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Abstract
The dynamics and progress of the integration of the electronic health record (EHR) into healthcare
disciplines have been described and examined using theories related to technology adoption. Previous
studies have examined healthcare clinician resistance to the EHR in primary care, hospital, and urgent
care medical settings, but few studies have been completed that pertain specifically to behavioral
healthcare clinicians. The purpose of this study was to examine the relationships that may exist between
behavioral healthcare clinicians’ perceptions of usefulness and ease of use of EHRs and demographic
variables regarding adoption of EHRs. The Physician’s Survey Questionnaire (PSQ) was utilized as the
survey instrument, which was administered to 95 licensed marriage and family therapists in California.
Regression analyses were performed to test the relationship between the therapists’ personal
characteristics, their perceived ease of use and usefulness of EHRs, and their attitudes toward adoption of
EHRs. The findings of the study suggest that (1) older clinicians are less likely to perceive EHRs as
useful in their professional practice and that (2) perceived ease of use and usefulness of EHRs are
positively associated with attitudes toward adoption of EHRs. These findings indicate that to improve the
adoption of EHRs among behavioral health clinicians, the EHR needs to be viewed as useful.
Interpretation of the results and suggestions for future research are offered.
Keywords: electronic health record; health information technology; adoption; resistance; behavioral
health

Introduction
Over the past 25 years, the use of electronic health records (EHRs) has been emphasized in the
medical community, with federal regulations strongly recommending or mandating their use. Most
recently, the Obama administration introduced the Health Information Technology for Economic and
Clinical Health legislation, with the federal government committing $27 billion in resources and support
for the adoption and meaningful use of EHRs.1, 2 While government agencies have made significant
efforts to provide the support required to integrate EHRs as standard practice within the medical
community, the rate of adoption of EHRs in the behavioral healthcare community has been lower. This
has occurred because behavioral health providers are not eligible for the meaningful use incentives,
making these providers less inclined to adopt this technology in their practice.
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Numerous studies have demonstrated the benefits of EHR adoption, including decreased mortality
rates among the chronically ill, reduced costs, and safer and more efficient processes, as well as
improvements in clinical and organizational outcomes, data mining, outcome reporting, and treatment
planning.3, 4 Access to electronic data has been demonstrated to empower physicians with more actionable
knowledge, which serves to improve both patient care and satisfaction while controlling costs.5
Nonetheless, the adoption of EHRs has been slow and not without challenges. Numerous barriers to
adoption have been noted in the literature, including time investment in making the switch, cost, technical
support, keeping up with new technology, clinicians’ attitudes toward technology, disruption in
workflow, concerns about patient security and privacy, communication among users, a disruption in
communication between patients and physicians, reliability, speed, and issues with data integrity and
appropriate data exchange.6–9
Despite the advances in and wide availability of health information technology, many behavioral
healthcare clinicians have not adopted EHRs.10–12 In 2012, a survey of behavioral health organizations’
adoption of EHRs and readiness for meaningful use found that only 21 percent used EHRs.13 Beliefs
about both the efficacy of EHRs and the extra layers of privacy rights for behavioral health records may
be partly to blame for the slower adoption.14–16 Beliefs about the importance of the patient-to-therapist
relationship may also make it difficult to accept EHR technology in the psychotherapy space.17, 18 Given
this significant limitation in the use of EHRs, important questions remain regarding behavioral clinicians’
perceptions of EHR technology and how behavioral clinicians can be encouraged to use EHRs and to
share data with other medical providers as the exchange of electronic health information becomes
standardized across healthcare platforms.
Despite the growing body of literature regarding EHR adoption, few studies have investigated it
specifically in the context of the behavioral healthcare clinician.19, 20 This gap is concerning because
EHRs can provide a platform from which to standardize and measure the effects of interventions that are
utilized to treat mental disorders.21 Therefore, the purpose of this study is to take a quantitative approach
in investigating the barriers to EHR adoption in the behavioral health community with regard to
perceptions of this technology among a cohort of licensed marriage and family therapists. The
associations between perception of ease of use, perception of usefulness, and demographic variables on
EHR adoption are measured. Furthermore, the correlations between variables that include perceptions of
ease of use and usefulness of the EHR with regard to clinicians’ gender, age, ethnicity, length of
professional practice, theoretical orientation, employment setting, and employment type are examined.
The intent of this work is to advance the knowledge of how to more effectively integrate EHR technology
within the behavioral healthcare setting and to present solutions to overcome the obstacles in order to
improve patient care.

