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HITECH Portfolio and the REC 
Infrastructure
The Health Information Technology for Economic and 
Clinical Health (HITECH) Act, which was passed in 2009, 
established the goal of modernizing our health care infra-
structure and accelerating the adoption of electronic health 
records (EHR). The legislation funded a broad portfolio 
of modernization programs and provider incentives. As a 
nation, we have invested more than $12 billion in HITECH 
activities, including $700 million to establish a network of 
62 Regional Extension Centers (REC) to provide support to 
physicians as they adopt EHRs. This expenditure on direct-
to-provider technical assistance (TA) represents a little more 
than 6% of total HITECH investments through 2012.1 

Federal funding for the REC program is slated to end in early 
2014. To date, the program has been markedly successful 
in advancing EHR adoption by actively working with nearly 
150,000 providers nationwide, directly influencing the 
office-based physician adoption rate, which rose from 48% 
in 2009 to 72% by the end of 2012.2 Providers who worked 
with an extension center were 2.3 times more likely to 
have received a payment from the Centers for Medicare 
and Medicaid Services’ (CMS) EHR incentive program in 
2011.3 We estimate that one-third of the investment in the 
REC program went toward building the capacity needed 
for effective service delivery. This included developing a 

1 CMS recently estimated total EHR Incentives paid through 2012 to be $10.3 
billion, which puts total HITECH expenditures above $12.2 billion. Source: 
Mosquera, M. (2013, January). Medicare, Medicaid EHR payments break $10 
billion barrier in December. Retrieved from http://www.govhealthit.com/news/
medicare-medicaid-ehr-payments-break-10b-barrier-december.

2 National Center for Health Statistics, Centers for Disease Control and Preven-
tion. (2012, December). Use and characteristics of electronic health record 
systems among office-based physician practices: United States, 2001—2012. 
NCHS data brief no. 2011.

3 Government Accountability Office. (2012, July). Electronic health records: 
Number and characteristics of providers awarded Medicare incentive payments 
for 2011. GAO-012-7778R.

national learning network, assessment guides, workflow 
tools, the necessary staff capacity, and the relationships with 
technology vendors and health care providers needed for 
success. This REC infrastructure should not be overlooked, as 
the nation’s priorities shift to ensuring that we fully realize 
the intended value from widespread EHR adoption and 
address any unintended consequences of that adoption.

As we enter 2013, RECs across the nation are beginning 
the transition to commercial service delivery, with some 
expected to receive relatively small government investments 
to support the delivery of TA to specialty care providers who 
serve large numbers of Medicaid patients. In today’s budget-
ary environment of fiscal tightening, it is entirely appropriate 
for REC efforts to diversify funding, prioritize service 
delivery, and contract in size and scope. However, it would 
be irresponsible of the federal government not to assess 
whether this nationwide infrastructure could be an efficient 
mechanism to further other health system objectives.

Calls for improvement in the integrity of billing practices 
and of CMS’s EHR incentive program, the transition to the 
10th edition of the International Statistical Classification 
of Diseases and Related Health Problems, payment reforms 
and related population-level quality goals, and the desire 
to accelerate interoperability are all emerging needs 
that benefit from an ability to deliver direct-to-provider 
TA. Despite a focus on sustainability initiatives, the REC 
infrastructure is likely to erode significantly in 2014 without 
thoughtful repurposing and with it a proven delivery vehicle 
of transformative change. 

This chart illustrates a vision of the changing TA needs that RECs could 
support over the next 3 years. Both public and private funding will be 
necessary to meet these needs effectively. 
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Supporting Technology Adoption
CMS’s EHR Incentive program began less than 3 years 
ago, with the first incentive payments reaching providers 
in 2011. The health information technology (IT) market 
is rapidly maturing, driven by an influx of capital, more 
informed provider demands, health information exchange 
advancements, and evolving certification standards issued 
by CMS and the Office of the National Coordinator for Health 
Information Technology (ONC). The industry is expressing 
growing concern that we may see declining participation in 
later stages of “meaningful use” (the set of requirements that 
must be met to qualify for incentives) as incentive payments 
decrease and the challenges associated with information 
exchange, patient engagement, and population health 
management “up the ante” for providers.

RECs are well positioned not only to guide and support pro-
viders through this journey but also to keep them engaged 
and focused on our national health system improvement 
priorities. An evolving need exists for direct-to-provider 
TA beyond the first stage of meaningful use. By working 
side by side with providers to implement EHRs, RECs have 
established their role as trusted advisors. Providers rely on 
their extension centers for unbiased, up-to-date expertise 
on federal and state policies and guidance to optimize their 
use of technology to improve quality, safety, and patient 
engagement. In our constrained fiscal environment, provider 
organizations and physicians will need to bear a greater 
share of the cost of such assistance. However, it is through 
these more mature uses of technology that real health, 
safety, and efficiency benefits of system modernization will 
be realized. 

