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Abstract
Background
Advanced Computerized Decision Support Systems (CDSSs) assist clinicians in their decision-making process, generating recommendations based on up-to-date scientific evidence. Although this technology has the potential to improve the quality of patient care, its mere provision does not guarantee uptake: even where CDSSs are available, clinicians often fail to adopt their recommendations. This study examines the barriers and facilitators to the uptake of an evidence-based CDSS as perceived by diverse health professionals in hospitals at different stages of CDSS adoption.

Methods
Qualitative study conducted as part of a series of randomized controlled trials of CDSSs. The sample includes two hospitals using a CDSS and two hospitals that aim to adopt a CDSS in the future. We interviewed physicians, nurses, information technology staff, and members of the boards of directors (n = 30). We used a constant comparative approach to develop a framework for guiding implementation.

Results
We identified six clusters of experiences of, and attitudes towards CDSSs, which we label as “positions.” The six positions represent a gradient of acquisition of control over CDSSs (from low to high) and are characterized by different types of barriers to CDSS uptake. The most severe barriers (prevalent in the first positions) include clinicians’ perception that the CDSSs may reduce their professional autonomy or may be used against them in the event of medical-legal controversies. Moving towards the last positions, these barriers are substituted by technical and usability problems related to the technology interface. When all barriers are overcome, CDSSs are perceived as a working tool at the service of its users, integrating clinicians’ reasoning and fostering organizational learning.

Conclusions
Barriers and facilitators to the use of CDSSs are dynamic and may exist prior to their introduction in clinical contexts; providing a static list of obstacles and facilitators, irrespective of the specific implementation phase and context, may not be sufficient or useful to facilitate uptake. Factors such as clinicians’ attitudes towards scientific evidences and guidelines, the quality of inter-disciplinary relationships, and an organizational ethos of transparency and accountability need to be considered when exploring the readiness of a hospital to adopt CDSSs.
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Background
Computerized Decision Support Systems (CDSSs) are a type of software that aims to support clinical decision-making by connecting health professionals with evidence from high-quality scientific research. Advanced CDSSs link patient-specific information in electronic health records (EHR) with evidence-based knowledge to generate case-specific guidance messages through a rule- or algorithm-based software [1, 2]. Innovation in the content and format of information has led to sophisticated and large-scale guidance: computer aids cover a wide spectrum of critical decisions, including treatment dosing, interactions, and complex situations where the balance between benefits and harms is subtle, such as thrombolysis for acute ischemic stroke [3] and pulmonary embolism [4].
Though evidence of the benefits of CDSSs on clinical outcomes is still limited, a systematic review suggests that CDSSs may reduce morbidity by 10–20% [1]. More evidence exists on the impact of CDSSs on process outcomes, such as appropriateness of medication prescribing, early detection of adverse drug reaction, use of preventative care, and access to accurate medical records [2, 5–8]. Most studies have been conducted in medical settings, but preliminary evidence suggests that CDSSs may improve care in surgical fields too—for example by preventing venous thromboembolism in surgical patients [9, 10].
Despite this promising evidence, studies consistently show that the mere provision of CDSSs in clinical settings does not guarantee their uptake [11–17]. Even where CDSSs are readily available, clinicians often ignore their alerts and fail to adopt their recommendations [12]. Understanding the reasons behind these behaviors is essential for effective implementation of CDSSs.
Existing theories on the uptake of information technology and scientific evidence
CDSSs are a prime example of a complex healthcare intervention characterized by “a number of components, which may act both independently and inter-dependently” [18, 19]. CDSSs combine at least two such components: (1) the adoption of a new health information technology and (2) the attempt to integrate clinical evidences into routine care processes (i.e., knowledge translation).
Interventions designed to facilitate the uptake and spread of healthcare information technologies have been analyzed by a variety of theoretical approaches, including, but not limited to, those outlined in Table 1 (see [20–23] for a more comprehensive overview). Theories inspired by ergonomics and human factors engineering, including the study of technology design and evaluation, have traditionally focused on the usability of new technology—i.e., the perceived ease and fluency of use of the technology by its potential users [24]. Most studies on the uptake of CDSSs focus on such usability issues, identifying the excessive number of alerts triggered by CDSSs or the users’ lack of access to personal computers or tablets as the most prominent barriers to use [11, 13, 14, 25].Table 1The main approaches to the study of technology uptake


	Theoretical approach
	Disciplinary roots
	Example of theories
	Focus

	Usability
	Ergonomics, Human Factors Engineering, Human-Computer Interaction, Information System
	Usability [49, 50], Task Technology Fit [51], GOMS models [52]
	The use and spread of a new technology depends on the usability and learnability of the technology itself. Understanding the interactions between technology and its end users is key to improve usability.

	Technology acceptance
	Cognitive-Behavioral Psychology, Behavioral Theories
	Technology Acceptance Model (TAM) [26], TAM2 [27], Unified Theory of Acceptance and Use of Technology (UTAUT) [28]
	Focuses on the predictors of individuals’ intention to adopt a technology. Technology acceptance is determined by (a) users’ perceived usefulness (degree to which a person believes that using a technology would enhance job performance); (b) users’ perceived ease of use (degree to which a person believes that using a particular system would be free from effort). Subsequent models introduced social influence as further determinant of technology acceptance.

	Organizational theories
	Organizational and management studies, Organizational Psychology, Organizational Development
	Organizational justice [53], Leadership theories [54], Organizational culture [55]
	Focuses on the organizational barriers and facilitators to the uptake and spread of technologies, such as the integration of technologies into existing systems and workflow, management commitment to the new technology, the presence of a structured program for implementation, the presence and quality of training.

	Practice theories
	Sociology, Anthropology, Social Psychology, Philosophy
	Normalization Process Theory [56], Technological sense-making [57, 58], Sociotechnical Systems [59], Actor Network Theory [60], Communities of Practice [46]
	Technology adoption and spread is conceived as a social practice, constantly produced and re-produced through people’s actions-in-context. What people do (e.g., technology adoption) is informed both by what they know about a certain technology and their situated local judgments about the meaning of such technology in their (social and material) context.