Methods
Population Sample
This study sample consisted of licensed marriage and family therapists in California selected through
profiles found on a state-level professional organization website with a mailing address within a 50-mile
radius of a large metropolitan area. Recruitment of participants was through email and standard mail.
Participants were directed to a survey website to take the study, and all were also offered a paper survey.
A common formula was used to determine the minimum sample size needed for the study. The
formula was based on the choice of the quasi-experimental, correlational design used: 50 + 8(k), where k
equals the number of independent variables.22 Five independent variables were utilized in the study;
therefore, the minimum sample size was determined to be 90. Of the 428 individuals recruited for
participation, 105 answered surveys with 10 excluded for incompletion. The result was 95 completed
surveys available for analysis, which exceeded the minimum number necessary to adequately power this
study.
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More than 95 percent of the remaining cases had no missing data regarding the main variables used in
the analysis. In the remaining 5 percent of the cases, 1.1 percent to 4.2 percent of the values were missing.
Table 1 presents an overview of the descriptive characteristics of the participants in the study.

Instrumentation/Measures
The Physician’s Survey Questionnaire (PSQ), developed by Aldosari23 and adapted by Morton,24 was
utilized to measure perceived ease of use, perceived usefulness, and an attitude score. The PSQ included
10 sections:
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.

General background information
Management support
Physician involvement
Adequate training
Clinician autonomy
Doctor-patient relationship
Perceived ease of use
Perceived usefulness
Attitude about EHR usage
Comments

The current instrument adapted each question from physicians to psychotherapists and eliminated the
subscales not examined in the research questions in this study, which were those addressing management
support, physician support, and adequate training. Two questions were added to the general background
information addressing the clinician’s theoretical orientation and the clinician’s practice setting. All
questions, except those in the general information and comments sections, utilized a five-point Likert
scale with responses ranging from 1, indicating strongly disagree, to 5, indicating strongly agree. The
survey also included questions about attitude about EHR usage, perceived ease of use, and perceived
usefulness, as well as the perceived usefulness and ease of use of electronic treatment planning (as
categorical variables, where 1 = easy to use, 2 = moderately easy to use, 3 = some effort to use, 4 =
moderately difficult to use, and 5 = difficult to use).

Data Collection and Analysis
The research employed a quantitative, correlational design utilizing data collected from licensed
marriage and family therapists’ responses to the adapted PSQ instrument. Institutional Review Board
approval for this study was obtained through Capella University. All participants were fully informed and
gave their written consent for participation in the study.
The statistical calculations of the descriptive and inferential statistics were completed with IBM SPSS
v. 22.0 (Armonk, NY; IBM Corp.). Inferential tests were conducted to determine the relationships
between the behavioral healthcare clinicians’ attitude scores and the perceived ease of using and
usefulness of EHRs. Raw data consisted of results collected from the adapted PSQ via an online survey
program (SurveyMonkey). The data were coded and grouped according to the specific categories of
clinician characteristics described above.
After the data collection was complete, the data from the online survey were downloaded and entered
into the SPSS database. Little’s chi-square statistic was calculated to determine which missing value
imputation method was the most appropriate. The statistical analysis was conducted with the final sample
of 95 respondents, with no missing data remaining in the dataset. Data were then examined for outliers.
Descriptive statistics yielded means, percentages, standard deviation, and correlation coefficients among
the key scale variables. Because all the variables were originally ordinal, Spearman’s correlation index—
typically used to test the correlation between interval, ratio, or ordinal data—was utilized. Ordinary least
squares (OLS) regression analysis was performed to test the relationship between the behavioral
healthcare clinicians’ attitude scores and the perceived ease of use of EHRs and usefulness of EHRs. A
set of regression models was performed separately for each dependent variable. After a baseline model
(Model 0) was established, three subsequent regression models were run to address the three main
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research questions of this study. A statistical significance level of p < .01 was used to determine
differences among the variables at the different data collection points.