Helping to Ensure Program Integrity
CMS’s EHR incentive program is an essential building block 
in the effort to modernize the national health care system. 
Incentives are necessary because of the imbalance between 
where the costs of modernization are borne and where the 
benefits of such modernization are realized. Specifically, we 
ask physicians and hospitals to bear the majority of costs 
associated with implementing new technology that primar-
ily benefits patients, payers, and communities.

Recently, the incentive program has come under fire as 
critics express concerns about potential fraud and abuse in 
the dissemination of EHR incentive payments.4 In a report 
released at the end of 2012, the Office of the Inspector 

4 Soumerai, S., & Koppel, R. (2012, September 17). A major glitch for digitized 
health care records. Wall Street Journal.

General (OIG) stated, “CMS faces obstacles to overseeing the 
Medicare EHR incentive program that leave the program 
vulnerable to paying incentives to professionals and hospi-
tals that do not fully meet the meaningful use requirements. 
Currently, CMS has not implemented strong prepayment 
safeguards, and its ability to safeguard incentive payments 
post payment is also limited.”5

Our nationwide network of RECs is arguably one of the 
strongest prepayment safeguards available to CMS in this 
effort. RECs are currently working with tens of thousands 
of primary care providers. Dedicated staff members act 
as practice coaches, walking them through EHR product 
selection, vendor negotiation, workflow redesign, and 
accurate meaningful use attestation. REC staff members 
also take the opportunity to discuss fraud, waste, and abuse 
laws and best practices with physicians and their office 
staff, an educational approach that OIG has described as an 
important component in empowering physicians to reduce 
Medicare fraud and abuse.6 

In Michigan, the REC has begun selling pre-audit services 
to non-REC clients. These services examine EHR use and 
documentation practices to catch and correct meaningful 
use attestation errors before an actual audit uncovers such 
deficiencies. One of the more common deficiencies uncov-
ered is immature and ineffective security and risk mitigation 
practices. Recent patient privacy violations and breaches 
that resulted in large fines and settlements underscore 
the concern about the degree to which providers have 
effectively addressed security requirements, a core stage 1 
meaningful use requirement. 

The dedicated assistance that RECs provide across the 
nation doubles as government oversight of the program (for 
the portion of providers whom RECs serve) and could help 
alleviate CMS’s concerns regarding increasing the burden on 
providers and payment delays, expressed in their response 
to OIG’s recommendation of prepayment audits. With a 
little coordination and direction (e.g., common pre-audit 
checklists and reporting criteria) and a very small amount 
of funding, CMS could leverage the REC infrastructure to 
conduct compliance reviews across all provider types. This 
would help improve program integrity and help CMS to 
better account for the more than $10 billion in EHR incentive 
payments that have been released to date. 

5 Office of the Inspector General. (2012, November). Early assessment finds that 
CMS faces obstacles in overseeing the Medicare EHR incentive program. DHHS 
publication no. OEI-05-11-00250.

6 Taitsman, J. K. (2011, January). Educating physicians to prevent fraud, waste, 
and abuse. New England Journal of Medicine, 364(2), 102–103.
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Supporting the Transition to Accountable 
Care
RECs also stand ready to support the transition to organiz-
ing care within Accountable Care Organizations (ACO). At 
a minimum, RECs can provide the direct-to-provider TA 
necessary to meet the requirement that at least 50% of 
ACO providers achieve meaningful use on target. Having 
amassed a staff of experts in health IT, quality reporting, 
and workflow redesign who have earned the reputation of 
trusted advisors, extension centers are also positioned to 
help providers navigate this changing landscape of payment 
reform beyond the EHR adoption mandate. 

RECs can provide TA to help ACOs disseminate the best prac-
tices needed to advance ACO metrics, improve population 
health, and realize efficiencies from more coordinated and 
cost-conscious care practices. RECs understand firsthand 
the challenges that practices face while struggling to meet 
disparate programmatic demands. While helping those 
practices along the journey of meaningful use, extension 
center staff members have often addressed the interrelated 
objectives of other programs such as patient-centered 
medical home designation, insurer-directed initiatives, 
and physician group incentive programs. What all these 
programs have in common is a dichotomy in practice 
between altering workflows and decisions to align with an 
objective and documenting those workflows and decisions 
to demonstrate compliance. The effective use of technology 
is at the center of most improvement programs, because 
technology is used as both a decision aid and a documenta-
tion tool. 