                        
Technology acceptance theories [26–28] place more emphasis on users’ expectations and characteristics and propose that the key determinants of technology adoption are the ease of use and perceived usefulness of the technology itself, with social influence added as a third determinant in subsequent models [27]. Organizational and practice theories both highlight the need to go beyond a focus on technology acceptance by isolated individuals to look at actions and judgments in context [23, 29–31], including cultural and professional norms, organizational infrastructures, and broader social and political influences (e.g., policies, laws, and regulations). With a few exceptions [16, 17, 32], concepts from organizational and practice theories have rarely been mobilized to explain the uptake of CDSSs, although available frameworks for IT implementation confirm their importance [33].
CDSSs are not just a new information technology: they have a specific knowledge-translation function. CDSSs “materialize” the evidence-based paradigm, integrating external evidence with the course of action of clinicians; this may add further barriers to CDSSs’ uptake. We know that health professionals sometimes discard the use of evidence out of fear of compromising their critical reasoning, medical judgments, and professional autonomy [34–36] or because scientific evidences challenge deep-rooted hierarchies and systems of power based on seniority [15, 37]. These barriers vary broadly across countries and medical settings, but evidence suggests that they continue to shape knowledge mobilization and quality improvement interventions globally [38, 39]. While CDSSs have been envisaged as a medium to overcome these barriers [40], little attention has been devoted to the fact that clinicians’ resistance to the use of scientific evidence may, in fact, hinder CDSSs’ uptake.
Studies of CDSSs in the context of emergency medicine found that users’ trust in CDSSs (e.g., the extent to which CDSSs were perceived to be “risk averse”) and the quality of inter-occupational relationships influenced the use of the technology [16, 17]. Clinicians’ attempts to defend their professional autonomy and expertise have also been found to influence their perceptions and use of CDSSs [32, 34]. These important findings, however, have not been linked with the specifics of the implementation process: studies have mainly been conducted in contexts in which CDSSs had already been introduced, while the perceived facilitators and barriers existing prior to CDSS introduction, or for the evolution of such perceptions throughout the technology’s various stages of uptake, remain largely unexplored.
The current qualitative study examines the barriers and facilitators to the uptake of an evidence-based CDSS as perceived by diverse health professionals in hospitals at different stages of CDSSs’ adoption. Using the knowledge generated by our empirical data, and drawing insights and sensitizing concepts from existing theories on technology and evidence adoption, it aims to construct a framework for guiding the implementation of CDSSs.


Methods
Protocol
The protocol of this study has been previously published [25]. This nested qualitative study, inspired by a Grounded Theory (GT) approach [41], is part of a mixed-method research project including two pragmatic randomized controlled trials testing the effectiveness of MediDSS—an evidence-based CDSS that produces patient-specific, point-of-care reminders (Table 2) [42, 43]. The trials are currently being conducted. The intervention represents an advanced type of CDSS: support rules are activated and embedded in the electronic patient records, provide advice on diagnosis or medication or laboratory test decisions, and cover hundreds of medical conditions.Table 2The evidence base of MediDSS


	The CDSS evaluated by the trials is named “MediDSS” (Medilogy Decision Support System) and is produced by Medilogy, an Italian IT company. MediDSS is the Italian translation of Evidence Based Medicine Electronic Decision Support (EBMeDS). This is a CDSS developed by Duodecim Medical Publications Ltd., a company led by the Finnish Medical Society Duodecim, marketed in several countries [61]. EBMeDS is derived from EBMGuidelines, which is a web-based compendium of the best available evidence on treating a wide range of common conditions. EBMeDS complies with the pillars of evidence-based medicine: the service implements an active literature search to identify current relevant information, privileges a cumulative versus discretionary approach (i.e., prioritization of systematic reviews over other evidence sources), critical appraisal, adopts a formal grading of evidence, and clearly differentiates citation of expert opinions from other evidence sources in summaries [62, 63]. The quality of these services, including their evidence-based nature, has been repeatedly evaluated.
	 



                        

Settings and participants
We collected data in four Italian hospitals that differed in their level of information technology integration and access to evidence-based guidelines. Setting A was an orthopedic hospital relying entirely on paper-based clinical documents; it did not have an EHR or a CDSS. Setting B was an orthopedic research hospital that abandoned paper-based clinical documents to adopt an EHR in 2011 but had not yet adopted a CDSS. Setting C1 was an oncology hospital that adopted an EHR in 2008. Since 2015, the hospital’s EHR has been linked to a variety of CDSSs, including evidence-based messages on treatment and diagnosis using care management algorithms. Setting C2 was a general hospital with similar characteristics to C1, featuring an EHR linked to advanced CDSSs. Table 3 summarizes the features of each setting.Table 3Settings


	 	Setting A
	Setting B
	Setting C1
	Setting C2

	Type of hospital
	Orthopedic hospital
	Orthopedic research hospital
	Oncology research hospital
	General hospital

	EHR
	No
	Yes
	Yes
	Yes

	CCDS
	No
	No
	Yes
	Yes

	Trial setting
	No
	No
	Yes
	Yes




                        
Participants included end users of the CDSS (doctors and nurses) as well as the other actors that play in important role in shaping the structural and political underpinning of CDSSs’ adoption, such as information technology (IT) staff and members of the hospital board of directors. Including these individuals in our sample allowed us to examine not only clinicians’ willingness and ability to use a new technology but also the impact of a broader cultural and political initiative to make medical decisions less discretional [21, 35]. The final sample (n = 30) is summarized in Table 4.Table 4Participants


	 	Setting A
	Setting B
	Setting C1
	Setting C2
	Tot

	Doctors
	3
	3
	3
	4
	13

	Nurses
	2
	2
	2
	2
	8

	Managers
	2
	1
	1
	1
	5

	IT staff
	1
	–
	2
	1
	4

	Total
	8
	6
	8
	8
	30




                        
The sampling criteria were defined a priori [25]. However, consistently with the GT principle of “theoretical saturation” [41], the final number of research settings and interviewees-per-role was decided in the course of data collection, based on preliminary analysis of a sub-sample sample of interviews. For example, setting C2 was not included in the original study sampling; it was added during data collection to explore further complexity in the experiences of using CDSSs. Similarly, since the views and accounts of nurses were more consistent with each other than those of doctors (surgeons and physicians), we decided to expand our sample to include more doctors than nurses.

Data collection
We collected data using semi-structured interviews. The interview guide was informed by our literature review and sensitizing concepts and focused on (a) participants’ views of and experiences with health information technologies, (b) specific beliefs and experiences with CDSSs, (c) values attached to scientific evidence and willingness to adopt clinical recommendations in routine practice, and (d) perceptions regarding the potential of CDSSs to integrate evidence and guidelines in clinical practice. The topic guide was used flexibly and adapted to the different professional roles. For example, while clinicians were prompted to reflect on their first-hand experiences of clinical information technologies and CDSSs, hospital managers were asked to discuss the hospital high-level strategies with respect to the same topics. Managers and IT staff were also encouraged to reflect on potential ways to tackle clinicians’ resistance towards CDSSs. No individual refused to take part in the study. Audio-recorded interviews were 45-min long, on average, and conducted in the workplace between February 2014 and December 2016. Informed consent was obtained by all participants.

