated with electronic 

health information exchange, including e-prescribing and lab result delivery. Our findings 

regarding physicians’ perspectives are consistent with other empirical studies finding that 

while EHRs reduced some clinical work burdens (i.e., prescribing, some lab tasks, and office 

communication), it increased others (i.e., charting, chronic/preventive care tasks, some lab 

tasks).16 Documenting care may lead to improved quality of care or may highlight EHR 

usability issues and workflow problems.16,17 Most physicians note the positive impact of 

EHRs on improving access to medical records, which has been reported in empirical studies 

examining the benefits of off-site and 24-h access to patient medical data.17 While a 

substantial portion of physicians also experienced or perceived that EHR use disrupts 

interactions with patients, empirical studies examining the impact of EHRs on patient–

provider interactions have been mixed.17–19

We observed several persistent barriers, regardless of adoption status, affecting the adoption 

of EHRs. Cost and productivity loss continue to present challenges as they did before the 

enactment of HITECH.3,19,20 In 2008, the top barriers to EHR adoption were very similar 

among adopters and non-adopters alike, which included capital costs, loss of productivity, 

and finding a system to meet their needs. Significantly fewer EHR adopters than non-

adopters experienced barriers to adoption perhaps because “early adopters” may have had 

additional resources and interest in adopting EHRs.1,14

We observed that 71% of non-adopting office-based physicians are influenced by either 

penalties or incentive payments. The “stick” approach to meaningful use penalties has 

greater influence over both EHR adopters and non-adopters decisions to adopt EHRs 

compared to the “carrot” approach of meaningful use incentives. Somewhat surprisingly, 

more physicians reported the benefits of HIE as being a major influence on EHR adoption, 

followed by technical assistance, which is the goal of the REC program, which offers 

technical assistance for EHR selection and implementation. The emphasis that stage 2 of 

meaningful use places on HIE, and the technical assistance that the REC program provides 

physicians may help spur EHR adoption. Although a lower proportion of EHR adopters 

reported these factors as having influenced their adoption decision, this may be because a 

proportion of these providers were “early adopters,” who had been using EHRs prior to the 

HITECH Act of 2009. A variety of current Federal policies, including CMS penalties, MU 

incentives, HIE initiatives and the REC program may influence non-adopters to adopt EHRs. 

While a high proportion of non-adopters consider several challenges to EHR adoption (e.g., 

cost and productivity loss) to be major barriers, a high proportion of non-adopters also 

considered health IT policies that target these challenges to be major influences in their 
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decision to adopt EHRs. As federal policies related to EHR adoption continue to be 

implemented, it will be important to examine how non-adopters move forward with their 

decision to adopt EHRs and to examine how perceptions regarding EHR impacts evolve 

among EHR adopters and non-adopters alike.

Appendix

See Tables 1–4 and Fig. 4.
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Fig. 1. 
Adjusted percent of physicians’ agreement about overall EHR impacts by adoption status. 

Notes: All differences between adopters and non-adopters were significant (p < 0.01). 

Percentages were calculated with the use of multivariable logistic regression model. 

Variables included in the model were medical specialty (primary care vs. not primary care), 

age (under 50 and 50 years or older), the number of physicians in the practice (1–2, 3–10, 11 

+, missing), ownership (physician/physician group owned, other/missing), region (Northeast, 

Midwest, South, West), and whether in a metropolitan statistical area (Yes, No). Missing was 

excluded (overall sample size n = 3180).

Source: Authors’ analysis of the Physician Workflow study, 2011 (numbers are adjusted).
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Fig. 2. 
Adjusted percent of physicians reporting major barriers to adopting an EHR by adoption 

status. Notes: All differences between adopters and non-adopters were significant (p < 0.01). 

Percentages were calculated with the use of multivariable logistic regression model. 

Variables included in the model were medical specialty (primary care vs. not primary care), 

age (under 50 and 50 years or older), the number of physicians in the practice (1–2, 3–10, 11 

+, missing), ownership (physician/physician group owned, other/missing), region (Northeast, 

Midwest, South, West), and whether in a metropolitan statistical area (Yes, No). Missing was 

excluded (overall sample size n = 3180).

Source: Authors’ analysis of the Physician Workflow study, 2011 (numbers are adjusted).