Results
To measure the respondents’ attitudes toward their perceived autonomy when using EHR technology,
they were asked for their opinions on a series of statements across five measures. All internal reliability
scores across the five measures denoted a strong correlation between items. Table 2 provides reliability
scores (Cronbach’s alpha) for all scales used in the analysis.
To continue with the analysis, the scale items were first summed and then averaged to create a mean
score for each respondent. Table 3 provides the sample size, means, standard deviation, and correlation
coefficients among the key scale variables. All correlation coefficients are statistically significant at the
.01 level. Two predictor variables, “Perceived ease of using EHR” and “Perceived usefulness of EHR,”
are also positively correlated (r = .47, p < .01), suggesting a potential issue of multicollinearity. An
additional analysis of the assumption of multicollinearity was performed.
A set of OLS regression analyses were performed to test the relationship between behavioral
healthcare clinician personal characteristics, their perceived ease of using and usefulness of EHRs, and
their attitudes toward adoption of EHRs. To address how well the behavioral health clinicians’
characteristics (age, years in practice) predicted their perceived ease of use of EHRs, perceived usefulness
of EHRs, and attitude toward adoption of EHRs, three separate regression models were performed.
Table 4 shows the results of Model 1a, which examined whether behavioral health clinician
characteristics predicted the perceived ease of using EHRs. The results of this model show that age and
years in practice explained 3.5 percent of the total variance, R2 = .035, F(2, 94) = 1.69, p > .05. The
Durbin-Watson statistic was calculated to determine error terms, with the value between 0 and 4. A value
closer to 2 is considered acceptable.25 The Durbin-Watson statistic was 2.17, which indicates that the
assumption of independent errors was met. As shown in Table 4, there is no statistically significant
relationship connecting the behavioral health clinicians’ age and perceived ease of using EHRs (β = −.21,
p > .05). The association between experience in the healthcare field and perceived ease of using EHRs
was also statistically insignificant (β = .05, p > .05).
Table 5 shows the results of Model 1b, which examined whether behavioral health clinician
characteristics (age and years in practice) predicted perceived usefulness of EHRs. The results of Model
1b suggest that two predictors explained 7.4 percent of the total variance, R2 = .074, F(2, 94) = 3.68, p <
0.05. The Durbin-Watson statistic was 1.94, indicating that the assumption of independent errors was met.
Regression coefficients presented in Table 5 suggest a negative yet statistically significant
relationship between a clinician’s age and perceived usefulness of EHRs (β = −.28, p < .05). This finding
suggests that older clinicians are less likely to find EHRs useful in their healthcare practice. The
perceived usefulness of EHRs is not statistically related to the respondent’s years of experience (β = .02, p
> .05).
Table 6 shows the results of Model 1c, which examined whether personal characteristics of
behavioral health clinicians predicted their attitude toward adoption of EHRs. The overall explained
variance in this dependent variable is 2.5 percent of the total variance, R2 = .025, F(2, 94) = 1.18, p >
0.05. The Durbin-Watson statistic was 1.91, indicating that the assumption of independent errors was met.
As in Model 1a, none of the clinician personal characteristics were statistically related to attitude toward
adoption of EHRs (i.e., β = −.16, p > .05, for age, and β = −.001, p > .05, for years of practice).
Overall, the results of Models 1a to 1c demonstrate that behavioral health clinician characteristics are
not significantly related to the perceived ease of using EHRs, perceived usefulness of EHRs, and attitude
toward adoption of EHRs. However, the association between the age of the clinician and perceived
usefulness of EHRs was an exception and suggests that older respondents in this study are less likely to
view EHR technology as useful in their healthcare practice, compared with their younger colleagues.
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Table 7 presents the results of Model 2, which addresses how well the behavioral health clinicians’
perceived ease of use of the EHR predicts their attitude toward adoption of the EHR. The results of this
model show that the perceived ease of using EHRs accounts for 24.8 percent of the total variance for
attitude toward adoption of EHRs, R2 = .248, F(1, 93) = 30.70, p < 0.01. The Durbin-Watson statistic was
1.92, indicating that the assumption of independent errors was met. As presented in Table 5, perceived
ease of using EHRs is significantly associated with attitudes toward adopting the EHR technology (β =
.50, p < .01).
Table 8 presents the results of Model 3, which addresses how well the behavioral health clinicians’
perceived usefulness of EHRs predicts their attitude toward adoption of EHRs. The results of this model
reveal that perceived usefulness of EHRs accounts for 71.2 percent of the total variance, R2 = .712, F(1,
93) = 229.85, p < 0.01. The Durbin-Watson statistic was 2.3, indicating that the assumption of
independent errors was met. Regression coefficients presented in Table 6 show that perceived usefulness
of EHRs is significantly associated with the attitude toward adopting EHRs (β = .84, p < .01). These
results suggest that behavioral health clinicians’ perceived usefulness of EHRs is positively associated
with their attitude toward adoption of EHRs.
In Model 4, all variables used in the previous models (i.e., age, years in practice, perceived ease of
using EHRs, and perceived usefulness of EHRs) were entered into regression analysis to examine how
well they predict clinician attitudes toward adoption of EHRs. The results of Model 4 are presented in
Table 9. The overall explained variance increases to 72.3 percent of the total variance, R2 = .723, F(4, 90)
= 58.79, p < 0.01. The Durbin-Watson statistic was 2.3. The assumption of independent errors is also
reached (variance inflation factor [VIF] = 1.43), which suggests that the two predicting scale variables are
moderately associated. If the VIF is equal to 1, the assumption is that there is no multicollinearity among
predictors, but if the VIF is greater than 1, the predictors may be moderately correlated. The results of
regression analysis above show that the VIF for the perceived ease of using EHRs and perceived
usefulness of EHRs are about 1.4, which suggests only a moderate correlation. A VIF between 5 and 10
indicates high correlation, which in most cases is problematic. If the VIF is greater than 10, it can be
assumed that the regression coefficients are weakly estimated due to multicollinearity.26 This correlation
between the scale predictors, however, might explain the significant effect of only one of them (i.e.,
perceived usefulness of EHRs, β = .82, p < .01) after all variables are input into the same model. The
results of Model 4 indicate that perceived usefulness of EHRs is the only significant predictor of clinician
attitudes toward adoption of the EHR technology.
Taken together, the results of the inferential analysis suggest that of all the predictors, perceived
proficiency in computer use and the frequency of using EHR technology are significantly related to some
behavioral healthcare clinician attitudes. Perceived ease of use is associated positively with clinicians’
attitudes toward adoption of EHRs as well. With respect to the scale measures, the perceived usefulness
of EHRs was found to be significantly related to behavioral healthcare clinician attitudes. Additionally, a
meaningful relationship was found between clinician age and perceived usefulness of EHRs.

