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The “CPR Adoption Gap”:
The United States Versus Others

Primary Care Physician Office 
CPR Use by Country, 2002

Source:  "European Physicians Especially in Sweden, Netherlands,Source:  "European Physicians Especially in Sweden, Netherlands, and Denmark, Lead and Denmark, Lead 
U.S. in Use of Electronic Medical Records." U.S. in Use of Electronic Medical Records." Harris Interactive Health Care NewsHarris Interactive Health Care News 2(16).2(16).
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Who are the Grantees?

Percent THQIT projects that 
include:

• Acute care hospitals: 78%
(95% of planning)

• Ambulatory care: 74%
(80% of implementation)

• Long-term care: 17%

• Pharmacies: 15% 
(25% of implementation)

• Home care: 12%

• Specific IT vendors: 10%

• Emergency departments: 9%

• State/local public health: 8%

• Psychiatric hospitals: 1%

• 2/3 of all projects include 
multiple care settings 
(82 % of planning)

Projects Involving both Inpatient and 
Ambulatory Care Providers

75%
82%

29%

67%

All Projects Implementation Planning Value
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AHRQ National Resource Center for 
Health Information Technology
Goal: Increase the adoption of health information systems to improve patient 

safety and quality of care and conduct research on take-up and impacts
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4 Key Resource Center Functions

• Monitoring, assessment, evaluation

• Technical assistance, knowledge resources

• Convening
– community of scholarship, learning, knowledge sharing
– Includes both “internal” and “external” stakeholder
– Includes special efforts aimed at state/regional exchange

• Synthesis, dissemination, outreach
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Increasing Momentum Nationally for HIT 
and Health Information Exchange

Adapted from AHRQ NRC Audioconference – August 16, 2005
View Playback at: http://healthit.ahrq.gov/login Select 

“Teleconferences” link

http://healthit.ahrq.gov/login
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Understanding the National Agenda

• Enormous momentum around HIT and health 
information exchange both within Administration 
and Congress

• Role of government, role of private sector
• Need for standards and interoperability: 

technical AND privacy and security
• Need for alignment of incentives with BOTH 

quality and efficiency goals and the HIT 
infrastructure to support them

• Increasing interest in P4P and Quality
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Senate Activity

• Health, Education, Labor, and Pensions (HELP) 
Committee bill: Enzi R-WY/Kennedy D-MA), S 
1355 – 6/30

• Finance Committee bill: Grassley (R-IO)/Baucus 
D-MT, S 1356 – 6/30

• Senate Commerce Subcommittee Hearing on 
HIT – 6/30

• Frist R-TN/Clinton D-NY: S 1262 – 6/16
• Stabenow D-MI/Snowe R-ME: S 1227 – 6/13
• Senate HELP Chairman’s Mark: Combines Enzi-

Kennedy & Frist Clinton  (new S 1418)- 7/20
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House HIT

Health Information Technology Promotion Act -Ways & 
Means Health Subcommittee 
• Codifies ONCHIT, establishes safe harbor, implements ICD 10 

codes 
• Study of state privacy/confidentiality laws and report on 

harmonization
• No upfront or ongoing funding for HIEs or providers
• Introduction after recess

Energy & Commerce Committee drafting bill
H.R. 3617 – Medicare Value-Based Purchasing for 

Physician Services Act of 2005
• Requires quality measurement systems, including a mixture of 

outcome measures, process measures, and structural measures 
(such as the use of HIT for submission of measures)

• Ties payment to both submission of measures and ultimately 
performance
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Key Activities in the Administration

• Medical Error Database Law
• ONCHIT
• Creation of AHIC
• AHRQ HIT Grants
• Med PAC
• CMS Initiatives Linking Quality and IT
• CDC and Prevention HIT Initiatives 

Supporting Public Health
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Key Take Aways

• Several efforts will emerge to define 
standards…will likely see some convergence

• Several experiments with payment policy
• Increase in number of health information 

exchange efforts…recognition of the need for 
collaboration across multiple stakeholders

• Converging forces will result in a large increase 
of small physician offices using IT
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Private Sector Initiatives

Bridges to Excellence
• Initiatives in over 10 states, covers more than 2 million people
• Developed by employers, physicians, health care services researchers and 

other industry experts to create programs realigning incentives around 
higher quality health care 

Current programs include:
• Physician Office Link enables physician office sites to qualify for bonuses 

based on their implementation of specific processes to reduce errors and 
increase quality. 