Jamoom et al. Page 11

Healthc (Amst). Author manuscript; available in PMC 2016 May 24.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Fig. 3. 
Adjusted percent of physicians reporting health IT policies as a major influence on EHR 

adoption by adoption status. Notes: All differences between adopters and non-adopters were 

significant (p < 0.01). Percentages were calculated with the use of multivariable logistic 

regression model. Variables included in the model were medical specialty (primary care vs. 

not primary care), age (under 50 and 50 years or older), the number of physicians in the 

practice (1–2, 3–10, 11 +, missing), ownership (physician/physician group owned, other/

missing), region (Northeast, Midwest, South, West), and whether in a metropolitan statistical 

area (Yes, No). Missing was excluded (overall sample size n = 3180).

Source: Authors’ analysis of the Physician Workflow study, 2011 (numbers are adjusted).
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Fig. 4. 
Adjusted percent of new and experienced EHR users reporting federal policies as a major 

influence in their decision to adopt an EHR system. ** Differences by experience with any 

EHR use was significant (p < 0.01) between new (1 year or less) and experienced (2 years or 

more) EHR users. Percentages were calculated with the use of multivariable logistic 

regression model on physicians who adopted an EHR system. Variables included in the 

model were medical specialty (primary care vs. not primary care), age (Under 50 and 50 

years or older), the number of physicians in the practice (1–2, 3–10, 11 +, missing), 

ownership (physician/physician group owned, other, missing), region (Northeast, Midwest, 

South, West), and whether in a metropolitan statistical area (Yes, No). Missing was excluded 

(overall sample size n = 1783).

Source: NAMCS Physician Workflow Survey, 2011.
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Table 1

Characteristics of physician cohort by Adoption status, 2011.

Adopter Non-adopter Overall

Percent SE Percent SE Percent SE

Medical specialtya

  Primary care 51.9 2.0 44.7 2.2 48.6 1.5

    Other 48.1 2.0 55.3 2.2 51.4 1.5

Agea

  < 50 43.3 1.9 29.2 2.0 36.9 1.4

    ≥ 50 56.7 1.9 70.8 2.0 63.1 1.4

Number of physicians in practicea

  1–2 23.9 1.7 46.5 2.2 34.2 1.4

    3–10 45.0 2.0 33.6 2.1 39.8 1.4

    ≥ 11 20.8 1.7 4.1 0.8 13.1 1.0

    missing 10.4 1.2 15.9 1.7 12.9 1.0

Ownershipa

  Physician/physician group owned 50.1 1.9 62.3 2.2 55.6 1.5

    Other 40.5 1.9 20.6 1.6 31.4 1.4

    Missing 9.5 1.1 17.1 1.8 13.0 1.0

Regionb

  Northeast 19.1 1.1 22.9 1.4 20.8 0.4

    Midwest 22.6 1.1 18.8 1.2 20.9 0.5

    South 34.2 1.4 38.7 1.6 36.2 0.5

    West 24.2 1.4 19.6 1.8 22.1 0.4

In metropolitan status area?

  Yes 87.0 1.0 88.4 1.1 87.6 0.7

    No 13.0 1.0 11.7 1.1 12.4 0.7

Source: National Ambulatory Medical Care Survey Physician Workflow Study, 2011.

Difference between adopter and nonadopter is significant:

a
p < 0.01 and

b
p < 0.05 for all characteristics except MSA (n = 3180; 54.4% were EHR adopters).
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Table 2

Adjusted percent of physicians reporting agreement about the following EHR impacts by adoption status.

Adopter (%) Nonadopter (%) Difference (%)