Data analysis
We used a constant-comparison, GT-inspired approach [41, 44] to analyze the interview transcripts. We started by carefully reading the interviews from each setting, to ensure that they were each understood in terms of their own context. We then performed a line-by-line coding, which involved the matching of each emerging theme with a specific code that was created inductively to relay the experiences described (example of these codes are reported in Additional file 1). We constantly compared data across settings in order to identify reasons for their differences and similarities. In doing so, we did not find a univocal, linear relationship between settings’ structural characteristics (level of information technology integration and access to evidence-based guidelines) and participants’ attitudes towards CDSSs. However, participants’ perceived familiarity with information technologies and their perceived value of, and trust towards, scientific evidences did play an important role in shaping clinicians’ views of the CDSS. By gradually aggregating and refining and our preliminary codes, and plotting them on a framework composed by the two above dimensions (familiarity with technology and trust towards evidences (Fig. 1)), we identified six consistent clusters of experiences of the CDSS, which we named “positions.” The six positions represent a gradient of acquisition of control over the CDSS (from low to high). The concept of negotiation of control over the CDSS is the “core category” of our analysis. Additional file 1 summarizes the stages of the coding process.[image: A13012_2017_644_Fig1_HTML.gif]
Fig. 1The six positions represent different degree of perceived control over CDSSs. Each position is characterized by a degree of perceived control over, and mastery of, information technologies and scientific evidence. Since progression through the position is not necessarily linear, the figure should be interpreted as an indicative, rather than definitive, representation of the process of CDSSs’ uptake




                        
Crucially, the choice of organizing our findings through “positions” (rather than a static list of facilitators and barriers) allowed us to advance our understanding of the process of CDSSs’ uptake as explained to us by the interviewees. It also enabled us to capture the complexity offered by our sample and to contradict the hypothesis that participants’ views of CDSSs were solely influenced by the structural characteristics of their context: participants from the same setting often provided a variety of different views, condensed into different “positions” (see Additional file 2). We emphasize that our framework should not be intended as a linear/chronological model of CDSSs’ process of adoption: the positions are not necessarily progressive, nor do they overlap with necessary implementation phases. Rather, they serve as an analytical tool to give (presentational) order to participant’s reflections and characterize the various types of barriers to CDSSs’ uptake.


Results
The uptake of CDSSs can be described as a process of negotiation of control between the system and its users. This process is articulated into six “positions,” i.e., coherent clusters of experiences of, and attitudes towards, CDSSs, as described by our participants. Different types of barriers and facilitators to CDSSs use are prevalent in each position.
The first two positions are characterized by clinicians’ low perceived control over CDSSs and include the most severe barriers to CDSSs’ uptake. Clinicians’ concern that the CDSS may reduce their professional autonomy or may be used against them in the event of medical-legal controversies is represented in these two positions. The more clinicians gain a sense of control over the CDSS (as captured by the last positions), the more the obstacles described above are substituted by technical and usability problems. Since these barriers do not impinge on professionals’ power, status, and identity, they are likely to be easier to tackle with sufficient technical support.
In Fig. 1, the six positions are organized along two axes: (1) the perceived value of, and trust towards, scientific evidences (horizontal axis, oriented from left to right) and (2) the perceived familiarity with information technologies (vertical axis, oriented from bottom to top). Each circle represents a specific position. Differences in the degree of perceived control over the CDSS are expressed by the progression of colors from red to green.
Position 1. Doctors as artisans: no evidence, no technology

                  
                      The actual evidences in [orthopedic surgery] are not very many, you know, I can’t really see how [the CDSS] would be useful for us. (…). The actual tools of an orthopedic resemble those of a crafts worker. [...] We learn by reading books and articles, but also by (…) observing the experts at work, learning how they do things... (Physician, setting A)
                    


                
In this position, clinicians do not seem to consider the CDSS as a useful working tool in their setting, and adoption is perceived as unlikely. In some cases, the main barrier is related with the perception of scientific evidence. Evidence is negatively viewed as generalized as abstract knowledge, incapable of practical implementation in clinical practice. Engaging pragmatically with the “art and craft” of medicine, and learning from the “eminences” in the field, seems to represent a more conventional course of action. It is worth noting that none of our participants identified directly with these views, but some (especially in setting A) attributed them to some colleagues.
In other cases, obstacles to the uptake of CDSS are associated with the threat posed by the introduction of a new information technology. It is feared, for example, that the EHR would modify existing working practices and alter inter-professional relationships and communication. Moreover, as found by previous studies [34, 45], the EHR is perceived has having a negative effect on doctor-patient communication during consultations and seen as a potential obstacle to the development of a relationships of trust between clinicians and patients. These barriers resonated with the opinion of some IT staff:
                      Physicians are afraid of being turned into bureaucrats. Physicians’ power and authority derives from the diagnostic and therapeutic process: physicians don’t want to take their hands off the patient and sit at a desk to write at the computer, they don’t want feel like they are doing data entry. (IT specialist, setting A)
                    


                        
In this position, the adoption of the CDSS seems unlikely. Resistance to change is likely to be exacerbated by the absence of an organizational culture supporting the use of scientific evidence and information technology, and by professionals’ attempts to defend their current approach to health care delivery.

Position 2. Either me or it: CDSS and the threat of control

                  
                      I believe in our expertise, our conscience and experience. It’s humiliating to think that we can be substituted by a computer! (…) We need to have the courage to do what we think is right, not to merely comply with the guidelines dictated by a system. (…) The knowledge that I get from visiting 150 patients is more substantial than what (the CDSS) can give me. (Physician, setting B)
                    


                
The CDSS is perceived as encroaching upon physicians’ competency and jurisdiction; rather than a useful support to their practice, the CDSS is described as a potential hindrance to the exercise of clinicians’ judgment and critical thinking. Clinicians seem to be left with two opposite options: either rejection or unconditioned adherence.
The fear of losing control over autonomous decision-making becomes particularly acute in the event of medical-legal controversies. Some participants expressed concern that the presence of CDSSs may provide non-medical experts with the formal authority to judge medical decisions, thus forcing physicians to follow the system’s advice to avoid the risk of medical and legal charges. Since the CDSS would reveal the discrepancy between formal guidelines and contextualized decisions, clinicians may become legally vulnerable. Judges, lawyers, or other professionals lacking specific medical expertise may appraise physicians’ actions based solely on the indications of CDSSs, without considering other aspects that guide the clinical decision-making process.
                      It’s a double-edged sword. Let’s say I don’t turn it on and for whatever unrelated reason something happens to the patient. A judge may say “How is it that you didn’t use the CDSS even if you could have?” It can be used against us. (Physician, setting B)
                    


                           
                      Some doctors asked me […] what if I do something that is different from what the CDSS suggested? […] So what happens if a doctor refuses to follow the system’s recommendation? […] I think the legal framework needs to be clarified. (IT staff, setting C1)
                    


                        
Disputes over power and control seem to involve other organizational actors as well. One physician felt that, since the CDSS allows widespread access to scientific evidences, the system might lead to nurses’ control or oversight of medical decisions, thus providing an occasion to renegotiate professional boundaries.
                      If for some reason I don’t follow the recommendations of the CDSS, a nurse may notice this and say “According to the CDSS, the doctor made a mistake”. Do you see what I mean? [...] If we want to implement it it’s key to discuss the rules of access for each profession. (Surgeon, setting B)
                    


                        
CDSSs are perceived as limiting, rather than supplementing, physicians’ competencies, expertise and critical thinking: by making the evidence non-negotiable, they are seen as frustrating clinicians’ expertise and reducing their professional autonomy.

