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A National Network for 
Health Care Transformation

TA
RECs stand ready to: 
Help physicians understand and incorporate health 
information exchange into their practices and work�ows. 

Enhanced information sharing across care settings helps physicians 
better meet the preventative and chronic care needs of all patients.

According to a recent Weill 
Cornell Medical College study

Physicians care for patients in an increasingly complex environment

9 Months of EHR 
exposure with 

8 or more 
technical assistance 

visits are needed before 
statistical improvements 

in patient care.

Of the $12B invested in HITECH activities,

$700M was invested in the REC program.

This capacity can be reused to further our health system improvement objectives.

Hiring and training sta� Creating learning 
communities

Developing 
assessment and 

improvement toolkits

Building relationships 
with physician 

organizations and 
IT vendors 

Quality is a function of 
Evidence and Policy, accelerated 

by Technical Assistance.
Through technical assistance (TA), 

highly trained REC sta� work directly 
with health care providers 

to implement change.

Q=(EP)TA

Federal funding for RECs is slated to end in 2014.  
For more information on the success of RECs, see http://www.healthit.gov/providers-
professionals/healthcare-providers-and-health-information-technology-infographic

The Regional Extension 

Center (REC) program was 

created to provide direct 

technical assistance to 

accelerate Electronic 

Health Record (EHR) 

adoption. With hundreds 

of sta� working with nearly 

150,000 providers, the 62 

RECs nationwide incorporate 

technology into care delivery. 

EHR adoption and incentive payments alone aren’t enough to 
improve quality of care. Physicians need sustained support 

to use technology e�ectively.

RECs are a national learning network 
that shares best practices and raises the bar for all.

RECs stand ready to provide direct technical assistance 
for health care transformation in 4 key areas:

1. Promote cost savings
2. Curb fraud and abuse
3. Accelerate research into practice
4. Manage population health
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Over 1/3 of health care spending is potentially avoidable, 
wasted spending. It doesn’t improve health.

Excess administrative costs: 
$190B/year 

Ine�ective use of IT: 
$81–88B/year

Paper prescriptions: 
$4B/year
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79% 
of physicians report that 

with an EHR, their practice 
functions more 

e�ciently.

It takes up to 17 years to move 
research into practice. 

The United States ranks 
last overall compared to six other 
industrialized countries on quality, 
e�ciency, access to care, equity, 
and healthy lives.

Clinical decision support (CDS) puts 
research at the �ngertips of health care 
practitioners.

CDS takes many forms, including alerts, 
reminders, and guidelines that integrate 
knowledge and patient-speci�c information at 
the point of care. CDS presents the right evidence 
for the right person at the right time. 

However, the CDS adoption rate is still low.

CDS

Exchanging health 
information electronically 
helps improve chronic and 
preventative care.

$3 of every $4 of health care 
spending goes to chronic disease. 

The 7 most common chronic 
diseases cost the U.S. $1.3 trillion 
annually. 

RECs are Proven. Adaptable. Trusted. 
We’ve invested in building a national network of RECs. 
Now is the time to leverage this investment.
Let’s use RECs to provide the technical assistance 
that is needed to achieve our health care priorities.

Promote Cost Savings

Curb Fraud and Abuse

Accelerate Research into Practice

Manage Population Health

TA
RECs stand ready to: 
Educate physicians on fraud and abuse and assess whether 
requirements are being met by physicians receiving EHR 
incentives. 

As physicians’ trusted advisors and Meaningful Use experts, RECs are 
well-positioned to serve as one of the strongest prepayment safeguards for 
program integrity available to CMS.

TA

TA

RECs stand ready to: 
Provide targeted process redesign to optimize use of IT and 
work�ow to reduce waste. 

Physicians need support to learn how to use an EHR e�ectively to improve 
e�ciency, cut the use of paper records, coordinate care, and reduce variation 
and duplication in care.

TA
RECs stand ready to: 
Work directly with physicians to accelerate the use of clinical 
decision support. 

Just as RECs have helped practices adopt EHRs and meet quality metrics, 
we can spur much broader adoption and use of decision support tools.

Between 2009 and 2012, EHR adoption 
among o�ce-based physicians increased 

from 48% to 72%.
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The Heath Information Technology for 
Economic and Clinical Health (HITECH) 
ACT, which was passed in 2009, established the 
goal of modernizing our health care 
infrastructure and accelerating EHR adoption. 

1/3 of the investments in RECs went toward capacity building: 

According to a 2012 report from the O�ce of the 
Inspector General:  
“CMS faces obstacles to overseeing the Medicare 
EHR Incentive program that leave the program 
vulnerable to paying incentives to professionals 
and hospitals that do not fully meet the 
meaningful use requirements.”
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Key: CMS = The Centers for Medicare and Medicaid Services  

Government Lab

Pharmacy

Payer

Patients

Doctor

Hospital

Less than 1/3 of physicians exchange clinical 
summaries. 

Less than 6% of long-term care, rehabilitation, 
and psychiatric hospitals have a basic EHR. 