• Diabetes Care Link enables physicians to achieve one-year or three-year 
recognition for high performance in diabetes care. 

• Cardiac Care Link Enables physicians to achieve three-year recognition for 
high performance in cardiac care. 

• Patients can also receive financial bonuses for adhering to prescribed care 
regimens.

• Yielding positive initial results - 13% savings estimated in caring for patients 
with diabetes.
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Overview of 
Health Information Exchange
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Why Health Information Exchange?

• U.S. healthcare system highly fragmented….data is stored--
often in paper forms—in silos, across hospitals, labs, 
physician offices, pharmacies, and insurers

• Public health agencies forced to utilize phone, fax and mail 
to conduct public health surveillance, detection, 
management and response

• Physicians spend 20 - 30% of their time searching for 
information…10 - 81% of the time, physicians don’t find 
information they need in patient record

• Clinical research hindered by paper-based, fragmented 
systems – costly and slow processes

Health information exchange (HIE) is defined as the mobilization of healthcare 
information electronically across organizations within a region or community. 
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Health Information Exchange Value

• Standardized, encoded, electronic HIE would:
– Net Benefits to Stakeholders

• Providers - $34B
• Payers - $22B
• Labs - $13B
• Radiology Centers - $8B
• Pharmacies = $1B

– Reduces administrative burden of manual exchange
– Decreases unnecessary duplicative tests

* Center for Information Technology Leadership 2004
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What Stage Are They In?

Stages of HIE Development 

•Recognition of the 
need for HIE among 
multiple 
stakeholders in your 
state, region, or 
community 

Stage 1
12% (23%)

Stage 2
15% (27%)

Stage 3
15% (25%)

Stage 4
37% (16%)

Stage 5
12% (9%)

• Getting organized 

• Defining shared 
vision, goals, & 
objectives 

• Identifying 
funding sources 

• Setting up legal & 
governance 
structures  

• Transferring 
vision, goals, & 
objectives to 
tactics and 
business plan 

• Defining needs 
and requirements

• Securing funding  

• Well underway 
with 
implementation -
technical, 
financial, and 
legal 

• Fully operational 
health information 
organization

• Transmitting 
data that is being 
used by 
healthcare 
stakeholders 

• Sustainable 
business model  

• Demonstration of 
expansion of 
organization to 
encompass a broader 
coalition of 
stakeholders than 
present in the initial 
operational model

Stage 6
11% (N/A)

* Second Annual Survey of State, Regional and Community-Based Health Information   
Exchange Initiatives and Organizations
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Health Information Exchange 
Taxonomy

Level Description Examples

1 Non-electronic data Mail, phone

2 Machine-transportable 
data

PC-based and manual fax, 
secure e-mail of scanned 
documents

3 Machine-organizable 
data

Secure e-mail of free text or 
incompatible/proprietary file 
formats, HL-7 message 

4 Machine-interpretable 
data

Automated entry of LOINC 
results from an external lab into a 
primary care provider’s electronic 
health record 

No PC/information technology

Fax/Email 

Structured messages, 
non-standard content/data

Structured messages, 
standardized content/data
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Key Drivers for Health Information 
Exchange

• Supporting clinical care
• Improving health outcomes
• Improving speed and quality of information
• Creating efficiency 
• Facilitating EHR implementation
• Improving patient safety and quality
• Facilitating performance reporting and improvement
• Addressing public health needs
• Improving access to care
• Reducing interface costs
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Key Drivers for Health Information 
Exchange

Significant Drivers for Health Information Exchange
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Health Information Exchange Initiatives: 
What Are They Doing? 