Position 3. Who controls the controller? The CDSS as the product of a community

                           
                      Who controls the controller? I would want to know who puts the evidence into the system, to be sure that it’s reliable. [...] We used to think that medicine should be evidence-based and not authority-based. I think we need good authorities to help us selecting the best available evidence.” (Surgeon, setting A)
                    

The CDSS is received with a more open mind in this position. Clinical evidence is conceived as the product of a community. The trust towards these communities becomes a central theme, and their credibility and authoritativeness concerns clinicians. The CDSS is no longer seen as an “omnipotent” tool but rather as a human-made product that requires legitimization.
Some participants emphasize the potential danger of CDSSs disseminating poor or not updated evidence. They are concerned that young physicians may become accustomed to following CDSSs’ recommendations without questioning them—an eventuality that would be particularly problematic in the event of outdated evidence. This issue is sometimes referred to as the “prompter effect.”
                      It’s this sense of false security given by the CDSS… Thinking “Oh well, the computer will tell me the answer” … And people sort of switch their brains off. […] Especially young physicians […]. CDSSs have an incredible potential, but they do expose us to unexpected risks. (Manager, setting C1)
                    

Similarly, introducing a new information technology is not seen as a “good” or “bad” choice per se; rather, its success or failure depends on the new system’s quality and ability to integrate existing clinical processes and routine activities. This position reflects an increased perceived control over the CDSS; facilitating the uptake of the CDSS, thus, seems to require legitimization of its designers and sources.

Position 4. Really useful but not for me: the CDSS as a tool for someone else

                  
                      It’s brilliant. Really, really useful. I think it’s more so for medics though, rather than [surgeons]. (Surgeon, setting B)
                    


                  
                      Maybe I could use it. I think it would be more useful for young physicians, those who have only just graduated, or those with little experience... You know, to avoid mistakes... (Senior physician, setting A)
                    


                  
                      I think it would be ideal for general practitioners… More than for us in the hospital. (Physician, setting B)
                    


                
This position is characterized by a mismatch between clinicians’ views of the CDSS, described as a valuable and promising tool, and the prospect of its actual use in clinical practice. The CDSS is described as “always more useful for someone else”: hospital professionals point at general practitioners, surgeons at physicians, senior attendants at junior physicians. Some clinicians (especially surgeons) feel that the CDSS may help them only for tasks that are peripheral to their core mandate (e.g., patient post-surgical care rather than the actual surgical operation): since CDSSs would not support them in accomplishing the most valued and rewarding activities, users would not fully exploit the system’s potentiality.
The described mismatch may be caused by clinicians’ lack of familiarity with the CDSS or the lack of participation in its implementation. A hospital manager and a member of the IT staff both suggest that these resistances can be overcome by communicating the CDSS’s benefits in contextual activities, creating opportunities to experience the system firsthand, and involving frontline clinicians in the implementation process (for example, using clinical champions that serve as catalysts for change). Reporting positive implementation experiences and promoting discussion between actual and potential users may also enable bridging the gap between perceptions and actual use.
                      Any innovation that has the potential to affect clinical autonomy and decision-making shouldn’t be introduced like an imposition. If it’s perceived as a top-down order, clinicians will reject it. Physicians must agree and engage in the project. Having said that I think a strong endorsement from the top management is essential. (IT specialist, setting C1)
                    


                        
A manager suggested that, although a number of top-down strategies must be adopted to reach this implementation stage, these are only effective if combined with a constant effort to nurture clinicians’ engagement with, and perception of control over, the CDSS. However, up to this position, the desire to shape the CDSS remains mainly theoretical, lacking practical details for effective changes.

Position 5. Just a machine… that may actually help you: towards a mutual adjustment

                           
                      We see a lot of patients every day, most of them with comorbidities and a lot of medications… It’s not unlikely to make a prescribing error, we are human after all! [...] To have a support that can double check for us, and provide us with updated, ad hoc evidences… I think it’s a blessing!” (Physician, setting C1)
                    


                           
                      We hear things like “The CDSS is just a stupid machine that cannot give me orders!” Well, I think the CDSS is indeed a stupid machine, but that stupid machine can sometimes be crucial to avoid mistakes. (Physician, setting C2)
                    

The CDSS is perceived as a working tool at the service of its users, which can complement their competencies and skills, rather than threaten their professional autonomy. The role of scientific evidences is fully acknowledged, but physicians are seen as the actual owners of decision-making, and as responsible for contextualizing and applying the evidence to individual cases. Clinicians’ representations of both scientific evidence and information technology create a fertile ground for the uptake of CDSS.
                      So this morning we had a patient with hyponatremia, which is notoriously iatrogenic, but because they were taking many medications we were not sure which one caused it. Having the computer at the bedside meant that we were able to consult the evidence right away and identify which of the ten medications they were on was causing the hyponatremia. And we couldn’t have done it without the technological support... (Physician, setting C2)
                    


                        
Notably, rather than causing disputes over professional boundaries (as in position 2), the CDSS presents an opportunity to foster the type of inter-disciplinary practice that is vital for patient safety; it is suggested, for example, that the system allows nurses to acquire additional control of the appropriateness of prescribing.
                      Prescribing is the doctors’ role, but […] if we have a doubt about a prescription, we do ask questions […] and most doctors are OK with this, they don’t perceive it as a challenge. […] The CDSS helps because we are not always familiar with the drugs we administer: it is a quick way to double-check that everything looks OK with the prescription. (Nurse, setting C2)
                    


                        
In this position, the main obstacles to the adoption of CDSSs involve the usability and technical issues that have been widely explored within literature and insufficient adaptation of CDSSs to local and contextual needs. Frequently mentioned issues include the lack of integration between the EHR and the CDSS’s interface and the fear of experiencing an excessive number of alerts.
                      If five alerts pop up every time and you start noticing that most of the times four and a half are useless, you start ignoring them. […] It’s a matter of finding the right balance and to improve the content, to make the alerts actually relevant. (Physician, setting C2)
                    


                        

Position 6. The CDSS nurtures innovation and organizational learning

                  
                      After we integrated the electronic record we started thinking about how the CDSS could do more than just reporting and actually help us in our practice. For example: if I prescribe an antibiotic for pneumonia, this will never be for less than a few days. […] We can teach the system to give me an alert only when a given time expires. (Physician, setting C1)
                    