Discussion
The data presented in this study reveal important information for both individuals and institutions in
behavioral health to more thoroughly understand the factors that influence adoption of EHRs. Although
the generalizability of the conclusions found in the data may have limitations, the study was able to
determine the following:
1. Perceived ease of use and usefulness of the EHR positively influence adoption, and
2. Older clinicians do not find the EHR as useful as younger clinicians do, despite reporting its
ease of use similarly to younger clinicians.
The results of this study demonstrate that behavioral health clinicians’ perceptions of the ease of use
and usefulness of EHRs are positively associated with attitudes toward adoption of EHRs. This finding
provides support for a concept that may seem intuitively correct but for which no empirical evidence has
been reported for behavioral health clinicians.
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Furthermore, a statistically significant relationship was found between the age of the behavioral
health clinician and the perceived usefulness of EHRs. Older clinicians were less likely to find EHRs
useful in their professional practice, compared with younger clinicians. The years in practice were not
statistically related to the perceived usefulness of EHRs. Also, no statistically significant relationship was
discovered between either age or years in practice and the attitude toward use of EHRs. It appears that
older clinicians believe that the EHR is easy enough to use but do not find it useful to them. What is not
addressed in the finding is why older clinicians do not think the EHR is useful.
The results of this study indicate that clinician age or years in practice did not significantly affect
perceived ease of use or attitude toward adoption of the EHR. Interestingly, while older clinicians did not
seem to have any significant differences in ease of use, they did not find the EHR useful to them. It may
be interesting to explore the self-reporting of ease of use by operationalizing the variable in a more
objective manner. For example, it is possible that older clinicians may actually have more difficulty
mastering EHRs than they report, and the resulting finding that the EHR is not useful may instead be
explained, at least in part, by a lack of ability or task mastery that the clinician either is not aware of or is
hiding.27
These results of this work can be examined within the context of other medical specialties including
hospitals and physicians in small office settings. Wilkins et al.28 performed a study in small hospitals
throughout rural Arkansas in which a survey was administered to 100 health information managers
measuring the perceived usefulness and perceived ease of use of EHRs. Respondents who adopted EHR
technology found it to be beneficial in their work and perceived that it would be easy to navigate.
Consistent with the findings from this study, the authors concluded that perceived ease of use and
perceived usefulness are driving factors toward adoption of technology and that attitude and receptiveness
to change are essential to facilitate adoption. Gagnon et al.29 performed a systematic review of 101
studies, mostly in hospitals, focused on factors that increase adoption and limit the implementation of
information and communication technologies in healthcare settings. Their findings demonstrate that the
perception of benefits (system usefulness) of the innovation was the most common facilitating factor,
followed by ease of use. To this point, in a large national survey study of a representative sample of US
physicians (n = 2,578), EHR adoption in small office settings was reported to be as low as 17 percent,30
with 20 percent of respondents expressing reservations about the ease of use and reliability of the system.
Taken together, the findings from this study complement the literature from other healthcare settings
acknowledging the importance of attitudes and perceptions of technology and its usefulness as essential
aspects of facilitating acceptance and adoption of EHRs.