My EHR makes records more readily available at the point-of-care 91 86 6**

Amount of time to plan review order and document care has increased 76 77 −1

My practice saves on costs associated with managing and storing paper 70 74 −4

Sending Rx electronically saves the physician time 77 73 3

My EHR produces clinical benefits for my practice 84 69 15**

My EHR disrupts the way I interact with patients 52 65 −13**

Overall, my practice functions more efficiently 76 65 11**

My EHR is an asset when recruiting physicians to join the practice 63 65 −1

My practice receives lab results faster 68 63 5

My EHR allows me to deliver better patient care 71 54 17**

My EHR produces financial benefits for my practice 61 52 10**

My EHR enhances data confidentiality 67 48 18**

Amount of time to respond to pharmacy calls increased 30 32 −1

Billing for services is less complete 22 20 2

Number of office visits increased 25 20 5

**
All differences between adopters and non-adopters were significant (p < 0.01).

Percentages were calculated with the use of multivariable logistic regression model. Variables included in the model were medical specialty 
(primary care vs. not primary care), age (under 50 and 50 years or older), the number of physicians in the practice (1–2, 3–10,11 +, missing), 
ownership (physician/physician group owned, other, missing), region (Northeast, Midwest, South, West), and whether in a metropolitan statistical 
area (Yes, No). Missing was excluded (overall sample size n = 3180). Survey items presented above differed for non-adopters, such that “my EHR” 
was substituted for “an EHR” and “would” was added to statements to obtain agreement about using an EHR system. Please see 2011 Physician 
workflow surveys for more information at http://www.cdc.gov/nchs/ahcd/ahcd_survey_instruments.htm.
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Table 3

Adjusted percents of physicians’ top five major barriers to adopting an EHR by adoption status.

Adopter (%) Non-adopter (%) Difference (%)

Cost of purchasing a system 52 73 21**

Loss of productivity 37 59 22**

Finding an EHR that meets practice needs 25 46 21**

Annual maintenance cost 27 46 19**

Adequacy of training 27 40 13**

Reliability of the system 15 40 25**

Adequacy of technical support 25 40 15**

Effort needed to select a system 27 39 12**

Resistance of practice to change work habits 22 39 17**

Ability to secure financing 14 29 15**

Reaching consensus within the practice 9 18 9**

Access to high speed Internet 8 7 −1

**
All differences between adopters and non-adopters were significant (p < 0.01).

Percentages were calculated with the use of multivariable logistic regression model. Variables included in the model were medical specialty 
(primary care vs. not primary care), age (under 50 and 50 years or older), the number of physicians in the practice (1–2, 3–10, 11 +, missing), 
ownership (physician/physician group owned, other, missing), region (Northeast, Midwest, South, West), and whether in a metropolitan statistical 
area (Yes, No). Missing was excluded (overall sample size n = 3180). Survey items presented above were asked to both EHR adopters and non-
adopters. However, items instructions differed for each group of respondents. For EHR adopters, “Please indicate to what extent you experienced 
the following as a barrier to implementing an EHR system.” For non-adopters, the question stem was “Regardless of your plans, to what extent do 
you view the following as a barrier to adopting an EHR system?” Please see 2011 Physician workflow surveys for more information at http://
www.cdc.gov/nchs/ahcd/ahcd_survey_instruments.htm.
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Table 4

Adjusted percent of physicians reporting federal policies as a major influence in their decision to adopt an 

EHR system by adoption status.

Non-adopter
(%)

Adopter
(%)

Difference
(%)

Adopter

New users 
(within
2 years) (%)

Experienced users (2 
years and
over) (%)

Either proposed financial penalties or MU incentive 
payment

71 39 32.5** 65 34

Proposed financial penalties 56 33 22.2** 56 29

Capability of exchanging information electronically 
within
  referral network

50 33 16.2** 32 36

Technical assistance with EHR implementation 48 25 22.9** 29 25

Meaningful use incentive payments 47 24 22.8** 42 21

Assistance with selecting an EHR system 26 8 17.2** 12 7

Availability of government-certified products 25 8 17.1** 13 7

Source: NAMCS Physician Workflow Survey, 2011.

**
All differences between adopters and non-adopters were significant (p < 0.01).

Percentages were calculated with the use of multivariable logistic regression model. Variables included in the model were medical specialty 
(primary care vs. not primary care), age (under 50 and 50 years or older), the number of physicians in the practice (1–2, 3–10, 11 +, missing), 
ownership (physician/physician group owned, other, missing), region (Northeast, Midwest, South, West), and whether in a metropolitan statistical 
area (Yes, No). Missing was excluded (overall sample size n = 3180). Survey items presented above were asked to both EHR adopters and non-
adopters. However, item instructions differed for each group of respondents. For EHR adopters, “How much of an influence did the following have 
on your decision to adopt an EHR system?” For nonadopters, the question stem was “How much of an influence do you think the following would 
have on your decision to adopt an EHR system?” Please see 2011 Physician workflow surveys for more information at http://www.cdc.gov/nchs/
ahcd/ahcd_survey_instruments.htm.
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