                
Clinicians are willing to promote the full integration of the CDSS in healthcare contexts. Although none of our participants felt that their hospital had reached this stage, some individuals could anticipate or describe it. The CDSS is perceived as a helpful working tool at the service of clinicians, integrating their skills and critical thinking; IT staff and hospital managers describe it as a milestone of modern hospitals. Strategies are in place to adapt the content of the CDSS to specific clinical contexts in which the technology is implemented, to improve its usability and to address technical problems. The CDSS technological infrastructure follows clinicians’ cognitive flow and paths of action in order to guarantee timely responses and optimal functioning. Clinicians, in turn, are open and willing to “learn” from the CDSS and to innovate their practice in response to the unforeseen opportunities it provides. This mutual adjustment between clinical practice, scientific evidences, and a new information technology is iterative and ongoing and runs at the speed of innovation in medicine: it is essential that the CDSS is sufficiently flexible to allow frequent amendments.
                      We need to be able to update the CDSS quickly if we want to offer an optimal service to our patients. […] We need to be on top of this because nowadays the guidelines may change more than once every year. (Physician, setting C1)
                    


                        
Some participants suggest that the availability of CDSSs may foster interdisciplinary work and promote the use of scientific evidence within clinical communities that have been historically excluded from the debate (such as pharmacists and physiotherapists).
                      The introduction of the CDSS could have positive cultural and educational effects. It could help us developing a culture of evidence within hospital teams and with the community as well. We could use it… not just individually, but as a tool to get together and discuss complex cases and to monitor some particular patients. (Nurse, setting C2)
                    


                        
Finally, the CDSS may shape strategic and managerial choices (such as the investment in specific research streams), foster a culture of evidence-based policy, and nurture a culture of collaboration between clinicians, hospital management, and IT personnel, which is likely to be essential to guarantee the success of technology-based improvement efforts.
                      I would love to start thinking about decision support systems for our strategic and managerial choices too. Evidences for decision-makers. […] We do a lot of work on [evidence-based policy] but I think we could improve in the way we access this knowledge on a day-to-day basis… The work on CDSS is inspiring us to improve. (Hospital manager, setting C1)
                    


                        


Discussion
Our study contributes to the literature in three main ways. First, it emphasizes the need to go beyond an approach focused on optimizing CDSSs’ usability to consider the broader social, cultural, and institutional influences that impact CDSSs’ adoption. Factors such as clinicians’ attitudes towards scientific evidence and guidelines, the quality of inter-disciplinary relationships, and an organizational ethos of transparency and accountability need to be considered when exploring the readiness of a hospital to adopt CDSSs. We echo Pope et al.’s suggestion that CDSSs should be conceived “both as a computer technology and as a set of practices related to that technology, kept in place by a network of actors in particular contexts” [16].
Second, this study shows that introducing a CDSS is not an off-on switch; rather, it can be articulated through a process of negotiation of control over the CDSS, which is characterized by a different set of barriers depending on the stage of the process. When the CDSS is perceived as an “omnipotent” and threatening tool that interferes with clinicians’ autonomy and critical thinking, uptake is likely to be compromised. The more clinicians gain a sense of control over the CDSS, the more likely they are to perceive the technology as a valuable working tool that can complement their competencies and skills; these views and attitudes correspond to an increased willingness to use CDSSs. This novel way of explaining CDSSs’ uptake—grounded in empirical data, but informed by existing concepts from implementation theories and social sciences—highlights the need to go beyond the provision of a static list of obstacles and facilitators and to keep a watchful eye on the process of implementation of CDSSs.
This brings us to the third contribution of our study: by reflecting on the features of each position and on their mutual relationships, we offer a framework to guide the implementation of CDSSs. Our framework specifies the positive factors in each position that can facilitate CDSSs’ uptake; in so doing, it may help healthcare managers to (1) diagnose the facilitators and barriers that are most relevant to their organizational contexts and (2) prioritize actions and interventions for maximum impact. The framework is discussed below and summarized in Fig. 2.[image: A13012_2017_644_Fig2_HTML.gif]
Fig. 2Framework for implementation of CDSSs. The framework describes the actions that, from each position, may facilitate the uptake of CDSS