Limitations
Although the current study provides significant and informative findings, several limitations must be
noted. The study participants were all licensed marriage and family therapists located within a 50-mile
radius of a large, metropolitan area. This group may not be representative of marriage and family
therapists located in other geographic areas across the United States, and they may not be representative
of other licensed behavioral health clinicians, including social workers, professional counselors,
psychologists, or psychiatrists. Additional studies examining other behavioral health disciplines across
wider geographic areas are recommended and would be helpful to improve the context in which this
research is examined.
Another potential limitation of the current study pertains to the study respondents’ self-selection to
participate.31, 32 There may be unknown factors that contributed to a decision to participate, such as a bias
toward or away from ease of use or usefulness of EHRs.
A third limitation that needs to be acknowledged is the sample size. While the sample was adequately
powered for the purpose of this study, the limited number of respondents may not be representative or
generalizable to the behavioral healthcare clinician population; therefore, the conclusions from this work
must be viewed within the scope of this limitation.
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Conclusion
The current study extends what is known about EHR adoption in the medical community and extends
exploration into the behavioral healthcare space. Not only has behavioral health been a late adopter of
EHRs institutionally speaking,33 some authors have suggested that these clinicians may be resistant to
adoption as well.34 This work suggests that to improve the adoption of EHRs among behavioral health
clinicians, the EHR must be viewed as useful. Behavioral health organizations and professional
associations should work collaboratively to mitigate concerns about workflow burden and effects on the
physician-patient relationship and to demonstrate the value of EHRs to improve professional practice,
efficiency, safety, effectiveness, and patient outcomes.
In this study, the gap in the EHR adoption literature as it applies to behavioral health clinicians has
been addressed in a small but meaningful way. This information may encourage organizations to be
mindful of the presence of older clinicians as a potential late adopter group to improve the transition to
EHR implementation with positive attitudes. Future research could focus on factors that may influence
behavioral health clinicians’ perceptions and attitudes, including theoretical orientation, current
employment, and institutional setting, among others. Ultimately, the EHR is here to stay, and finding
ways to improve adoption rates and attitudes around this technology will help clinicians, healthcare
organizations, and, most importantly, the consumers of behavioral healthcare services.
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Table 1
Descriptive Characteristics of the Demographic Variables
Variables
Gender
Age