Functionalities to Support Patient Care
Current and Within Next Six Months: Advanced Stage Initiatives

69%
64% 61% 61% 60%

56% 55%

0%
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26%

38%

51%

64%

77%

Clinical Doc Repository Enrollment or
Eligibility
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Disease Management Components
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Growing Focus on Disease 
Management
 

Functionality to Support Efforts to Improve Population 
Health and Patient Safety: Advanced Stage
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Who is Involved?

Stakeholder Involvement in HIE Efforts: All Respondents
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Who is Leading These Efforts?
 "Lead" Organization for Health Information Exchange 

Early, Advanced, All Stages
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How are They Organized?
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Formal Legal Structures Are Forming
 

Nature of Health Information Exchange Initiatives
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Greatest Challenges

1. Financing and sustainability – 76% ranked in 
top three 

2. Building trust among diverse healthcare 
stakeholders….organization and governance

3. Engaging and supporting practicing clinicians 
with clinical and organizational process change

4. Assuring privacy and security 
5. Compliance with laws and regulations
6. Technical aspects – not the primary barrier!
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Greatest Challenges
 

Very Difficult Challenges for Health Information Exchange: 
All Respondents 
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HIE Key Take-Aways
• We are finally building momentum  
• The focus has shifted from “whether we should” to “how 

will we do this?”
• This work will create lasting and significant changes in the 

U.S. healthcare system…how clinicians practice…how 
hospitals operate….how healthcare gets paid for…how 
patients manage their health and navigate our healthcare 
system

• A number of state, regional and community-based 
organizations are cropping up across the country

• Nearly every stakeholder group is getting into the 
game…the hospitals, the labs, the physicians, the 
employers, the plans, the QIOs, public health

• Various methods and approaches for moving forward
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HIE Development at the State Level

• Indiana Health Information Exchange (IHIE)
• Tennessee
• Massachusetts
• Cal-RHIO

Common Themes Across Models:
• Non-profit, neutral entity that brings together multiple 

stakeholders
• Healthcare stakeholders, business community and state 

and local public sector leaders all play a critical role
• Incremental steps that take you towards a long-term vision 

and strategy are key
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Highlights from Other 
Community-Level Projects
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Developing Community HIE Efforts

Cherokee County and Cherokee 
Nation Health Services, Oklahoma

¥ Cherokee county + 8 other counties to start; 
Plan to expand to other counties in OK
¥Clinical Data Exchange among providers: 
Exchanging: demographics, active problems, 
medications, allergies & reactions, lab results, 
H&P, immunizations, health risk factors
¥ Information and Referral Service to provide 
full listing of medical and social services to 
citizens

Electronic Records to Improve Care 
for Children with Asthma (ERICCA), 
Connecticut

¥ EMR implementation in physician offices, 
providing access in ER
¥ Developing pediatric asthma and allergy 
templates
¥ Team meetings to implement decision support 
functionality for asthma patients

New Mexico Health Information 
Collaborative (NMHIC)

¥ Diabetes and pediatric asthma are initial target 
conditions; followed by depression and lower 
back pain
¥ Development of disease-specific reminders and 
feedback mechanisms via web-based screens
¥ Matching components and secure messaging 
systems are current focus
¥ Diabetes clinical advisory council developed 
methods to identify patients from claims and 
encounter data 

CareFocus – Tools for Better Diabetes 
Care, New York

¥ Funded by NY State DOH and Hudson Health 
Plan partnering with NY Diabetes Coalition
¥ National Quality Forum  endorsed measures for 
adult diabetes care
¥ Need to modify your approach for the individual 
practicesÕIT skills/ readiness/style
¥Biggest complaint is making the t ime to do the 
data entry 



CareFocus™

Tools for Better Diabetes Care
New York State 

Health Information Technology 
Policy Summit Initiative

July 19, 2005

Thanks to Dr. Janet Sullivan, Hudson Health Plan 
for permission to share this presentation.
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Why a Diabetes Registry?

Provide greater efficiency, reliability, superior reporting 
capabilities and up-to-date clinical treatment protocols for 
chronic disease management beginning with diabetes

“Before I started this, I thought I was doing a good job.”