                     
In the first and second positions, facilitating the uptake of CDSSs requires a process of demystification of the system, addressing preconceived notions and insecurities. Existing studies confirm that the lack of knowledge of a new technology and the reasons for its introduction may hinder adoption, emphasizing the importance of a suitable introduction of the system to the target group [33, 40, 45]. In the case of CDSSs specifically, a crucial step is to clarify the legal framework underpinning its adoption (especially in the event of legal-medical controversies), and to offer guidance on how to manage and report cases of non-compliance with CDSS recommendations. Organizational studies suggest that management commitment to new information technologies and the ability to reduce uncertainty about why this is needed are key predictors of the success of implementation [21, 33]. Senior leaders should, therefore, raise awareness of the actual functions of the CDSS and negotiate the terms and conditions of transparent inter-disciplinary use. Nurturing inter-disciplinary collaboration and an organizational ethos of transparency and accountability is crucial to accomplish this – studies informed by social practice theories may offer guidance [16, 17]. Making substantial IT investments in hospitals where conservatism and hesitation are still prominent may not be efficient nor cost-effective.
In the third and fourth positions, hospital managers may appeal to the positive attitudes shown by some clinicians to overcome the skepticism of others. Social legitimation of the new working tool depends crucially on the perceived control on the CDSS and its level of integration into the hospital workflow. Concepts from both usability theories and social practice theories may be mobilized here to support CDSSs’ adoption. Developing and fostering communities of practice [46] around the design and optimization of CDSSs, including senior and junior clinicians as well as IT staff, may help legitimize the new working tool and enhance the usability of the technological interface. Involving clinicians in the selection of evidence and ensuring transparency in the selection criteria is also key to successful implementation. The implementation of CDSSs should follow a user-centered approach, modulating the relationship between clinicians and rules at the micro-level. “Blanket rules” established at the institutional level that uniformly address all professionals may cause them to ignore the CDSS.
The most challenging obstacles to CDSSs’ adoption are overcome in the fifth and sixth positions. The potential of the CDSS is shown to be fully exploited when the system is used to nurture inter-professional and inter-disciplinary exchanges, and to create a forum in which clinicians can discuss how to best apply scientific evidence to individual patients. The remaining barriers to adoption may derive from a lack of integration of CDSSs into daily practice [45], suggesting that efforts should be directed at increasing the system’s usability and flexibility as well as adaptation to the needs of different users and workflows. It is essential to engage clinicians’ participation in refining existing alerts and to create new ones, ensuring that the CDSS can be easily updated to mirror rapid advancements in guideline development. A participatory approach, however, should not be conceived in isolation from other, more directive, strategies. This is especially true in countries like Italy, where most frontline clinicians do not have first-hand experience with the CDSS or formal training in the development of rules and alerts.
Our framework offers an understanding of the factors that influence the implementation of CDSSs and provides guidance on how to overcome persistent obstacles. It does do not, however, address how change takes place or the causal mechanisms leading to the adoption or non-adoption of CDSSs—hence, it is not, in itself, a theory [47]. Concepts from existing theories (including usability, organizational and social practice theories) are embedded in the framework and are used to qualify the positive forces that, from each position, may facilitate CDSSs’ uptake.
Our findings resonate with existing implementation theories such as Normalization Process Theory [48] that postulates that the way complex interventions become embedded in everyday practice depends on how they interact with existing knowledge, professional relationships, division of labor and the wider organizational context [17]. Our findings are also largely consistent with available implementation frameworks, such as Cresswell et al.’s “Ten key considerations for the successful implementation and adoption of large-scale health information technology” [33]. What our framework adds is an acknowledgement of the complex nature of CDSSs and the two key components they entail (a new information technology and a knowledge translation intervention), which shape specific barriers and facilitators to implementation.
It is important to emphasize that the positions we describe are not necessarily progressive or linear, nor do they represent compulsory phases in the process of implementing CDSSs: the positions should be conceived as analytical tools that can assist in identifying facilitators and obstacles to CDSSs’ uptake, based on the accounts of key stakeholders. The six positions are, conceptually, mutually exclusive; however, a single interview has sometimes contributed to more than one position. Each position attempts to capture the different “voices” in our sample in a way that is sensitive to the frames and interpretations derived by their professional roles. Clinicians’ accounts form the core of each position, reflecting the end users’ view of the CDSS; IT staff and hospital managers, on the other end, assisted in outlining the organizational barriers/facilitators to CDSSs and constructing our framework for implementation.
We have not found a linear correspondence between the structural conditions of different contexts (their level of information technology integration and their access to evidence) and the varying positions each context endorses. For example, structurally “mature” settings (such as C1) feature some of the strong barriers to CDSS such as those described in the second position. However, it is important to note the latest positions (i.e., 5 and 6) are only represented in contexts that currently use a CDSS. This seems to suggest that the most challenging of perceived obstacles may exist prior to the introduction of a CDSS, while the use of the technology itself might alleviate tensions and negative expectations.
Distinguishing between the pre-existing enabling factors (e.g., organizational features that appear to facilitate uptake that existed prior to the introduction of the EHR or CDSS) and enabling factors that emerged in the process of use proved somewhat difficult. In most cases, the enabling factors we identified may encapsulate a combination of the two. For example, although the existence of positive inter-disciplinary relations may provide a fertile ground to the uptake of the CDSS, the system itself may work as a catalyst for new inter-disciplinary encounters.
The study is limited in its generalizability. Comparisons with studies conducted in other countries and organizational settings will be necessary to strengthen our conclusions. The introduction and uptake of CDSSs should also be examined longitudinally in order to analyze its long-term professional and organizational effects. Our findings may be used to develop surveys or questionnaires to assess clinicians’ attitudes towards CDSSs more extensively across contexts and countries.

Conclusions
Inspired by human factor engineering, most studies of CDSSs suggest that, in order for CDSSs to be adopted consistently and effectively, they must be usable. Our study shows that broader social, cultural and institutional influences are at play too. Factors such as the attitude of clinicians towards evidences and guidelines, the quality of inter-disciplinary relationships and the organizational ethos of openness and accountability between professional groups need to be considered when aiming to increase CDSSs’ uptake. Our framework assists in diagnosing the most prominent barriers to CDSSs uptake at different stages of implementation and offers a set of tailored actions to progress towards the technology’s more effective adoption.

Acknowledgements
Earlier drafts of this manuscript were presented at the 31st EGOS Colloquium (Athens, 2015) and the OBHC Conference (Cardiff, April, 2016).
Funding
This work is supported by the Italian Ministry of Health (GR-2009-1606736), Regione Lombardia (D.R.G. IX/4340 26/10/2012), and the Wellcome Trust (WT097899).

Availability of data and materials
Data sharing not applicable to this article as no datasets were generated or analyzed during the current study.


Authors’ contributions
LM is the principal investigator of the CODES (COmputerized DEcision Support system) study, a multi-institutional project exploring the perceived barriers and facilitators to CDSS uptake in specialty hospital settings. All authors contributed to the conception and design of the study. EGL, LG, MG, and LM drafted the manuscript. All authors contributed to the editing and final approval of the protocol.

Ethics approval and consent to participate
Four local ethical committees (names omitted to preserve anonymity) have approved the study and consent to participate was obtained by all participants.

Consent for publication
Not applicable.

Competing interests
Lorenzo Moja provides consultancies to knowledge providers in relation to point-of-care information services and computer decision support systems. This is done on a pro-bono basis; it does not include consultancy fees nor any form of remuneration. The other authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


[image: Creative Commons]
                           Open AccessThis article is distributed under the terms of the Creative Commons Attribution 4.0 International License (http://​creativecommons.​org/​licenses/​by/​4.​0/​), which permits unrestricted use, distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated.

References
1.
Moja L, Kwag KH, Lytras T, Bertizzolo L, Brandt L, Pecoraro V, Rigon G, Vaona A, Ruggiero F, Mangia M, et al. Effectiveness of computerized decision support systems linked to electronic health records: a systematic review and meta-analysis. Am J Public Health. 2014;104(12):e12–22.CrossrefPubMedPubMedCentral

2.
Bright TJ, Wong A, Dhurjati R, Bristow E, Bastian L, Coeytaux RR, Samsa G, Hasselblad V, Williams JW, Musty MD, et al. Effect of clinical decision-support systems: a systematic review. Ann Intern Med. 2012;157(1):29–43.CrossrefPubMed

3.
Flynn D, Nesbitt DJ, Ford GA, McMeekin P, Rodgers H, Price C, Kray C, Thomson RG: Development of a computerised decision aid for thrombolysis in acute stroke care. BMC Med Inform Decis Mak 2015, 15:6.

4.
Piazza G, Goldhaber SZ. Computerized decision support for the cardiovascular clinician. Circulation. 2009;120(12):1133–7.CrossrefPubMedPubMedCentral

5.
Roshanov PS, Fernandes N, Wilczynski JM, Hemens BJ, You JJ, Handler SM, Nieuwlaat R, Souza NM, Beyene J, Van Spall HGC, et al. Features of effective computerised clinical decision support systems: meta-regression of 162 randomised trials. BMJ (Online). 2013;346:f657. doi:10.​1136/​bmj.​f657.

6.
Souza NM, Sebaldt RJ, Mackay JA, Prorok JC, Weise-Kelly L, Navarro T, Wilczynski NL, Haynes RB. Computerized clinical decision support systems for primary preventive care: a decision-maker-researcher partnership systematic review of effects on process of care and patient outcomes. Implement Sci. 2011;6:87. doi:10.​1186/​1748-5908-6-87.

