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T annenbaum et al.1 use vignettes to explore the effect of
the order that information is provided in computerized

provider order entry (CPOE) on policy-critical practices,
such as use of antibiotics. With the proliferation of CPOE
systems, a number of advantages associated with their use
have been revealed: reducing errors caused by misreading
handwriting, reducing duplicate or incorrect doses or tests,
and alerting providers to potential medication interactions.
In this value-focused environment, administrators have be-
come much more highly capable and willing to make
design and implementation decisions that may affect clin-
ical practice.
This process change is attractive in its relative ease of

implementation and dissemination, given the difficulty in
changing antibiotic prescribing behavior. However, success
will depend on effective integration into existing workflow.
Clinicians are known to alter quality and safety measures in
order to expedite treatment or address patient concerns. These
“workarounds” have been studied in the context of healthcare
administration safeguards,2 and their effect on the subversion
of medication safety measures illustrates likely challenges to
EMR design changes motivated by this work.
The problems of workarounds as well as shortcuts re-

flect underlying forces behind the change in the behavior
studied. CPOE users employ a variety of “shortcuts” to
increase efficiency and reduce search costs. The authors
suggest that new ordering could be a shortcut for signaling
which choices are “common or appropriate”.1 Future re-
search on inappropriate use should grapple directly with
when and why providers employ shortcuts. The shortcut
may dictate that it is “safer” to prescribe, given uncertain-
ty, that it is easier to quiet a demanding patient with a
prescription, or that it is faster to write a script and move
to the next appointment.

Understanding how to increase the perceived “cost” of
overprescribing such that risks are stark3 and framing guide-
lines as worthwhile investments of time is critical. If CPOE
modifications are not matched with parallel alterations in
underlying clinician knowledge, attitudes, and behaviors, the
effects may be temporary and may fall short of the goal of
significant and long-lasting reductions in inappropriate antibi-
otic utilization. The inclusion of user input in CPOE design
and the study of the impact on work practices of prescribing
providers warrants more effort and attention.
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