“If you can’t make a list of all your patients with diabetes,  
how can you know how well they are doing?”

“To manage diabetes well you need information about who 
your patients are and what they need.”
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Registry Project  
Funders & Partners

Funders
•New York State Department of Health, Diabetes Prevention and Control 
Program

•Hudson Health Plan

Partners
•New York Diabetes Coalition, particularly IPRO and the New York Health 
Plan Association

•Participating practices:  MetroMed (New Rochelle), Valentine Lane 
(Yonkers), Catskill Regional Medical Center, 3 sites in Sullivan County
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NYDC Members & Partners
Aetna, Inc.
Affinity Health Plan 
American College of Physicians, 
NY Chapter
American Diabetes Association
America’s Health Insurance Plans 
American Healthways 
BlueShield of Northeastern NY 
Capital District Physicians' Health 
Plan 
Catskill Regional Medical Center 
Diabetes Care Center of 
Westchester 
Fidelis Care New York
GHI HMO 
GlaxoSmithKline 
Health Net
HeathNow
HIP Health Plan of New York

Hudson Health Plan 
Hudson River Community Health 
Independent Health 
IPRO (NY QIO)
Jewish Guild for the Blind
Lighthouse International 
Medical Society of the State of New 
York
MetroMed 
Mt. Kisco Medical Group 
Mt. Vernon Neighborhood Health 
Center 
New York Diabetes Center
New York Diabetes Educators Lower 
Hudson Valley Chapter
New York Health Plan Association
New York State Academy of Family 
Physicians/Bronx-Westchester AFP
New York State Department of 
Health
Nyack Hospital 

Open Door Family Medical
Center 
Oxford Health Plan
Peekskill Community Health 
Center 
Pinnacle Healthcare Coalition for 
Diabetes Prevention & 
Management
Putnam County Dept. of Health
Rockland County Dept. of Health
Sarah Neuman Center for 
Healthcare and Rehabilitation 
St. John’s Riverside Hospital 
United Healthcare
Valentine Lane Family Practice 
Vytra Health Plans 
Westchester County Department 
of Health
Westchester County Medical 
Society 
Westchester Medical Group
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Registry Project  Resources

•Douglas Kelling, MD – “Champion” consultant

•IPRO – baseline chart abstraction (1 site)

•Hudson Health Plan – IT development and support

•Joan Cerniglia, CHE, RN, MPA – Project Coordinator

•New York Health Plan Association –NYSDOH grant
management 
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Diabetes Registry Project
•Software – “freeware” from Idaho QIO, “Adult Preventive Health 
Program,” adapted/renamed “CareFocus”
•System Requirements - Pentium II 166 or greater processor with a 
minimum of 32 MB RAM (64 MB recommended).

•Measures – National Quality Forum, minimum ABCs (A1C, blood 
pressure, cholesterol, smoking assessment)

• Care Model (components of)
•Clinical information systems/Decision support
•Delivery system design (work force re-organization)/Utilization of 
community resources
•Patient self-management support
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Registry Project: Practice Profiles

Urban primary care practice
1 site; MD & NP
~150 patients with diabetes
Limited IT infrastructure: practice management system, consultant IT support

Rural, hospital affiliated primary care practices
3 sites; MD,  NP, CDE 
~900 patients with diabetes
Hospital Diabetes Education Center
Hospital IT support, connectivity issues related to rural setting

Urban, hospital affiliated multi-specialty practice
2 sites; MD & NP
~ 1,000 patients with diabetes
Partially implemented EHR, hospital IT needs to integrate legacy systems
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Diabetes Registry
Implementation Process

Information Technology
Software selection and modification
Assessment of practice site IT infrastructure
System integration 
Installation & ongoing support

Training
Use of software
Diabetes management (guidelines, Care Model)

Support
Office workflow to incorporate use of CareFocus
Identification of community resources
Software modifications based on end-user feedback
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Registry Project  Evaluation

Clinical Data
National Quality Forum  endorsed measures for adult diabetes care: 