7.
Marasinghe KM. Computerised clinical decision support systems to improve medication safety in long-term care homes: a systematic review. BMJ Open. 2015;5:e006539. doi:10.​1136/​bmjopen-2014-006539.

8.
Jaspers MW, Smeulers M, Vermeulen H, Peute LW. Effects of clinical decision-support systems on practitioner performance and patient outcomes: a synthesis of high-quality systematic review findings. J Am Med Inform Assoc. 2011;18(3):327–34.CrossrefPubMedPubMedCentral

9.
Borab ZM, Lanni MA, Tecce MG, Pannucci CJ, Fischer JP. Use of computerized clinical decision support systems to prevent venous thromboembolism in surgical patients: a systematic review and meta-analysis. JAMA Surg. 2017;1;152(7):638-45. doi:10.​1001/​jamasurg.​2017.​0131.

10.
Durieux P, Nizard R, Ravaud P, Mounier N, Lepage E. A clinical decision support system for prevention of venous thromboembolism: effect on physician behavior. JAMA. 2000;283(21):2816–21.CrossrefPubMed

11.
Heselmans A, Aertgeerts B, Donceel P, Geens S, Van De Velde S, Ramaekers D. Family physicians’ perceptions and use of electronic clinical decision support during the first year of implementation. J Med Syst. 2012;36(6):3677–84.CrossrefPubMed

12.
Moxey A, Robertson J, Newby D, Hains I, Williamson M, Pearson SA. Computerized clinical decision support for prescribing: provision does not guarantee uptake. J Am Med Inform Assoc. 2010;17(1):25–33.CrossrefPubMedPubMedCentral

13.
Kortteisto T, Komulainen J, Mäkelä M, Kunnamo I, Kaila M. Clinical decision support must be useful, functional is not enough: a qualitative study of computer-based clinical decision support in primary care. BMC Health Serv Res. 2012;12:349.

14.
Patterson ES, Doebbeling BN, Fung CH, Militello L, Anders S, Asch SM. Identifying barriers to the effective use of clinical reminders: bootstrapping multiple methods. J Biomed Inform. 2005;38(3):189–99.CrossrefPubMed

15.
Lipman T. Power and influence in clinical effectiveness and evidence-based medicine. Fam Pract. 2000;17(6):557–63.CrossrefPubMed

16.
Pope C, Halford S, Turnbull J, Prichard J, Calestani M, May C. Using computer decision support systems in NHS emergency and urgent care: ethnographic study using normalisation process theory. BMC Health Serv Res. 2013;13(1):111.CrossrefPubMedPubMedCentral

17.
Turnbull J, Pope C, Rowsell A, Prichard J, Halford S, Jones J, May C, Lattimer V. The work, workforce, technology and organisational implications of the ‘111’ single point of access telephone number for urgent (non-emergency) care: a mixed-methods case study. Health Serv Deliv Res. 2014;2:1–140.Crossref

18.
Medical Research C. A framework for the development and evaluation of RCTs for complex interventions to improve health. London: MRC; 2000.

19.
Craig P, Dieppe P, Macintyre S, Michie S, Nazareth I, Petticrew M. Developing and evaluating complex interventions: the new Medical Research Council guidance. BMJ. 2008;337:a1655.CrossrefPubMedPubMedCentral

20.
Kukafka R, Johnson SB, Linfante A, Allegrante JP. Grounding a new information technology implementation framework in behavioral science: a systematic analysis of the literature on IT use. J Biomed Inform. 2003;36(3):218–27.CrossrefPubMed

21.
Karsh BT. Beyond usability: designing effective technology implementation systems to promote patient safety. Qual Saf Health Care. 2004;13(5):388–94.CrossrefPubMedPubMedCentral

22.
Holden RJ, Karsh B-T. A theoretical model of health information technology usage behaviour with implications for patient safety. Behav Inform Technol. 2009;28(1):21–38.Crossref

23.
Shaw J, Shaw S, Wherton J, Hughes G, Greenhalgh T. Studying scale-up and spread as social practice: theoretical introduction and empirical case study. J Med Internet Res. 2017;19(7):e244.CrossrefPubMedPubMedCentral

24.
Gosbee J. Human factors engineering and patient safety. Qual Saf Health Care. 2002;11(4):352–4.CrossrefPubMedPubMedCentral

25.
Moja L, Liberati EG, Galuppo L, Gorli M, Maraldi M, Nanni O, Rigon G, Ruggieri P, Ruggiero F, Scaratti G, et al. Barriers and facilitators to the uptake of computerized clinical decision support systems in specialty hospitals: protocol for a qualitative cross-sectional study. Implement Sci. 2014;9:105. doi:10.​1186/​s13012-014-0105-0.

26.
Davis FD. Perceived usefulness, perceived ease of use, and user acceptance of information technology. MIS Q. 1989;13(3):319-40. doi:10.​2307/​249008.

27.
Venkatesh V, Davis FD. Theoretical extension of the technology acceptance model: four longitudinal field studies. Manag Sci. 2000;46(2):186–204.Crossref

28.
Venkatesh V, Morris MG, Davis GB, Davis FD. User acceptance of information technology: toward a unified view. MIS Q. 2003;27(3):425–78.

29.
Timmermans S, Berg M. The practice of medical technology. Sociol Health Illn. 2003;25(SPEC. ISS):97–114.CrossrefPubMed

30.
Murray E, Burns J, May C, Finch T, O'Donnell C, Wallace P, Mair F. Why is it difficult to implement e-health initiatives? A qualitative study. Implement Sci. 2011;6:6. doi:10.​1186/​1748-5908-6-6.

31.
Nicolini D. The work to make telemedicine work: a social and articulative view. Soc Sci Med. 2006;62(11):2754–67.CrossrefPubMed

32.
Esmaeilzadeh P, Sambasivan M, Kumar N, Nezakati H. Adoption of clinical decision support systems in a developing country: antecedents and outcomes of physician's threat to perceived professional autonomy. Int J Med Inform. 2015;84(8):548–60.CrossrefPubMed

33.
Cresswell KM, Bates DW, Sheikh A. Ten key considerations for the successful implementation and adoption of large-scale health information technology. J Am Med Inform Assoc. 2013;20(e1):e9–e13.CrossrefPubMedPubMedCentral

34.
Varonen H, Kortteisto T, Kaila M. What may help or hinder the implementation of computerized decision support systems (CDSSs): a focus group study with physicians. Fam Pract. 2008;25(3):162–7.CrossrefPubMed

35.
Berg M. Rationalizing medical work: decision-support techniques and medical practices. Cambridge: MIT press; 1997.

36.
Pope C. Resisting evidence: the study of evidence-based medicine as a contemporary social movement. Health. 2003;7(3):267–82.Crossref

37.
Bhandari M, Montori V, Devereaux PJ, Dosanjh S, Sprague S, Guyatt GH. Challenges to the practice of evidence-based medicine during residents’ surgical training: a qualitative study using grounded theory. Acad Med. 2003;78(11):1183–90.CrossrefPubMed