Together with other RECs, Michigan is leading the effort to 
assess physician offices’ needs as they participate in ACO 
initiatives. Our initial assessment found that a major pain 
point for the leadership of physician-led ACOs is the process 
of helping providers implement the technology needed to 
comply with program requirements. ACOs have expressed 
concerns about timely access to accurate performance 
metrics for their enrolled providers so that they may 
intervene before a few “bad apples” spoil the performance 
of the entire group. ACO provider participants are also 
concerned about visibility into their own performance, the 
potentially onerous responsibility of maintaining awareness 
of utilization occurring outside their practices (and at times 
outside of their control), and documentation requirements 
to support ACO metrics in addition to everything else they 
are doing. 

RECs have extensive training in effective EHR use, a solid 
understanding of local information exchange structures and 

resources and targeted workflow improvement skills. As a 
result, they are clearly able to help ACOs optimize workflow 
and the flows of information to meet these challenges 
and achieve the 33 ACO quality metrics, in ways similar to 
those used to advance compliance with meaningful use 
requirements. 

Advancing New Models of Care Delivery
The next decade will be characterized by advances in 
decision support, population health management, con-
sumer engagement, and information exchange. The shift to 
mobile platforms that is already underway will continue to 
transform how information is accessed and used. Payment 
reforms and the tectonic shift among employer-sponsored 
insurance to high-deductible health plans will continue 
to promote more cost-conscious practices. Large dem-
onstration projects, such as the Health Care Innovation 
Awards funded by the Center for Medicare and Medicaid 
Innovation, will also result in transformative ideas about 
ways to improve health and healthcare delivery. All of 
these advances and the realization of their benefits can be 
accelerated by direct-to-provider TA mechanisms such as the 
REC program. 

As agents of change, RECs can provide information strate-
gies to integrate disparate data sources, generate real-time 
analytics, address privacy and security concerns, and offer 
technical and implementation support to improve care 
coordination, foster patient-centered care, and enhance the 
effectiveness of population health improvement efforts. 
RECs are adept at supporting practices through transitions, 
as there are dramatic changes involved in the shift from 
paper to electronic records. Extension center staff have 
served as practice coaches for thousands of providers 
around the country as they embark on meaningfully using 
technology to provide more efficient and effective care. 
Practice coaching is a model that has proven effective 
in achieving system-level improvements in health care 
through trusted advisors who help plan, implement, and 
evaluate change.7,8 The REC infrastructure is a nationwide 
network positioned to serve as practice coaches for a range 
of improvement efforts, evidence-based practices, and 
emerging health care delivery innovations. 

7 Baskerville, N. B., Liddy, C., & Hogg, W. (2012, January–February). Systematic 
review and meta-analysis of practice facilitation within primary care practices. 
Annals of Family Medicine, 10(1), 63–74.

8 Grumbach, K., Bainbridge, E., & Bodenheimer, T. (2012, June). Facilitating 
improvement in primary care: The promise of practice coaching. Issue Brief 
(Commonwealth Fund), 15, 1–14.
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Conclusion 
The establishment of the REC network was a critical first step 
in the important work of modernizing the nation’s health 
care infrastructure. While the scope of the REC program was 
largely limited to accelerating EHR adoption among primary 
care physicians, system modernization does not begin and 
end there. As the program draws toward its conclusion, 
we have a responsibility to assess the progress made and 
consider the utility of this network of extension centers to 
advancing other health system objectives. RECs are helping 
tens of thousands of private practices understand federal 
policies, develop a shared vision of what is possible, and 
advance the care delivered in individual provider offices. 
By continuing to leverage this strategic nationwide asset 
of provider support, we can shorten the timeline needed 
to achieve a modern, efficient, fair, and effective system of 
health care delivery in this country.  

Altarum Institute, a Michigan based nonprofit research 
and innovation organization, leads Michigan’s REC, the 
Michigan Center for Effective IT Adoption (M-CEITA). 
M-CEITA is the seventh largest REC in the country, 
helping more than 4,000 priority primary care providers 
across the state, including 23 Federally Qualified Health 
Centers and 31 Critical Access Hospitals. 

In the last 3 years, M-CEITA has helped more than 3,000 
providers to go live using an EHR, more than 1,500 
providers to meet Stage 1 Meaningful Use criteria, and 
hundreds more to receive their first-year Medicaid 
EHR incentive payments for beginning their EHR 
adoption journeys in earnest. Medicare and Medicaid 
EHR incentive programs have brought more than $200 
million to Michigan’s economy, and we expect this 
amount to double by the end of 2013. The ONC-funded 
REC program has also helped create more than 50 jobs 
in Michigan over the last 3 years.