Ethnicity

Years in health field

Theoretical
orientation (most
frequently selected
by respondents)

Employment status

Institutional setting

Using personal or
other computer
device to access the
following:
Frequency of using

Categories
Male
Female
Under 30 years
30‒39 years
40–49 years
50–59 years
60 years and older
African American
Asian
Caucasian
Hispanic
Middle Eastern
Other
Less than 5 years
5–10 years
11–15 years
More than 15 years
Attachment
Behavioral/solution-focused therapy
Cognitive behavioral
Eclectic (many therapies)
Family systems
Humanistic/existential
Psychodynamic
Employee
Self-employed private practice
Self-employed consultant/contractor
Other
General hospital
Psychiatric hospital
Residential (psychiatric)
Residential (substance abuse)
Community mental health
Not applicable
Other
Client’s/patient’s clinical information
Your email
Health/clinical resources, journals, and/or
research
Other
I use EHR technology frequently in my work.

Frequenc Percentag
y
e
18
18.9
77
81.1
2
2.1
13
13.7
22
23.2
39
41.1
19
20.0
1
1.1
4
4.4
81
85.3
4
4.4
3
3.3
2
2.1
7
7.4
32
34.0
18
19.1
37
39.4
18
18.9
15
15.8
45
47.4
21
22.1
33
34.7
19
20.0
23
24.2
23
24.2
88
92.6
9
9.5
6
6.3
0
0
3
3.2
1
1.1
3
3.2
16
16.8
50
52.6
7
7.4
49
51.6
90
94.7
74
77.9
12
55

12.6
57.9
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EHR technology

I use EHR technology infrequently
23
(occasionally) in my work.
I have used EHR technology in the past, but I
7
am not using it currently in my work.
I have never used EHR technology in my
11
work.
Training or
Formal graduate school training
3
experience with EHR Formal practicum or internship training in
9
technology
EHR technology
Formal workshops or conferences on EHR for
4
which I received CEU credits
Formal workshops or conferences on EHR
10
technology for which I did not receive CEU
credits
Self-guided learning about EHR technology
60
None
26
Perceived proficiency Novice-beginner with limited skills and
6
in using computer
privileges
devices
Technician-advanced beginner: dabbler;
13
starting to function creatively and assist others
but without significant experience
General-starting to become well-rounded,
60
knowledgeable
Advanced-experienced, able to assist others
13
independently, critically. Usually have
completed formal training in computer science,
medical informatics or related area.
Extra-seasoned, experienced, the most
3
accomplished in the field
Abbreviations: CEU, continuing education unit; EHR, electronic health record.