38.
Ellen ME, Leon G, Bouchard G, Ouimet M, Grimshaw JM, Lavis JN. Barriers, facilitators and views about next steps to implementing supports for evidence-informed decision-making in health systems: a qualitative study. Implement Sci. 2014;9:179.CrossrefPubMedPubMedCentral

39.
Grol R. Successes and failures in the implementation of evidence-based guidelines for clinical practice. Med Care. 2001;39(8 Suppl 2):Ii46–54.PubMed

40.
Trivedi MH, Daly EJ, Kern JK, Grannemann BD, Sunderajan P, Claassen CA. Barriers to implementation of a computerized decision support system for depression: an observational report on lessons learned in “real world” clinical settings. BMC Med Inform Decis Making. 2009;9(1):6.Crossref

41.
Charmaz K. Constructing grounded theory: a practical guide through qualitative analysis. London: Sage; 2006.

42.
Moja L, Friz HP, Capobussi M, Kwag K, Banzi R, Ruggiero F, González-Lorenzo M, Liberati EG, Mangia M, Nyberg P. Implementing an evidence-based computerized decision support system to improve patient care in a general hospital: the CODES study protocol for a randomized controlled trial. Implement Sci. 2016;11(1):89.CrossrefPubMedPubMedCentral

43.
Moja L, Passardi A, Capobussi M, Banzi R, Ruggiero F, Kwag K, Liberati EG, Mangia M, Kunnamo I, Cinquini M. Implementing an evidence-based computerized decision support system linked to electronic health records to improve care for cancer patients: the ONCO-CODES study protocol for a randomized controlled trial. Implement Sci. 2016;11(1):153.CrossrefPubMedPubMedCentral

44.
Glaser B, Strauss A. The discovery of grounded theory. Hawthorne: Aldine Publishing Company; 1967.

45.
Lugtenberg M, Weenink J-W, van der Weijden T, Westert GP, Kool RB. Implementation of multiple-domain covering computerized decision support systems in primary care: a focus group study on perceived barriers. BMC Med Inf Decis Making. 2015;15(1):82.Crossref

46.
Wenger E. Communities of practice: Learning, meaning, and identity. Cambridge: Cambridge University Press; 1998.Crossref

47.
Nilsen P. Making sense of implementation theories, models and frameworks. Implement Sci. 2015;10(1):53.CrossrefPubMedPubMedCentral

48.
May C, Finch T, Mair F, Ballini L, Dowrick C, Eccles M, Gask L, MacFarlane A, Murray E, Rapley T, et al. Understanding the implementation of complex interventions in health care: the normalization process model. BMC Health Serv Res. 2007;7:148. doi:10.​1186/​1472-6963-7-148.

49.
Nielsen J. Usability engineering. Boston: Academic Press; 1993.

50.
Triberti S, Riva G. Engaging users to design positive technologies for patient engagement: the perfect interaction model. In Graffigna G, Barello S, Triberti S (ed.), patient engagement: a consumer-centered model to innovate healthcare. Berlin: De Gruyter Open; 2015. pp. 56–65.

51.
Goodhue DL, Thompson RL. Task-technology fit and individual performance. MIS Q. 1995;19(2):13–236.Crossref

52.
John BE, Kieras DE. The GOMS family of user interface analysis techniques: comparison and contrast. ACM Trans Computer-Human Interact (TOCHI). 1996;3(4):320–51.Crossref

53.
Greenberg J. Organizational justice: yesterday, today, and tomorrow. J Manag. 1990;16(2):399–432.

54.
Freedman AM. The Wiley-Blackwell handbook of the psychology of leadership, change and organizational development. Oxford: John Wiley & Sons; 2016.

55.
Vance A, Elie-Dit-Cosaque C, Straub DW. Examining trust in information technology artifacts: the effects of system quality and culture. J Manag Inf Syst. 2008;24(4):73–100.Crossref

56.
May CR, Mair F, Finch T, MacFarlane A, Dowrick C, Treweek S, Rapley T, Ballini L, Ong BN, Rogers A, et al. Development of a theory of implementation and integration: Normalization Process Theory. Implement Sci. 2009;4:29. doi:10.​1186/​1748-5908-4-29.

57.
Weick KE. Technology as equivoque: sensemaking in new technologies. In: Goodman PS, Sproull LS, editors. Technology and Organizations. San Francisco: Jossey-Bass; 1990. pp. 1–44.

58.
Orlikowski WJ, Gash DC. Technological frames: making sense of information technology in organizations. ACM Trans Inf Syst (TOIS). 1994;12(2):174–207.Crossref

59.
Carayon P. Sociotechnical systems approach to healthcare quality and patient safety. Work (Reading, Mass). 2012;41(Suppl 1):3850–4.

60.
Greenhalgh T, Stones R. Theorising big IT programmes in healthcare: strong structuration theory meets actor-network theory. Soc Sci Med (1982). 2010;70(9):1285–94.Crossref

61.
Duodecim Medical Publications, Evidence-Based Medicine electronic Decision Support (EBMeDS). http://​www.​ebmeds.​org/​.

62.
Kwag KH, González-Lorenzo M, Banzi R, Bonovas S, Moja L. Providing doctors with high-quality information: an updated evaluation of web-based point-of-care information summaries. J Med Internet Res. 2016;18(1):e15. doi:10.​2196/​jmir.​5234.

63.
Banzi R, Liberati A, Moschetti I, Tagliabue L, Moja L. A review of online evidence-based practice point-of-care information summary providers. J Med Internet Res. 2010;12(3):e26.CrossrefPubMedPubMedCentral




OEBPS/sidebar.gif





OEBPS/cc-by.png
() _®





OEBPS/A13012_2017_644_Fig1_HTML.gif
4 g?‘g;m‘m'“'cn;&“‘“nnm
o

Hon

ot O

i





OEBPS/contact.gif





OEBPS/A13012_2017_644_Fig2_HTML.gif
Sacure
management
Comamimentto the
e coloy.
e uncertity
sty s
e o rom
st contons

Ebed scentic
donc
kdeies ity
Sncpdice

-l
¥

Povid guidance
forspproriste
Intrproessions
e of COSSr

2 )

>)

Bicuss impacof
O onmeseal
Gocisonma
iy g
Tambnk

o

Sikure Coss
intgratoninto
Oiting procees
andsysems,
Stenihien
Sofaborston
Betwean s
T st

JREESE

iyt sources
of eviencer
o cicins i
it slection

Gonoldte COSS
integratoninto
cistingprocesses
Sndsptems

e
4G

5)
Show benettsof
oty
nent it
B arase
fcran
expaice

S i,

mprove CDSS.
iy sece

ety
Secron heath

eord
S
Selectrelevant

et ot

s

prtessions
feaming

o