A1C tested, A1C >9%, LDL tested, LDL <130 mg/dl, LDL 
<100 mg/dl, urine for micro-albumin, dilated eye exam, foot 
exam, BP <130/80 mm/Hg, smoking status documented

Evaluation of Participant Experience
New York Academy of Medicine, Health Services Research Survey:

• IT issues at implementation
• Attitudes and expectations of participants at baseline (all sites)
• Experience of participants at mid point (1 site)
• Experience of participants at project end (all sites)
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Elements of the  Care Model
Delivery System Design/ Finding Community Resources

Elements of the Care Model: 
Clinical Information System/ 
Decision Support
Potential Advantages

! Identify and track patients 
! Monitor adherence to diabetes 

management guidelines
! Prompts care team about services 

needed at time of visit
! Generates list of patients for 

outreach

Practice Experience

! Helps physician focus on key 
elements of diabetes management

! Requires data entry
! Installation/updates sometimes 

interfere with other office computer 
functions

! Current version does not support a 
medication list
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Elements of the Care Model: 
Delivery System Design/ Finding 

Community Resources
Potential Advantages

! Engaging other members of the 
office “team” (clerks, medical 
assistants) can ensure that elements 
of diabetes care are not missed 

! Project Coordinator helped to 
identify resources for
! Microalbumin testing 
! A1C testing

Practice Experience

! Narrowing the gap between 
primary and specialty care

! Effective use of CareFocus requires 
some changes to office work flow

! A1C test strips costly and not fully 
reimbursed
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Elements of the Care Model: 
Patient Self-Management Support

Potential Advantages

! Graphs produced with visit note 
help to engage patients in self-
management

! Referrals to local hospital for 
diabetes education

Practice Experience

! Enhanced perception of physician’s 
effectiveness and efficiency

! Helps patient to focus on key 
elements of diabetes management

! Office IT infrastructure does not 
facilitate printing graphs at time of 
patient visit

! Not all patients have coverage for
diabetes education



45

Diabetes Registry Project:
Preliminary Results

Year one of implementation, April 2004 - April 2005 
•60 patients with data entered
•26 female, 34 male; 93% age 30-84

As of April 2005
BMI 

16 calculated, 27%
1 < 25
3, 25 - 29.9
4, 30 - 34.9
7 !40

As of April 2004
BMI 

1 calculated, 2%
1, 30-35
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Diabetes Registry Project:
Preliminary Results - ABCs

Year one of implementation, April 2004 - April 2005 
•60 patients with data entered
•26 female, 34 male; 93% age 30-84

As of April 2004
A1C 

68% screened
37% <7
12% >9.5

Blood Pressure
88% screened
26% <130/80

Cholesterol (LDL)
70% screened
69% <130

Smoking Cessation Counseling
2%

As of April 2005
A1C 

78% screened
44% <7
11% >9.5

Blood Pressure
100% screened
22% <130/80

Cholesterol (LDL)
75% screened
64% <130

Smoking Cessation Counseling
15% 
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Diabetes Registry Project:
Feedback from Practices

! Patients perceive an added concern by the provider
! Patients become more involved in the management of 

their diabetes
! Patients can see their progress in graph format
! Registries are cutting edge in the practice of medicine
! The registry reminds the provider to monitor relevant  
markers without reviewing the entire chart
! Many more vaccinations and tests have been done 

because of the flow sheets
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Diabetes Registry Project:
Learnings

Practice profiles
If you have seen one practice, you have seen one practice

Each practice has its own set of IT, operational and 
attitudinal realities

Support
! Outside IT and operation support and guidance facilitates 

implementation .
! Monetary and staff support provided by the grant promotes 

a willingness to work through typical start-up 
idiosyncrasies.

! Office staff responsibilities & operational realities preclude 
time for creative problem solving & thinking outside the 
box - both organizationally & clinically.
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Diabetes Registry Project:
Learnings

Support
Regularly scheduled, brief and focused meetings with 

accountability for follow up facilitates implementation

Practice Related
! It takes a high level staff champion to guarantee the success 

of the program
! Only one or two clinicians and support staff in each practice 

buy into the concept at first
! Staff turnover impedes progress
! Free is not free