24.2
7.4
11.6
3.2
9.5
4.2
10.5

63.2
27.4
6.3
13.7

63.2
13.7

3.2
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Table 2
Sample Size, Number of Items within Each Measure, and Reliability Scores
Measure
No. in Sample No. of Items Cronbach’s Alpha
Attitude toward the therapist-client
95
4
.91
relationship when using EHR
Perceived ease of using EHR
95
4
.84
Perceived usefulness of EHR
95
7
.96
Attitude toward the usage and
95
6
.90
acceptance of EHR
Abbreviation: EHR, electronic health record.
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Table 3
Descriptive Summary of the Key Variables
Variables

N

Mean

SD

1

2

3

4

5

1. Attitude toward the therapist’s
autonomy when using EHR
2. Attitude toward the therapist-client
relationship when using EHR
3. Perceived ease of using EHR

95

3.05

.80

–

.66*

.44**

.61*

.62*

95

3.79

.84

.66*

–

95

4.12

.68

.44** .38**

4. Perceived usefulness of EHR

95

3.53

1.03 .61** .58** .47**

5. Attitude toward the usage and
95 3.22
acceptance of EHR
Abbreviation: EHR, electronic health record.
* Correlation is significant at .05 level.
** Correlation is significant at the .01 level.

.90

.38** .58** .52**
–

.47** .45**
–

.62** .52** .45** .81**

.81**
–
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Table 4
Ordinary Least Squares Regression Analysis with Perceived Ease of Using Electronic Health
Record
Model 1a

Unstandardized
Coefficients

Standardized
Coefficients

Significance

Constant

4.53

Standard
Error
.27

Age

−.14

.08

−.21

−1.74

.09

.04

.08

.05

0.43

.67

B

Years of practice

β

t

p-value

–

16.72

.00
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Table 5
Ordinary Least Squares Regression Analysis with Perceived Usefulness of Electronic Health
Record
Model 1b

Constant

Unstandardized
Coefficients
B
Standard Error
4.51
.40

Age

−.29

.12

−.28

−2.38

.02

.02

.12

.02

0.16

.87

Years of practice

Standardized
Coefficients
β
–

Significance
t
11.24

p-value
.00
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Table 6
Ordinary Least Squares Regression Analysis with Attitude toward Adoption of the Electronic
Health Record
Model 1c

Constant

Unstandardized
Coefficients
B
Standard Error
4.51
.40

Age

−.29

.12

−.28

−2.38

.02

.02

.12

.02

.16

.87

Years of practice

Standardized
Coefficients
β
–

Significance
t
11.24

p-value
.00
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Table 7
Ordinary Least Squares Regression Analysis with Perceived Ease of Use Predicting Attitude
toward Adoption of the Electronic Health Record (EHR)
Model 2

Constant

Unstandardized
Coefficients
B Standard Error
.52
.49

Perceived ease of using EHR

.65

.12

Standardized
Coefficients
β
–

Significance
t
1.06

p-value
.29

.50

5.54

.00
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Table 8
Ordinary Least Squares Regression Analysis with Perceived Usefulness Predicting Attitude
toward Adoption of the Electronic Health Record (EHR)
Model 3

Constant
Perceived usefulness of
EHR

Unstandardized
Coefficients
Standard
B
Error
.63
.18
.73

.05

Standardized
Coefficients

Significance

β

t

p-value

–

3.54

.00

.84

15.16

.00
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Table 9
Ordinary Least Squares Regression Analysis with Attitude toward Adoption of the Electronic
Health Record (EHR)
Model 4

Constant
Age

Unstandardized
Coefficients
B
Standard Error
−.01
.39

Standardized
Coefficients
β
–

Significance
t
−.03

p-value
.98

.08

.06

.09

1.36

.18

Years of practice

−.02

.06

−.02

−.33

.74

Perceived ease of
using EHR

.12

.09

.09

1.35

.18

Perceived usefulness
of EHR

.71

.06

.82

12.36

.00

